NOTE: This handout provides factual information about diseases and
associated vaccines but does not provide recommendations. Decisions
regarding vaccinations should be made in consultation with healthcare
professionals based on individual health needs.




Dr. Gator’'s Vaccine Guide

Introductory Letter

Thank you for engaging in this important conversation about vaccines.
Navigating this topic can sometimes be complex and emotionally charged, but
ultimately, we all aim to make the best decisions for our children's health and
wellbeing.

As an advocate for informed choice, I've compiled this guide to help provide you
with a balanced perspective to make a well-informed decision about vaccinations.
This is extracted from my book, Between a Shot and Hard Place. For those
interested in exploring further, | encourage you to visit www.theshotbook.com to
purchase the full book.

Please remember, this guide is intended for educational purposes only and should
not substitute for professional medical advice. Always consult with your
healthcare provider to make the best medical decisions for your family.

Joel “Gator” Warsh, MD, MSc
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All rights reserved. No part of this publication may be reproduced, stored in a retrieval system, or transmitted in any
form or by any means (including electronic, mechanical, photocopying, recording, or otherwise) without prior written
permission from the publisher/author.

This publication is intended for informational purposes only. The publisher/author does not claim that this
publication shall provide or guarantee any benefits, healing, cure, or any results in any respect. This
publication is not intended to provide or replace medical advice, treatment, or diagnosis or be a substitute to
consulting with a physician or other licensed medical or health-care providers. The publisher and author shall
not be liable or responsible for any use or application of any content contained in this publication or any
adverse effects, consequence, loss, or damage of any type resulting or arising from, directly or indirectly, the
use or application of any content contained in this publication.

The vaccine information provided in this book is intended for educational purposes and reflects the current
recommendations from the American Academy of Pediatrics (AAP) and the Centers for Disease Control and
Prevention (CDC) as of the date of publication. The recommended vaccination schedule from these
organizations is carefully reviewed and approved for use in protecting children against preventable diseases
and is the standard of care.

Vaccine information is constantly evolving as new research and data become available. The details in this book

are accurate, to the best of my knowledge, as of its publication date, but recommendations, safety profiles, and

vaccine formulations can change. For this reason, it is essential to consult with your healthcare provider, who
can offer guidance based on the latest evidence and recommendations.

Any vaccination decisions should be made collaboratively with a physician, ensuring the most up-to-date
information is considered to support your child’s health. Any decisions regarding vaccinations—especially
those that diverge from the standard schedule—should be thoroughly discussed with your medical provider.
Always consult your pediatrician or healthcare professional for personalized advice that best supports your
child's health and well-being.

The author and editor have made every effort to reproduce the substance of the conversations relied on in this
book but some have been edited and condensed for clarity, anonymity and space. Names and identifying
details have been changed r to preserve the author’s obligation to uphold patient confidentiality.



Dedication

To all the parents, caregivers, and advocates who tirelessly seek a healthier, brighter future for
their children, even when the path is unclear. To everyone who feels unheard—you are seen, you
are valued, and your voice matters. May this book be a step toward a world where all concerns are
listened to, all voices are respected, and all children are given the foundation they need to thrive.

Here's to a future where we strive for and find balance, understanding, and resilience together.



Opening Statement

Over the past decade, it has become increasingly challenging to engage in open discussions
regarding vaccines. We have been relegated to whispers behind closed doors. The fear of
judgment, censorship, or misinterpretation has perpetuated an environment in which many no
longer know to whom they can speak and what, if anything, can be safely said. It feels a little bit
like Fight Club—except the first rule of vaccines is you don’t talk about vaccines. The speakeasy
nature of this topic is the precise reason I felt so compelled to write this book. It’s not just about
vaccines; it’s about reclaiming the ability to participate in honest, thoughtful, and transparent
discourse on a profoundly important topic that affects us all.

Although it is not my intention, this book will invariably ruffle feathers. Despite having always
been the type of guy who shies away from any controversy and reproach, I’'m okay with a little
ruffling. It’s high time we invite this topic out from the shadows, rather than continue to
cautiously tiptoe around it.

My goal is not to proselytize or impose my beliefs, but to ignite dialogue. You may disagree with
parts of this book, and that’s perfectly fine. Disagreement fosters discussion, debate, and
ultimately engenders progress.

Let the best ideas emerge in the public square through engagement, not suppression. Silencing
opposing views only deepens mistrust and stifles growth. I stand humbly willing to be proven
wrong. I concede there will be areas where my understanding can evolve. I don’t know everything
there is to know about vaccines. Nor do I purport to. I am not a chemist, a biologist, or a
vaccinologist; I don’t claim to be. [ am a Pediatrician and a parent who is deeply curious.

I have done my best to dive into the available research, synthesize it thoughtfully, and to approach
this topic with as much equanimity as possible. This book seeks to make sense of the vast and
often overwhelming world of vaccine information. I believe the only pathway forward is through
respectful conversation, not censorship.

Between a Shot and a Hard Place is not the definitive answer, but merely (I hope) the
beginning—a precipice for much needed dialogue.

I recognize that as experts and professionals engage with this material, they may offer insights
and resources I might have overlooked or misunderstood. My perspective is just one of many in
this complex and developing field. I welcome the opportunity to learn and grow.

Given the divisive nature of this topic, [ am committed to continuing the discussion well beyond
these pages.

To keep the conversation alive, stay informed, read the entire book and explore additional
resources, scan the QR code below.



You will find updates, corrections, new research, bonus content, courses, and references on our
website. Let’s continue to explore and learn together.

Join the conversation here:

QR Code
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PROLOGUE

“You must be the change you wish to see in the world.”
-Mahatma Gandhi

The way I got here is really one of those funny stories...like not how I got /ere on planet Earth
(we all know how that happened). No, I am talking about how I arrived at authoring a book on
what I always considered a majorly off-limits subject. It’s a story that fatefully begins: “Once
upon a time, I met Sarah at a hockey game.” She was seated next to me. A fight broke out in the
stands during intermission. We both stood up to investigate the hubbub when she turned to me
and said, “Gotta love hockey.” And I do! I’'m Canadian. Asking me whether I love hockey is like
asking a fish if it loves water. I got her number; we went on our first date; we hit it off. Little did I
know then the unseeming path down which this single, pivotal moment would lead me. I would
never have imagined that, eleven years after I maybe not so randomly attended a hockey game, -
a conventionally trained physician, steadfast in his Western predilections—would be writing this
book.

For our second date, I got tickets to (you guessed it) a hockey game—in the ninth row, no less. (I
know. I'm a real suave guy). The morning of our second date, Sarah sent a text message. This is
what it said:

“Listen Joel, after I got off the phone with you, I thought about a few things that you said
during our conversation that actually made me a bit uncomfortable. It is not my style to
bail, but I also think it would be far more unfair to you if I went to the

game knowing that I don’t feel as though we are on the same page.”

Yes, folks. This is the actual message romantically fossilized in the cloud for posterity. I was
confused. So, of course, as [ am prone to do when something doesn’t make sense to me, |
questioned. I called Sarah and asked what she meant. You see, Sarah grew up eating healthy
foods at a time when healthy foods still tasted like cardboard. When Sarah was a child, her mom
took her to acupuncturists, chiropractors, and other alternative healthcare practitioners. On the
rare occasion she visited a Western medical doctor, her views were often met with extreme
skepticism and even laughed at.

As a divorce attorney, Sarah was keenly aware that her more “alternative” lifestyle choices ran
contrary to those of a Western medical doctor—or so she thought. While we were obviously not
discussing marriage—heck, we hadn’t even gone on a second date—Sarah did not want to become
emotionally invested in someone who would ultimately disrespect her views. If the relationship
led to marriage, and then children, Sarah believed that we would seek to raise our children
differently and that our diametrically opposing viewpoints would inevitably lead to divorce. She
went on to author a book on relationships in which she notes that the cornerstone of a successful



relationship is shared fundamental values. Sarah knew that if I, like my peers, disparaged
alternative perspectives, then our relationship would fail. She wasn’t wrong. She was just wrong
about me. Sarah mistakenly lumped me in with the medical establishment that had been so
dismissive of her choices.

The morning of what was to be our second date, Sarah and I had a lengthy, earnest, and respectful
conversation. While she unapologetically and confidently shared her position, I listened. I was
genuinely interested. She agreed to go on that second date with me, and then a third, and a
fourth... Over the course of the next several months, Sarah and I engaged in a number of healthy
debates. (Have you ever tried debating with an attorney?!) Mostly, Sarah left our discussions
frustrated. She held such conviction in her beliefs. I, on the other hand, was inspired. At that
point, my training had been exclusively in Western medicine. The thought that there were medical
interventions outside of those penned in my textbooks was unthinkable. The prospect that
someone may actually decline to give his or her child what I firmly knew to be a life-saving
vaccine seemed preposterous.

It was around this same time, when I was still in my residency program, that Sarah also started
preparing healthy, home-cooked, gluten-free meals for me, using organic produce and meat that
wasn’t factory farmed. (I know, this may be the most Los Angeles sentence ever written). Before
meeting Sarah, I routinely dined at the hospital cafeteria. I had no time to exercise. I worked
nights and slept in several hour increments during the daytime. I was required to work thirty hour
shifts (yes, you read that correctly), catching brief naps wherever possible. I was not particularly
health conscious. I grew up eating fast-food. After several weeks and months of eating the food
Sarah prepared, not only did I lose weight, but I felt better. My digestion improved. This was that
“aha” moment, when I first made the connection between diet and health. Sarah also introduced
me to various supplements to support my body while it was undergoing such extreme stress. The
guinea pig of my own zany science experiment, I personally experienced the benefits of healthy
eating and “alternative” modalities.

Marry her? Well, as us 90s kids used to say, “duh.” That is the way this chapter of the story ends.
Yet, it is also where the chapter of the Dr. Joel “Gator” story begins. (The “Gator” has nothing to
do with Florida. Sarah’s last name is Intelligator. Yes, that is her rea/ last name).

My mind had been opened, but I had to be open minded. As you read this book, I ask only that
you, too, keep your mind open. The health of our children depends on it. George Bernard Shaw
said, “Those who cannot change their minds cannot change anything.” And change is, indeed,
imperative. Today, parents are more skeptical of modern medicine than ever before. Not
surprisingly, our children are sicker than ever before. Perhaps, there may be a correlation between
the two. According to results of a study published in the Journal of the American Medical
Association (JAMA) in 2024 , public trust in physicians and hospitals has sharply declined from



71.5 percent in April 2020 to just 40.1 percent in January 2024. This data was not plucked from
some small, fringe study. The decline in trust of 31.4 percentage points was calculated from an
analysis of 24 online surveys that were conducted between April 2020 and January 2024 using
responses from 443,455 adults across the U.S. The public’s trust in medicine is sadly at an all-
time low. This is true across the globe as well.

In significant part, I attribute this to the fact that the medical community seemingly shuts down
any discussion around routinely given interventions. Parents who dare ask a question about a
substance injected into their newborn babies are made to feel like pariahs or altogether ridiculed
unless they shut their mouths and trust the age-old mantra: “it’s safe and effective.” If we want to
restore trust in medicine, we must be willing to engage in difficult conversations. We must be
open to questioning long-held beliefs and remain transparent about the science—or lack thereof—
behind our recommendations.

You may feel passionately one way or another. As you read this book, you may feel upset. That’s
great! It means you care deeply. Whether you fall into the militantly pro or staunchly anti-vax
camps, we are all strangely unified by our shared zeal for children’s health—we simply hold
different ideas about the way health is achieved.

Admittedly, there are few topics more divisive than vaccines. Recently, my office received a call
from a mother of a former patient. She asked whether the office still administers vaccines. When
my staff member replied, “yes,” this mother’s tone instantly switched from sweet to indignant as
she responded: “Good luck working with the devil, and I hope your office burns in Hell.” Yes,
vaccines awaken strong emotions. When I informed my amazing literary agent that I planned to
write this book, she politely declined to represent me. Before this book was even written, it
already encountered harsh criticism. I was off to a good start. My agent asked what qualified me
to write a book on vaccines and pointed out that I am not a vaccine researcher or a PhD. I'm glad
she posed this question so that I can answer it for you, dear reader: I am the very person who is
asked—nay, commanded—to administer vaccines to my patients on a daily basis. I am told the CDC
schedule is the standard of care. I am an Integrative Pediatrician who has extensive conventional
medical training, but also acknowledges the benefits of alternative modalities. I am not “pro-vax”
or “anti-vax.” I straddle both worlds with objectivity and healthy scrutiny. In earning my Master’s
Degree in Epidemiology, I was tasked with performing extensive research, and then synthesizing
that research. Frankly, I’m not quite sure who would be better equipped to write this book than /.

While this book presents an exhilarating opportunity to promote healthy and meaningful
discourse, it will simultaneously attract criticism, ridicule, and censorship. I have no doubt it will
prove itself a Pyrrhic victory for me, both personally and professionally. I’'m no stranger to this,
though. On a daily basis, I encounter name-calling and judgment—and from complete strangers, no
less. However, the conversations this book will invite are imperative.



When, on December 23, 2013, I unsuspectingly sat in seat 9, in row 3 of section 316 at an LA
King’s game, my life forever changed. I hope this single fateful moment for me also marked the
moment that forever changed the trajectory of children’s health in this country and even the
world. As I embark upon this critical, yet terrifying journey, I stand ready for the invariable
personal and professional backlash that follows. This next, and perhaps most important, chapter
starts with respectful dialogue. I vow to do my best to present all information—on both sides of the
debate—with objectivity and candor. I ask merely that you receive it with an open mind. Our
children are counting on it.



INTRODUCTION: TO JAB OR NOT TO JAB. THAT IS THE QUESTION...YOU SHOULD
DEFINITELY NOT ASK

“The secret of change is to focus all of your energy not on fighting the old, but on building the
new.” -Socrates

They’re going to call me an “anti-vax conspiracy theorist.” They will say I'm a “snake oil
salesman,” who “deals in pseudoscience.” As they predictably do to invalidate any narrative that
deviates from theirs, they will accuse me of “spreading” [gasp!] “misinformation.” Although I
assure you that is not the purpose of this book, they will indignantly judge me guilty of
“promoting vaccine hesitancy.” No doubt, these are convenient distractions from inescapable
facts. Yes, the proverbial “they” will flip through the pages of their playbook and pluck every
cliché aspersion consistently used to dismiss anyone who dares ask questions. They may even
come after me professionally for so much as mentioning the word nobody (especially a medical
doctor) dare speak unless it’s mechanically uttered in the same breath as the words, “safe and
effective.” Vaccine. There, I said it. Let the floodgates open...

Here's the thing: I am not anti-vax. I am not a conspiracy theorist. I am not a tinfoil-hat-
wearing crackpot. (No offense to tinfoil-hats. They’re an undeniably cool fashion statement). I
am not “woo-wo0.” I am a Board-Certified Pediatrician. I earned a Master’s Degree in
Epidemiology. I graduated from a fantastic American medical school. I attended one of the
top Pediatric residency programs in the country. Not only do I have extensive training in
infectious disease, but my formal education is predominantly—if not virtually exclusively—in
conventional Western medicine. Although my credentials best position me to speak on the topic
of an intervention I routinely administer to my patients, I have nonetheless deliberately exercised
extreme caution and even tiptoed around the topic of vaccines in fear of jeopardizing my
reputation, and facing undeniable public and personal censure.

These days, the mere mention of the word “vaccine” ignites a war—or rather, a losing battle.
When I speak on the topic of children’s health, but neglect (or deliberately skirt) the subject of
vaccines, | incur the wrath of militant anti-vaxers. Conversely, if [—a Pediatrician who is already
dismissed as “fringe” because I include the word “Integrative” in my title—so much as utter the
word “vaccine,” I am chastised by the medical community. Although I have carefully avoided
taking a stance on either side of the debate, both sides voraciously take to social media with nasty
comments (the modern-day equivalent of a pitchfork), eagerly salivating at the opportunity to
condemn me for taking a position that contravenes theirs. It’s frustrating. I’'m frustrated. I firmly
believe that, when it comes to children’s health, there is only one side—keeping our children
healthy. The only pathway to achieving this mutual goal is through respectful dialogue.

If you happen to be so bold as to dare ask about the potential risks, far too often your child’s
doctor will acerbically raise an eyebrow, judgmentally brush you off, and classify you a member
of that ever-so-infamous “cult of Jenny McCarthy.” You will be made to feel like some ignorant



pariah for asking legitimate questions that directly impact your child’s health. How do I know
this? These so-called “cult members” regularly come to my office in tears, sharing their personal
experiences with such unpalatable encounters at their former pediatrician’s office or at the
hospital.

I don’t blame doctors. They spend far too many thankless years training because they are so
passionate about helping others. Most doctors are genuinely good people who care deeply about
their patients. I have sadly seen militant “anti-vax” communities go so far as to attribute nefarious
motives to doctors who administer vaccines. You may hear one of these “anti-vax” crusaders say
something like: “Despite knowing that vaccines cause serious harm, those evil doctors still jab
their unsuspecting patients for financial gain.” This is absurd for a myriad of reasons, not the
least of which is, there is little financial incentive in administering vaccines. Yes, in the end, a
medical organization often makes a small amount of money for each vaccine they administer, like
anything that a professional does. Administering vaccines takes time, effort and skill. The team
should be compensated for this. Vaccines are expensive to purchase and doctor’s offices are not
handsomely compensated for vaccinating their patients. Furthermore, most doctors are salaried
employees who are paid the same whether or not they administer vaccines. The reality is, most
doctors genuinely champion vaccines as one of the greatest inventions of modern medicine. With
a paramount concern for the health and safety of their patients, doctors fervently defend vaccines.

In reciting the Hippocratic Oath to, “First, do no harm,” nearly all doctors believe their failure to
administer vaccines will result in harm to their patients. We doctors have unfortunately
witnessed the devastating ramifications of some of the childhood diseases, such as RSV,
whooping cough, and Measles. We have watched children in the ICU fight for and, sadly,
sometimes lose their lives. We have held hands with despondent parents, as we grapple with
our inability to reassure them of their child’s prognosis. These experiences inform our
practice. The pedagogy resoundingly equates vaccines with optimal healthcare.

Let’s be clear: doctors are not giving vaccines to harm people or to make money; from their
perspective, they are giving vaccines to prevent devastating and even fatal diseases,
consistent with the standard of care they were taught and the research they have been
presented.

I get it. Understandably, vaccines are a hot-button subject. They must absolutely be given their
due reverence, though. We can (or at least should) all agree that vaccines have had remarkable
health implications. They have played a part in eradicating diseases that historically decimated
populations. They have protected and continue to protect human beings against debilitating
diseases such as Meningitis and measles—to name a few. The benefits of a “perfectly working
vaccine” are largely irrefutable.

The benefits notwithstanding, we—the consumers of the product-must also have permission to
weigh the risks. You would be hard-pressed to encounter an advertisement for any medication



without being simultaneously warned of the litany of its (sometimes off-putting) potential side-
effects. To tout any medical intervention as entirely “without risk™ is false, misleading, and,
frankly, irresponsible. You would not undergo heart surgery without first considering the risks
and benefits with your doctor. You would not administer a medication like Acetaminophen or
Steroids to your child without weighing the advantages against the potential reactions. Yet we are
often asked—nay, directed—to blindly roll up our child’s sleeve, stick out their arms, “trust the
science” (without actually being told what that science is), and take countless jabs without
scrutiny. When it comes to this particular medical intervention, we are largely made to feel as
though we cannot weigh the benefit versus the possible risks. We are ostensibly led to believe that
there are no risks. Is it possible that this specific medical intervention is actually risk free? And if,
in fact, this particular intervention is truly without risk, then why are patients chastised for asking
questions? With any medical intervention, doctors and patients must feel comfortable to openly
contemplate the risks versus the benefits.

The word “science” derives from the Latin word “scire,” meaning, “to know.” The etymology of
the word implies that science is the pursuit of knowledge. Today, science quite literally refers to
the study of the physical and natural world through observation, experimentation, and testing
theories to arrive at certain conclusions. Our understanding of the physical and natural world
fluctuates as we obtain new data, formulate new theories, and, most importantly, continue to
question. Notable and well-respected scientists believed the world was flat until it was proven to
be round; cigarettes were deemed “safe” and even prescribed by doctors until they were proven
extremely harmful; paint contained lead until it didn’t; and cars were not required to have
seatbelts until 1967. You get the picture: the beauty of science is that it humbly provides for its
own evolution. And yet, we are not allowed to question the products we inject into our children,
in increasing amounts, without rebuke. When it comes to vaccines, we are told the science is
“settled,” which is a glaring and highly suspect oxymoron. Hell, it’s an egregious red flag!
Science, by its very definition, is never “settled.”

We have seemingly forgotten that the etymology of the word “doctor” is the Latin word
“docere”—meaning “to teach.” A doctor’s job is not to force treatments on his or her patients. A
doctor’s job is to provide his or her patients with the most accurate information available to do
precisely that—teach, not tell. Each patient should be empowered to make the best informed
healthcare decision for himself or herself.

For most of my career, I creatively danced around, and even actively skirted any discussion of
vaccines on social media, podcasts, and all media platforms. In retrospect, I am ashamed.
Candidly, I was afraid—afraid of losing my platform; afraid of facing backlash from the medical
establishment; afraid of losing friends. I now humbly recognize that hiding was cowardly. As a
member of the medical community, I felt pressured to silently follow in lockstep with my peers.
Although medicine is a science, ironically, I, a scientist, have been trained not to question a
medical intervention I am asked to routinely administer to my patients. Why? Shouldn’t any



doctor know all of the benefits and risks of any medical intervention he administers to his
patients? If his patients ask questions, shouldn’t he or she be in the best position to answer?
Shouldn’t doctors encourage transparent conversations with their patients? Yet, I feel that we
physicians are not in the position to answer many questions posed to us by our patients because
we ourselves are discouraged from making any inquiry into this singular topic—vaccines.

As I watched others like Robert F. Kennedy, Jr., Elon Musk, Joe Rogan, Dr. Phil, Jordan
Peterson, Casey and Calley Means risk their livelihoods and reputations to crusade for children’s
health, I grew inspired. After careful discussion with my wife and with the acute understanding of
the potential (and inevitable) personal and professional repercussions to me (and us), I came to
the conclusion that I cannot stay silent any longer—not for me, but for my children and for the
future health and wellness of a/l of our children.

With fingers pressed tightly over my eyes, I jumped into the uninviting waters and started
advocating for our children: who better to lead a conversation on vaccines than the very person
who is daily asked to administer this medical intervention to his patients? Who better than the
person who hears the same questions apprehensively whispered by caring parents behind the
sanctity of his Physician-Patient privileged office walls? In my practice and on social media alike,
vaccines are the singular topic every parent seemingly clamors to discuss with me—more than all
other topics combined. In fact, most patients select my practice over others because they know I
am willing to respectfully answer their questions without shaming them to the best of my ability
with the information we have available today. They want to be heard. Most of them want to and,
in fact, do vaccinate their children. They just want to participate in a dialogue beforehand. They
deserve it. Our children deserve it. Just as we expect full transparency with any medical
intervention, we should expect transparency from the medical establishment regarding this
medical intervention. This book will pose the very questions so many have, but are too afraid to
ask—lest they face embarrassing ridicule. Parents deserve to have their questions heard and
answered.

With increasing regularity, patients and strangers share with me their growing distrust of modern
medicine. They are hesitant to bring their child to a medical doctor, take a medication, or
vaccinate. Typically, these are not “crunchy” or “woo woo” parents, although they are quickly
dismissed as such. These are caring parents, from all walks of life, who, like any good parent,
would want to weigh the risks and benefits prior to administering a medical intervention to their
healthy child.

According to a recent poll, twenty-eight percent of adults believe that parents should have the
right to opt their children out of school vaccine mandates—this, up from sixteen percent in 2019.
Based on a Gallup Poll, this one from 2024, the proportion of Americans who believe childhood
vaccines are either “extremely” or “very” important amounted to just sixty-nine percent—-down
from ninety-four percent in 2001. There is no denying that parents are more concerned about



vaccines and their apprehensions are not being addressed. Many of these individuals feel that
modern medicine and big pharma are more interested in profits than in their health.

Modern medicine is missing the gargantuan, flashing warning sign. Western medicine’s public
relations team has failed. Simply regurgitating the words, “safe and effective” and
commanding, “just do it because we say so” are no longer enough— and should never have
been enough. Parents demand candor. They want assurance that the vaccines and medications
they give their healthy, beautiful babies improve health as opposed to adversely impacting it long-
term.

If we, the medical establishment, hope to regain the public's trust, we need to participate in open
and honest conversations. Once upon a time, doctors and scientists were among the most trusted
and respected professions. [ would venture to say that, today, we doctors are very low on the
totem pole of esteemed professions. Honestly, given the current climate, I am no longer certain |
want to be a doctor. Doctors and patients have been pitted against each other—by Big Pharma, by
Big Food, by Big Insurance, and by Big Corporate America. Doctors are no longer viewed by
their patients as allies, but as enemies. Yet, we are not adversaries. Rather, our collective
adversary is them. Doctors and their patients are on the same team; we share the same goals.
If we feel divided, we can change that. We must change it. Our health is suffering, and our
children are paying the price. We simply cannot afford the cost.

In order to facilitate change, we must acknowledge that two propositions can simultaneously be
true and are not mutually exclusive. Vaccines can be life saving and also cause severe harm.
One may believe that vaccines are miraculous and every individual should receive the doses
recommended by the CDC; one can simultaneously recognize that Big Pharma may not always be
transparent with its research or that its motives may be predominantly financial. One may also
agree that we should continue to refine vaccine technology because some day, a deadly disease
epidemic may necessitate a life-saving intervention. These propositions are not mutually
exclusive. The unfortunate reality is that financial incentives can and do overshadow health. Big
corporations may place greater importance on profit than your well-being, promulgating
understandable distrust. Given this, there may be some value to conceding that, possibly, vaccines
are not infallible—that just maybe, there is room for improvement and change.

In light of this apparent conundrum between profit and health, the medical community cannot
expect to regain the public’s trust without addressing the conspicuous quandaries: Where are the
long-term studies on vaccines comparing vaccinated to unvaccinated children? Where are
the studies using inert placebos as controls? Where are the studies that show giving multiple
and increasingly more vaccines simultaneously is safe? Who is evaluating the current
landscape of infectious disease and constantly updating—or even removing from the
schedule—vaccines that may no longer be as necessary?



For the most part, this information either does not exist, or, at the very least, is not accessible.
Often placing vaccines on a pedestal, much of the readily available information fails to address
such potential concerns, typically presenting an unchallenged and overly optimistic view of
vaccines. Reflecting on my medical training, I recognize that we received minimal education on
vaccine safety. While we did learn about vaccines and their common minor reactions,
comprehensive training in this area was noticeably lacking—and this seems to be a pervasive
problem in medical education. A 2014 study published in the Journal of Vaccine surveyed ninety-
two pediatric residency directors; fifty-nine percent of them reported that their programs lacked
formal vaccine safety training for residents. If Pediatricians are not learning about vaccine safety,
who is?

If a parent is so bold as to attempt to broach the subject with his or her pediatrician, the discussion
is typically shut down. Parents who dare to deviate from the “recommendations” are frequently
booted from their pediatrician’s practice. (It begs the question whether the word
“recommendations” is, in fact, a misnomer). So, when we cannot know or predict the risk of side
effects ten years from now, let alone over a lifetime, how are parents to make truly informed
decisions? This is vital information that needs to be discussed. We are entitled to such
rudimentary information before making decisions that could have serious repercussions (both
good and bad) for our children's health.

Not surprisingly, avoidance of this conversation is having the inverse intended effect. By refusing
to answer basic questions, issuing edicts, and rendering medical directives, doctors are,
quite ironically, promoting vaccine hesitancy. An October 2024 report released by the Centers
for Disease Control and Prevention (CDC) shows that between the 2019 to 2020 and the 2022 to
2023 school years, the national kindergarten coverage with state-required vaccinations declined
from ninety-five percent to approximately ninety-three percent. During the 2023 to 2024 school
year, coverage declined to less than ninety-three percent for all reported vaccines. The exemption
rate increased from 3 percent to 3.3 percent from the year prior. Notably, the exemption rate was
just 2.6 percent the year before that. The exemption rate also increased in forty-one jurisdictions,
and in fourteen of those jurisdictions, the exemption rate exceeded five-percent.

During the Covid-19 pandemic, when doctors confidently asserted that the new Covid-19
vaccines were “safe and effective”-- even in the absence of long-term studies—we lost credibility
as a profession. In my humble opinion doctors and our institutions should have, instead, said,
“from our current research, the benefits of the vaccine appear to outweigh the known short-term
risks of the vaccine.” If we are not honest with patients, why would they trust us? When doctors
will happily discuss any medical intervention but one, they must understand the inherent
skepticism that will invariably ensue.



In this book, I am going to be completely honest and attempt to stay as objective as possible. I
will be vulnerable; I will wear my heart on my sleeve. I have no ulterior motive. I will openly ask
the questions parents ask me everyday. My only “agenda” is the health of our children.

By now, many of you will assume my position. Whatever you think my position is, you are
wrong. You may assume my political predilection. You are wrong. My political leanings
should not matter, though. Children’s health is not tethered to a political ideology. Conflating
politics with children’s health succeeds only in further dividing us. It, however, does nothing to
resolve the grave issues plaguing our children. Things aren’t always black and white. Oftentimes,
the nuance can be found in the many shades of gray in between. To some, this may seem
incomprehensible or uncomfortable. Today’s society seemingly favors absolutism.

While I will share my thoughts, I simultaneously respect yours. I urge you to read this book
through its conclusion to formulate your own opinion. As you do so, I ask only that you check
your bias at the door and remain open-minded. I’'m not here to proselytize. Every book in the
vaccine lexicon—whether in favor of or staunchly opposed to—seemingly takes a side. The current
(and only) vaccine books on the market cherry-pick research, shaping narratives to neatly
conform to the author’s bias and comport with an agenda—on both sides. This approach does
not promote conversation or bridge the chasm.

With such a wealth and variety of studies, authors are free to select whatever data supports their
position, without noting the data that runs contrary to it. Just by way of example, one need only
read the Hepatitis B vaccine section in a book authored by Paul Thomas or Robert F. Kennedy,
Jr., and then read the Hepatitis B chapter in the Purple Book, The Vaccine Handbook, by Marshall
or the CDC website. The glaring discrepancies would lead any reasonable person to conclude the
authors are describing two completely different products. 7True informed consent requires access
to the research and studies from both perspectives—a balanced, middle-of-the-road approach is
essential.

Rather, the aim of this book is to synthesize information, ask questions (as any scientist would),
analyze the data in an accessible format, engage in respectful discourse, and allow you, dear
reader, to draw your own conclusions—to empower you to make your own informed choices.
Much to the chagrin of many and the relief of others, I will not disparage vaccines—albeit, I
will surely be accused of “promoting vaccine hesitancy.” That is not my purpose. In fact, it
could be said that by facilitating (as opposed to silencing) transparent conversation, this
book will do quite the opposite. At the same time, this book will not venerate vaccines or anoint
them our lord and savior.

I will not declare vaccines “good” or “bad.” I refuse to incite a deeper divide. No, I will leave
that to social media. Undoubtedly, this will anger both camps: “Anti-vaxers” will brand me a
“coward.” “Pro-vaxers” will accuse me of “promoting vaccine hesitancy.” “Anti-vaxers” want me
to emphatically declare vaccines “bad.” They want me to outright say, “don’t vaccinate.” |



politely remind them: you can’t have it both ways. Y ou cannot be upset when doctors command
you to vaccinate, yet simultaneously expect me to command people NOT to vaccinate. These are
both edicts that eliminate personal choice and I am not a hypocrite. The point is, doctors should
educate their patients, not command them to do anything. In this book, I am committed to
presenting a// information with objectivity. If this leads to hesitancy, then the problem is not
that I am shining a spotlight on the facts and the data, but the facts and the data themselves.

I vow to dive into the murky waters of vaccines with an open mind, a tinge of humor, and a whole
lot of science: this is the place where science, personal choice, and individual health
considerations harmoniously coexist.

Specifically, in this book, I will:

1. To the best of my ability, present the full range of scientific data on both ends of the
spectrum;

2. Facilitate a healthy and transparent conversation on a topic that has faced altogether too
much censorship;

3. Ask unanswered questions with scientific curiosity to, hopefully, invite answers;

4. Demand greater accountability from the pharmaceutical and medical industries; and

5. Pave a symbiotic pathway forward that ensures the future health of our children.

My aim is to foster a dialogue that has been silenced for too long. Together, let’s acknowledge
the unique complexities of this difficult conversation. I want you to feel informed, respected, and
empowered to ask questions of your medical doctor, so that you can make the right choices—yes,
choices—for yourself and your children.

This book will explore and analyze the vast gamut of literature in the lexicon—from the American
Academy of Pediatrics guidelines, to Robert F. Kennedy Jr.’s research; from the the CDC
Schedule and the Purple Book to the Vaccine Friendly Plan and Turtles All the Way Down, to
name a select few. I cannot and will not tell you what to do. However, I will engage in sincere
discourse scientifically and holistically. In accordance with the scientific method, I will ask
questions to which there are seemingly no answers. I will lay the proverbial cards out on the table.
I hope to extricate this topic from the clandestine shadows and propel it into the
mainstream.

I don’t have all the answers. I want nothing more than to participate in respectful discourse
because no topic should be “off-limits” when it comes to the health of our children,
particularly when, in the United States, one in every two children now suffers from chronic
disease. This is an astounding and devastating statistic that none of us should accept. We should
not feel ashamed to ask any questions that affect our children’s health. We are typically
encouraged to do so, except, that is, when those questions pertain to this single unmentionable



topic. We should not feel more comfortable talking with our friends about the use of illicit drugs
than something routinely injected into our children’s bodies.

On my first day of medical school, I stood up and took an oath to "First, do no harm."
Those words resonated deeply with me then; they continue to, daily, guide the decisions I make as
a physician. Every choice, every recommendation I offer to my patients, is rooted in this
fundamental principle of medicine. It's not just a phrase—it's a commitment to prioritize the well-
being of those I care for above all else.

Instead of focusing on what divides us, let us remember that we all share the same goal. Yes,
parents, doctors, you, and I a/l want our children to be healthy. So, buckle up. We're about to
embark on an exhilarating journey into the world of vaccines. We will delve into the science, the
data, and the unanswered questions. Hopefully, by the end of this book, we will all agree on one
thing: our collective health and the health of our children is worth talking about—no matter how
controversial the topic.



Vaccine Evolution: Learning from History, Looking to the Future

"The science of medicine is ever progressive; a physician who stops his labor becomes a common
man."

-Edward Jenner (“Father of immunology” who pioneered the smallpox vaccine)
Variolation

Before we delve into the “good stuff,” it is important to understand the history of vaccines. As far
as [ am aware, vaccination originated around the 10th century A.D., in China, where variolation
was first used to protect against smallpox—a deadly viral disease that, at that time, caused severe
illness and death on a global scale. Tiny amounts of the smallpox virus were introduced into
healthy individuals, causing mild infection. In the earliest documented use of variolation practiced
in China, smallpox scabs were blown into the nostrils of the healthy individual. (Yes, this sounds
nauseating, but when death was a commonplace result of infection, snorting scabs proved an
undeniably desirable alternative).

By the early 18th century, variolation reached Europe. In 1717, Lady Mary Wortley Montagu,
wife of the British ambassador to the Ottoman Empire, observed variolation performed in
Constantinople (modern-day Istanbul). Having witnessed the high mortality rate associated with
smallpox, Montagu introduced the technique in England and went on to have her own children
variolated. She then campaigned to perform the procedure across Europe, as a result of which
variolation became a widely used method to prevent smallpox in England and, subsequently,
other European countries. Using modalities similar to those employed in the Ottoman Empire,
material from the smallpox pustule of an infected person (ideally, someone with a mild case) was
rubbed into a cut inflicted on the patient. The individual typically developed a mild form of
smallpox, with a much lower mortality rate than those who contracted the disease naturally. The
patient also developed immunity against future smallpox infections.

While variolation resulted in more controlled and milder infection, it was not entirely without
risk. The procedure carried with it a mortality rate of around 1 to 2%, which is significantly lower
than the 20 to 30% mortality rate of naturally occurring smallpox. Notably, a 1 to 2% risk is still
considered dangerous by modern standards. Additionally, variolated individuals could still
transmit smallpox to others, increasing the risk of outbreaks—particularly if quarantine measures
were not followed.

In the early 18th century, variolation was introduced to the American colonies. During a smallpox
outbreak in Boston in 1721, Cotton Mather—a Puritan minister—and Dr. Zabdiel Boylsoton,
promoted the practice after learning of its success from African slaves. Although variolation
initially faced considerable opposition due to religious objections and fears over the risks it posed,



the procedure was, nonetheless, used on the masses. It marked the first known widespread use of
variolation in the Americas.

The Introduction of Modern Vaccines

While variolation laid the groundwork for modern inoculation, the process was eventually
replaced by vaccination—the method still used today. In the late 18th century, Edward Jenner—
often referred to as the “father of vaccines”--discovered the cowpox-based smallpox vaccine.
Jenner observed that milkmaids who contracted cowpox (a relatively mild disease) were immune
to smallpox. In 1796, Jenner inoculated a boy with cowpox from a cow named Blossom. When
the boy was later exposed to smallpox, he did not contract it. Jenner termed this new process
“vaccination” after the Latin word “vacca,” meaning “cow.” Vaccination, which, unlike
variolation, used the much safer cowpox virus, effectively eliminated the need for variolation and
carried with it no risk of infecting the patient with smallpox. It also significantly decreased the
possibility of adverse side-effects. By 1980, Jenner’s vaccine ultimately led to the eradication of
smallpox, making it the only human disease to be completely eliminated through vaccination.

Variolation was a revolutionary step in the fight against infectious diseases. It helped shape the
modern understanding of immunology by demonstrating that controlled exposure to a pathogen
could lead to immunity—a principle that underpins today’s vaccination programs. While risky by
modern understanding, variolation was a critical advancement in public health as it set the stage
for vaccination and miraculous prophylaxis against not only crippling, but fatal diseases.

By the 19th century, Jenner’s smallpox vaccine led to widespread adoption of vaccination,
starting first with England and then spreading globally. By the late 1800s, smallpox vaccination
became mandatory in some countries, leading to the first known widespread immunization
campaigns.

In the 1880s, Louis Pasteur expanded upon Jenner’s work, developing vaccines for rabies and
anthrax. Pasteur discovered that weakening or killing a virus could create immunity, further
laying the foundation for modern vaccines.

The early 20th century brought with it the development of several other notable vaccines: In
1923, the diphtheria, in 1924, the tetanus, and in 1926, the pertussis (whooping cough) vaccines
were developed. In 1940, the combined DTP vaccine, which inoculated against diphtheria,
tetanus, and pertussis, was introduced.

In 1955, Jonas Salk developed the first successful polio vaccine, using an inactivated virus. In
1961, Albert Sabin introduced the oral polio vaccine, which became widely used globally in an
effort to eradicate the disease.



By the 1960s, vaccination programs expanded worldwide: in 1963, the measles, in 1967, mumps,
and in 1969, rubella vaccines—among others—were introduced. The 1960s marked a pivotal time in
the development and expansion of vaccines. Over the course of the decade, new vaccines were
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Whether you choose to believe it or not, in the U.S., the CDC statistics illustrate just how
impactful vaccination programs have been. Diseases such as smallpox and polio, which were once
widespread and deadly, have been eradicated or nearly eliminated in the United States. Other
diseases, like measles and rubella, have seen cases drop by more than ninety-nine percent since
vaccines became widely available. Yes, sanitation and nutrition have played a major role and yes,
much of the drop in morbidity and mortality occurred before vaccines were introduced, but this
does not exclude the profound effect vaccines have still had on disease. This data clearly
underscores the profound role that vaccines have played in transforming public health by
preventing the resurgence of serious, and oftentimes life-threatening illnesses.

Disease 20th Century Annual 2023 Reported Percent

Morbidity Cases Decrease
Smallpox 29,005 0 100%
Diphtheria 21,053 2 >99%
Measles 530,217 47 > 99%
Mumps 162,344 429 >99%
Pertussis 200,752 5,611 97%
Polio (paralytic) 16,316 0 100%
Rubella 47,745 3 >99%
Congenital Rubella 152 0 100%
Syndrome

Tetanus 580 15 97%
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Haemophilus influenzae 20,000 27 >99%
(Hib <5y)

I am not sure how one looks at a chart such as this and can state that vaccines didn’t have an
impact on disease. Here is another graph on Hemophilus influenza which was once a leading
cause of pediatric meningitis and nemesis of the everyday pediatrician.

To me, this graph illustrates the profound effect of the Hib vaccine. If this sharp decline was not
attributable to the Hib vaccine, then the precipitous drop in Hib cases in the years shortly
following the rollout of the Hib vaccine is quite the coincidence.

While advances in sanitation and public health significantly reduced exposure to pathogens and
lowered mortality rates, vaccines have played a crucial role in directly decreasing disease
incidence. Vaccines prevent transmission and establish community-wide immunity, protecting
even those who cannot be vaccinated—something sanitation alone cannot achieve for all diseases.
Both sanitation and vaccines are pivotal, complementary strategies in combating infectious
diseases. It's important to acknowledge that both have been instrumental in the decline of disease;
this is not about one being more crucial than the other.



Major Legal Changes: National Vaccine Injury Compensation Program
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The 1990s and the Rapid Growth of the Vaccine Schedule
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Current Vaccine Schedule and Navigating the Future of Vaccination

Below is a concise outline of the CDC/AAP recommended vaccine schedule for children from
birth through age 4-6:

1.
2.

NV AW

Vitamin K: Given at birth to prevent bleeding.

RSV: New RSV monoclonal antibody recommended for infants in the first RSV season if
under 8 months.

Hepatitis B (HepB): Birth, 1-2 months, 6-18 months.

Rotavirus (RV): 2, 4, and 6 months (series depends on the brand).

Diphtheria, Tetanus, Pertussis (DTaP): 2, 4, 6, 15-18 months, and 4-6 years.

Haemophilus influenzae type b (Hib): 2, 4, 6, and 12-15 months.

Pneumococcal (PCV): 2, 4, 6, and 12-15 months.
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8. Polio (IPV): 2, 4, 6-18 months, and 4-6 years.

9. Influenza (Flu): Annually from 6 months onward (2 doses in first flu season).

10. Measles, Mumps, Rubella (MMR): 12-15 months and 4-6 years.

11. Varicella (Chickenpox): 12-15 months and 4-6 years.

12. Hepatitis A (HepA): 12-23 months (2 doses, 6-18 months apart).

13. COVID-19: Eligible at 6 months, dose timing varies by vaccine (2-3 dose series
depending on brand and annual boosters).

If children received single vaccines (not including the Covid and flu vaccines), then by the ages of
4-6, they will have received a total number of about thirty “pokes,” or a total of more than forty if
the Covid and flu vaccines were included in that total. It should be noted that there are a number
of combination vaccines such as Pentacel (DTaP/Hib/IPV) so the number of pokes is generally
much lower. However, this represents a marked increase from the three to five total pokes
received only fifty years earlier.

Yes, we have come a long way from inhaling infected scab particles. Since the 1960s, the U.S.
childhood vaccine schedule has expanded dramatically, with more vaccines regularly introduced
to prevent a wider range of diseases. Although, in many ways, this has proven a public health
victory—resulting in the near-elimination of diseases like polio and measles in the U.S.—it has
concurrently sparked debates over vaccine safety, bodily autonomy, choice, and policy.

The introduction of legal protections for vaccine manufacturers in the 1980s ensured a steady
vaccine supply. Yet, the virtually impenetrable protections conferred upon vaccine manufacturers
continue to call into question whether financial incentives are at times overshadowing safety and
efficacy considerations.

The vaccine skeptic crowd often cites the seemingly high number of “seventy-two” vaccines. This
does sound like a /ot of vaccines. To be clear, the number is not indicative of the number of pokes
received, but rather, the collective number of antigens in the shots. For instance, the DTaP
(Diphtheria, Tetanus, Pertussis) vaccine is a singular shot that contains three antigens.
Consequently, one poke consists of three of the total “seventy-two antigens” received. The MMR
(measles, mumps, rubella) vaccine also provides a combined total of three antigens, accounting
for another three of the total seventy-two antigens received between birth and age eighteen. To
repeat what I mentioned above, the actual number of shots, particularly if receiving combination
vaccines like Vaxelis (Dtap, Hib, IPV, Hep B), is much lower than the number of antigens
mentioned with the “scary high number”. It further bears noting that, with the addition of the
RSV, Covid, and flu vaccines, many will have received closer to 100 antigens from
immunizations by the time they reach eighteen, so really we can throw the number seventy-two
out the window at this point.

The ongoing expansion of the vaccine schedule spotlights several competing considerations: on
the one hand, it marks a positive step in protecting children from a growing number of



preventable, debilitating, and even fatal diseases. On the other hand, as the number of
recommended vaccines increases—ostensibly in perpetuity—a growing number of parents and
healthcare professionals are asking: “Is there such a thing as too much?”

As we navigate the future of inoculations, the question remains: Do we draw the line somewhere
or do we continue to give more vaccines ad infinitum? While protection may be invaluable, it is
equally essential to weigh the cumulative impact giving ceaseless vaccines has on developing
immune systems. Vaccines—as a concept—are unequivocally a good thing. Ostensibly, Jenner and
Pasteur’s innovations were not financially motivated, but contemplated to eradicate diseases that
were decimating the population—and they succeeded in doing so.



The Influence Economy: The Cost of Controlling the Message

“I’m just scared that the tentacles of the pharmaceutical industry are so deeply entrenched in
politics and in media that you can’t just shake them off. You can’t just say, ‘Hey, you can’t
advertise on TV anymore,’ or ‘Hey, you no longer have exemption from responsibility from the
side effects of certain drugs.”” -Joe Rogan

Years ago, I posted several articles to one of my social media pages. One article posited that foods
containing dyes were harmful to children and linked to behavioral and other health issues. It bears
noting that I explicitly refrained from expressing an opinion one way or another. Rather, I merely
posted these articles because I found them interesting. In response, a prominent Allopathic
physician, who works with children, reprimanded me for perpetrating “faux-scientific, alarmism.”
He claimed that by “spreading information that is not true” I was “endangering kids.” To this day,
I remain genuinely perplexed as to why or how an article that links the consumption of dyes and
refined sugars to behavioral issues “endangers kids.”

The second article presented research on the connection between pesticides to cancer and
behavioral diseases in children. Another physician reprimanded me: “Provide evidence-based
advice and medicine to people—not these fear mongering conspiracy theories...” A rudimentary
search would have yielded dozens of peer-reviewed, evidence-based journal articles linking the
chemicals cited in each respective article to a slew of diseases (albeit, even in the absence of any
studies, common sense would dictate that consuming chemical-laden foods is an inherently
unhealthy practice that endangers kids far more than either of the articles I posted). In response to
the physician’s comment, I explained that a “brief search” generated a bevy of legitimate, peer-
reviewed journal articles, a few of which I posted. No reasonable human being would have
classified these articles as “fear mongering conspiracy theories.” Notwithstanding the peer-
reviewed, evidence-based studies I proceeded to enumerate from top medical journals, this
physician facetiously responded: “Happy you searched for ‘a few minutes.” That’s great...”
Blinded by such vitriol for anything that deviated from his preconceived notion of “safe,” this
physician was unwilling to accept a viewpoint that was inconsistent with his own, even after he
had been proven wrong.

Although there are, in fact, a wealth of peer-reviewed studies that link artificial dyes to cancer and
hyperactivity in children, and certain pesticides to cancer and behavioral concerns, I was branded
a “faux-scientific alarmist” who was “spreading information that is not true.” I’ll bet those guys
are going to just /ove this book!

Buzzwords such as, “pseudoscience,” “fear-mongering,” “misinformation,” “disinformation,” and
“conspiracy theorist”--to name a select few—have ostensibly been weaponized to automatically
dismiss anyone who dares question scientific “gospel.” Although, as we have established, science



is, by its very definition, questioning theories to advance our understanding of the physical and
natural world, we are now seemingly told vaccine science is “settled,” and that we should
implicitly trust it without question. Apparently, by today’s standards, science is something that is
not to be scrutinized. This concept of “science” we are indiscriminately asked to accept
contravenes the word’s very definition.

Despite the aggressive responses to the relatively innocuous articles I posted, I don’t blame these
physicians or others like them. They genuinely felt it their sacred duty to police the internet for
any information that may promulgate distrust of chemicals scientifically approved by the Food
and Drug Administration (FDA) and, in turn, engender distrust of science and the institutions that
purport to uphold it.

So, how did we get to the point where any information that deviates from the narrative is
automatically pilloried or branded one of these sardonic buzzwords? Why did it become our
moral prerogative to defend companies, products, and chemicals?? When did we rob human
beings of the right to think for themselves? When did physicians anoint themselves the
gatekeepers of “settled” scientific dogma? Why do they deem themselves the masked crusaders of
the internet whose mission it is to defeat those nefarious super-villains—inquiry and conversation?
I believe an exploration of the underpinnings of this vigilante culture is integral to unpacking the
way we arrived here.

John D. Rockefeller and the Marriage Between Pharma and Medicine

To do that, we will need to travel back to the late 1800s, when John D. Rockefeller had become
extremely wealthy by extracting oil from the ground. By the early twentieth century, Rockefeller
controlled 90% of all petroleum refineries in America through ownership of the Standard Oil
Corporation (which was subsequently split into Mobil, Chevron, Exxon, etc.) Concurrently,
around 1900, the science world was getting excited about new “petrochemicals” and the ability to
create a variety of compounds from oil. Rockefeller eventually learned that, by using coal tar—a
petroleum derivative—he could manufacture pharmaceuticals.

For access to the full section, please go to www.theshotbook.com and order your copy today.
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Pharma’s Entanglement with Doctors, Research and Medical Learning Institutions
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Political contributions
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Advertising and the Media

Only two countries in the entire world allow pharmaceutical companies to advertise on television:
the United States and New Zealand. The history of pharmaceutical advertising in the United
States is fascinating, but lengthy. At the risk of deviating too far from my point, I won’t delve into
it too extensively. Rather, I have isolated a few key points intrinsic to our understanding of
pharmaceutical advertising and the potential conflicts of interest pharmaceutical advertising

poses in the modern day.

For access to the full section, please go to www.theshotbook.com and order your copy today.

The “Tentacles” of the Pharmaceutical Industry

I share this admittedly lengthy history of profit-driven pharmaceutical enmeshment nof to invite
allegations that I am a “conspiracy theorist.” (Those will inevitably follow without my assistance).
No, I offer it to show pharma’s protracted entanglement in virtually every significant sphere—
including the training of physicians, the regulation of advertisement, the media, politics, and in
advocacy groups. One would be hard pressed to chew on this information without simultaneously
digesting the difficult truth: pharma’s tentacles are, indeed, so deeply entrenched that it stands in
the optimal position to shape the narrative—such that even highly intelligent physicians illogically
perceive it their sworn duty to defend artificial dyes over the health of our children.

For access to the full section, please go to www.theshotbook.com and order your copy today.
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Setting the stage

“That’s the problem with vaccines. When they work, absolutely nothing happens. Nothing.
Parents go on with their lives, not once thinking that their child was saved from meningitis caused
by Hib or from liver cancer caused by hepatitis B or from fatal pneumonia caused by
pneumococcus or from paralysis caused by polio. We live in a state of blissful denial.”

-Paul Offit, M.D.

Throughout this book, I will share my thoughts; but I will never tell you what to do. The purpose
of this book is to arm you with critical information needed to make the best decisions for your
family. Those decisions are reserved for you, not me.

Of course, I must urge you to follow the vaccine schedule recommended by the CDC and AAP.
Deemed optimal by scientists far smarter than I, the current schedule was carefully crafted by
healthcare professionals, over the course of many years. It is continually adjusted based on what
is believed to be best and safest for your child. (I swear! No scary men in black suits pulled me
into an unmarked van and coerced me to say this). Because you likely glossed over the disclaimer
at the beginning of this book (does anyone actually read the fine print?!) it bears repeating: the
CDC and AAP recommend, and the standard of care is, that your child not only obtain al/
vaccines on the schedule, but that your child receive them at the ages recommended by the CDC,
AAP, or your local health authority. Let me be abundantly clear: I am not advising that you
deviate from the recommended schedule. I am not advising you of anything.

However, those reading this book may be inherently curious about the alternatives. You might be
disappointed when I don’t expressly validate your contrarian beliefs. You may hope I suggest a
vaccine schedule that deviates from the standard of care so you can proudly wield these pages on
the treacherous vaccine battlefield (otherwise known as the comments section of any social media
post). If so, you have come to the wrong place. The only schedule a physician can recommend is
the standard of care. In the U.S., that is the CDC schedule. Should you choose to follow a
different schedule or altogether opt your child out, then these are serious medical decisions that
you should make after conferring with your child’s doctor. This book is solely intended for
educational purposes and is not a substitute for medical advice. If the men in black suits are
reading this (assuming they’ve made it past the sensationalistic media headlines referring to me as
a “tinfoil-hat wearing, anti-science crackpot”), there you have it. (Here’s the part where you insert
the joke about “beating a dead horse.”)

If you are one of those parents struggling with whether to follow the recommended schedule or a
slow schedule, or entirely forgo vaccinations, how do you make such a difficult and potentially
life-altering decision? Sure, if your almighty crystal ball revealed your child would contract the
Measles or end up in the Pediatric Intensive Care Unit for two weeks after developing Hib



Meningitis, you would (most likely) eagerly rush to vaccinate him or her. On the other hand, if
your crystal ball prognosticated that your child would experience a severe reaction to the DTaP
vaccine, you may choose not to give it.

In Homer’s Odyssey, the protagonist, Odysseus, is faced with the existential challenge of sailing
between two inescapable threats: Scylla, a rock shoal described as a six-headed sea monster, and
Charybdis, a formidable whirlpool. Avoiding the monster means sailing too close to the whirlpool
and vice versa. Ultimately, Odysseus is advised to choose the six-headed sea monster and lose
only a few sailors, rather than risk losing his entire ship in the whirlpool. Despite two very
difficult options, one poses a greater risk than the other. In choosing whether to vaccinate or not,
it may often seem as though we parents literally stand between Scylla and Charybdis—or, put yet
another way, between a shot and a hard place.

Conflicted parents should consider a risk-benefit analysis—one rooted in actual data. Although I
will strive to address the known theoretical benefits of each vaccine along with the known
theoretical risks posed by the diseases they are designed to protect against, the conclusion may
not always be readily apparent. You will resign yourself to take the path of the six-headed
monster (whatever that may mean to you). For some, that might be the recommended CDC
schedule, while for others, it could mean choosing not to vaccinate—precisely illustrating how
very unclear the answer is. This debate is far from black and white. Rather, the complexities lie in
the philosophical gray area in between.

This delicate balancing act ultimately asks us to select the path we deem safest (or least risky).
Whereas one parent may be utterly horrified by the prospect of giving a vaccine, another parent
may be similarly horrified by the prospect of not giving it. No matter how minor the risks may or
may not be, the undeniable risk inherent to either decision is a gamble. The difficulty in whether
to “bet it all on black or on red” are highlighted by two equally heart-wrenching didactic stories:

For access to the full section, please go to www.theshotbook.com and order your copy today.

Although we will discuss the significance of placebos in greater detail later in this book, for the
purpose of this example, you need to know only that placebos are used to help researchers
determine the effectiveness of a new treatment by comparing the results of the placebo group to
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the results of the group that receives the active treatment. The placebo is ideally inactive and has
no real effect. Since the placebo group should not experience any reactions, any effect observed in
the treatment group can be attributed to the experimental compound.

Except, in the PRIORIX study, the placebo group received the MMR 1l vaccine. “What the
£*$k?!” you so eloquently retort. Yes. PRIORIX wasn’t tested against an inactive substance that
has no real effect in this study. It was tested against another vaccine. When researchers compared
PRIORIX with the MMR II placebo group, they found PRIORIX elicited robust
immunoresponses. They concluded that the vaccine “raised no safety concerns” and that “no
safety concerns were detected”.

No safety concerns? How can researchers truly evaluate safety concerns when twvo MMR
vaccines are compared to one another? What if the MMR II and PRIORIX vaccines both caused
seizures? If PRIORIX did not cause more seizures than the MMR 1I vaccine, then researchers
could correctly state that PRIORIX “raised no safety concerns”--even though many parents would
agree that seizures are, in fact, a safety concern. If PRIORIX had been tested against an inert
substance that did not cause seizures, then researchers might not have been able to conclude that
PRIORIX “raised no safety concerns.” The fact that the side effects from two different vaccines
are similar, does not automatically render either vaccine safe; it simply renders them comparable.

To truly make a claim that a vaccine is safe, it would need to be tested against an inert placebo (a
substance, such as saline, that is devoid of therapeutic value). Although PRIORIX may be safe,
this study is misleading, at best. The more accurate claim regarding the safety of PRIORIX would
have been: “We did not find any specific safety concerns with Priorix compared to MMRIL.”
Moreover, adverse events were monitored for only 180 days. Were there any potential side-effects
beyond that timeframe? We don’t know because they weren’t studied.

Notably—as is the case with most vaccine studies—the vaccine manufacturer and its paid
partners performed the study. I know what you’re thinking: but wait, that’s a conflict of
interest. Ding, ding, ding! You get a gold star. Yes, GSK had every incentive to test PRIORIX in
a way that would optimize the outcome. Of course, this does not in-and-of-itself equate to foul
play. By proving PRIORIX is “safe,” GSK not only secured FDA approval, but ensured a stream
of revenue that accompanies its sale. This, ladies and gentlemen, is the very definition of conflict
of interest. But GSK wasn’t hiding it. The paragraphs-long list of potential conflicts of interest
from this study are disclosed...if anyone bothers to actually look. I’ve taken the liberty of pasting
these paragraphs below for your perusal. (Shock and awe ensues...or maybe doesn’t). It is
difficult to ignore the indisputable facts that this study was funded by GSK, conducted by GSK
teams using GSK grants, and involved paid vaccine speakers.
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I am not saying the results of this study are false or that PRIORIX is unsafe. I am saying, I don’t
know. Based on this study alone, we can conclude merely that the MMRII vaccine and PRIORIX
appear to share comparable safety profiles—whether that’s good or bad. The length of the
disclosure list-which is so long that you likely stopped reading it after the first several sentences—
speaks for itself.

While studies such as this may give us pause about the measles vaccines, stories like the one that
took place in 2019 Samoa could easily have the opposite effect. You have poured over the
vaccine inserts. You’ve mulled it over with your friends and even consulted with your child’s
pediatrician. You're still reluctant to give your child the Measles vaccine. Heck, there hasn’t been
a case of Measles for so long, you’re not even certain Measles exists anymore. You’ve heard that,



in the U.S., only about 500 children died from Measles each year and that predated many of
today’s medical advances. You’re fairly certain the risk to your child is slim to none.

You’re not alone. In 2018, parents in Samoa thought the same thing. Samoa’s Measles
vaccination coverage dropped to approximately thirty-one to thirty-four percent, a significant
decrease from seventy-four percent in 2017. This decline was partly due to a tragic incident. After
receiving improperly prepared MMR vaccines, two infants died, leading to public mistrust and
suspension of the vaccination program. In September 2019 (the same year GlaxoSmithKline was
conducting PRIORIX trials), Samoa experienced a Measles outbreak. By January 2020, over
5,700 cases had been reported, resulting in eighty-three deaths, predominantly among children
under five years old. This devastating story underscores the implications herd immunity has on
public health, and serves as a stark reminder that measles can be deadly.

For access to the full section, please go to www.theshotbook.com and order your copy today.
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Terminology

"Joel ‘Gator’ Warsh seems to be the next in a growing list of fringe, wayward pediatricians who
peddle poorly-supported opinions upon unsuspecting patients and families. Such practices put
patients at risk, and erode the credibility of the field of Pediatrics. In the era of ‘fake news,’ it is
important for credible pediatricians and public-at-large to spotlight the unfortunate tendencies of
some physicians to market themselves instead of championing science, however well-intentioned
they may appear to be.

-Local Pediatrician, 2019

“I am unsubscribing from your emails...you should be telling EVERYONE to NOT consider
vaccinating their children...Very dangerous, and children hardly ever get these so-called
diseases...NO more emails from you thank you...”

-Email from R.C., a [former] email subscriber, 2022

We’ve made it to the “boring” section I hyped-up in the last chapter—the one where you’ll learn
some cool science jargon. So that it’s not a total snooze-fest, I prefaced this section with a few (of
many) amusing messages I received over the years, fondly saved for posterity in a folder titled,
“Troll Joel.” No matter how objectively I attempt to present the information, my mere existence
seems to offend someone. Even my basic definition of the common vaccine vernacular will, with
absolute certainty, invite vitriol. There is truly no pleasing everyone. Without further ado, let’s
dive in, because we cannot participate in intelligent discourse and, accordingly, make informed
decisions until we familiarize ourselves with rudimentary vaccine terminology. This is the less
“sexy”’--but no less important—part of the book where we learn to speak the language of vaccines.
(Don’t worry, there’s no pop-quiz at the end of this chapter).

Vaccines are biological preparations designed to stimulate an immune response, providing
protection against infectious diseases. Childhood vaccines are specifically formulated to protect
children from a range of potentially severe diseases, such as measles, polio, and pertussis (to
name a few), that could have significant health consequences. To appreciate the way vaccines
work, we need to comprehend the different types of vaccines, their components, and their unique
roles in immunity. Vaccines typically consist of the following:

1. Antigens: The primary component of vaccines, antigens are the specific parts of a
pathogen (an organism that causes disease). Injecting these antigens triggers an immune
response. Simply put, the antigen may be a virus, bacteria, chemical, toxin, or other
substance that signals the body to produce antibodies (proteins produced by the body’s
immune system to identify, neutralize, and kill antigens). The immune system learns to



recognize these antigens so that, in the future, it can respond quickly when it encounters
that particular pathogen.

2. Adjuvants: Added to some vaccines to boost the body’s immune response to the antigen,
adjuvants are substances, like aluminum salts, that increase the effectiveness of the
vaccine, particularly during the initial dose.

3. Stabilizers: These components prevent vaccines from losing potency during storage and
transport. Common stabilizers include sugars and proteins, which help maintain vaccine
efficacy until administration.

4. Preservatives: Used to prevent contamination in multi-dose vaccines, preservatives, such
as thimerosal, prevent the growth of bacteria or fungi in vaccine vials.

5. Inactivators: Chemicals, such as formaldehyde, used to inactivate toxins or viruses in
some vaccines.

6. Trace Residuals: Trace amounts of substances, like f antibiotics, might be present from the

production process, usually in minute amounts.

7. Buffers: These substances maintain the vaccine’s pH, ensuring stability and comfort
during administration. Some of the most common buffers include: Phosphate
Buffers,Histidine and Citrate Buffers.

Types of Vaccines

Vaccines are categorized by the way they present the antigen to the immune system. Each type
comes with its unique advantages, while certain types are better suited for specific pathogens or
age groups.

1. Live Attenuated Vaccines. These vaccines contained live, weakened forms of the

pathogen that are unable to cause disease in healthy individuals. Because they closely
mimic natural infections, they typically provide strong, lasting immunity. Examples of
live attenuated vaccines are the measles, mumps, rubella (MMR) and varicella
(chickenpox) vaccines. Benefits to live attenuated vaccines include long-term immunity,
often with fewer doses. However, they are not recommended for immunocompromised
individuals due to the live pathogen, even though it is weakened.

2. Inactivated (Killed) Vaccines. Unlike live attenuated vaccines, inactivated vaccines

contain pathogens that have been killed so they cannot cause disease. The immune system
responds to the dead pathogen, generating immunity. The inactivated polio vaccine (IPV)
is a common example.

3. Subunit, Recombinant, Polysaccharide, and Conjugate Vaccines. These vaccines use
specific pieces of the pathogen—such as proteins, sugars, or the capsid—as opposed to the

entire organism. By focusing on essential parts, they effectively stimulate immunity.
Examples include the hepatitis B, HPV, and Hib vaccines. They generally require multiple
doses to achieve immunity.

4. Toxoid Vaccines. Toxoid vaccines target bacterial toxins rather than the bacteria itself.

They contain inactivated toxins (toxoids), which train the immune system to recognize the



harmful effects of the toxin without exposure to active toxins. The diphtheria and tetanus
vaccines are examples. Toxoid vaccines are effective at preventing disease symptoms
caused by bacterial toxins, but also often require booster doses.

mRNA Vaccines. Using a copy of the messenger RNA molecule, these vaccines provide
genetic instructions for cells to produce a protein associated with the pathogen, sparking

an immune response.

Immunoglobulin-Based Prevention (Monoclonal Antibody). Using monoclonal antibodies,
these types of immunizations provide passive immunity and are specifically designed to
protect against a pathogen like RSV. Rather than stimulating the body's own immune
response to build memory, this immunization instead offers immediate, short-term
protection. It bears noting that based immunizations are not technically vaccines as they
do not stimulate an immune response.

Ingredients

Below is a list of the most common ingredients found in vaccines, along with a brief description
of each:

10.

Aluminum Salts (e.g., aluminum hydroxide, aluminum phosphate): These adjuvants boost
the immune response, making the vaccine more effective, especially for initial doses.
Formaldehyde: Used to inactivate bacterial toxins and viruses during the vaccine
production process. Residual amounts are present in what are considered safe, trace levels.
Thimerosal: A mercury-based preservative used in some multi-dose vials to prevent
contamination by bacteria and fungi.

Gelatin: Acts as a stabilizer to protect vaccines from temperature changes during storage
and transport. Gelatin in vaccines is usually derived from porcine (pork) sources.
Sucrose or Lactose: Sugars used as stabilizers to maintain vaccine effectiveness during
storage.

Sorbitol: Another sugar alcohol stabilizer, often used in combination with gelatin or
sucrose.

Polysorbate 80: An emulsifier that helps vaccine ingredients blend together and stabilize,
especially in vaccines with lipid or fat-based components.

Monosodium Glutamate: A stabilizer in some vaccines to protect against degradation from

heat, light, or acidity during storage. Yes, monosodium glutamate—commonly known as
MSG-is not exclusive to Chinese food or unhealthy snacks. It is also used as a stabilizer
and preservative in many vaccines.

Antibiotics (e.g., neomycin, polymyxin B): Used to prevent bacterial contamination
during production.

Human Serum Albumin: A protein derived from human blood that is sometimes used as a
stabilizer, particularly in vaccines produced using cell cultures.



11.

12.

13.

14.
15.

Egg Protein: Used as a growth medium for certain viruses, like the influenza virus. This
ingredient is present in trace amounts in some vaccines.

Lipid Nanoparticles: In mRNA vaccines (such as COVID-19 vaccines), lipid nanoparticles
are used to encase and protect the mRNA, allowing it to enter cells more effectively.

Yeast Proteins: In vaccines like the hepatitis B vaccine, yeast cells are used to produce
antigens. Some trace amounts of yeast proteins may be present in the final product.
2-Phenoxyethanol: A preservative that is sometimes used as an alternative to thimerosal.
Potassium or Sodium Chloride: Salts that help balance the pH and maintain stability in the
vaccine solution.

Common Risks Across Vaccines

Common minor side effects to most vaccines are typically mild and transient, indicating the
body's immune response to the vaccine. Among such side effects are:

Local Reactions: Pain, redness, or swelling at the injection site are frequent, occurring in
up to 80% of vaccine recipients.

Systemic Reactions: Symptoms such as fever, fatigue, headache, muscle or joint pain, and
chills are also common.

Gastrointestinal Symptoms: Nausea, vomiting, or diarrhea can occur, though these are less
common.

These side effects usually resolve on their own within a few days. While serious side effects are

less common, these listed effects may occur in certain individuals:

Allergic Reactions: Among such reactions, anaphylaxis is a severe, potentially life-
threatening allergic reaction that can cause difficulty breathing, hives, swelling, and a drop
in blood pressure.

Neurological Reactions: Guillain-Barré Syndrome (GBS) is a rare autoimmune disorder in

which the body's immune system attacks the nerves, potentially causing muscle weakness
or paralysis.

Seizures (including febrile seizures): Seizures can occur, often triggered by fever
following vaccination, particularly in children. Febrile seizures occur in one in 3,000
doses of vaccines like MMR or DTaP.

Encephalopathy: A very rare inflammation of the brain, potentially leading to seizures or
altered mental states.

Bell’s Palsy: Temporary facial paralysis, where one side of the face may become weak or
droop.



e Cardiovascular and Blood Disorders: Included among such disorders are Myocarditis and
Pericarditis—an inflammation of the heart muscle or lining, particularly noted after mRNA
COVID-19 vaccines in young males. Myocarditis and Pericarditis were noted in one to
four patients per 100,000 doses, most commonly in males under 30, typically mild.
Thrombosis with Thrombocytopenia Syndrome (TTS) is a condition involving blood clots

combined with low platelets.

e Autoimmune Reactions: Immune Thrombocytopenic Purpura (ITP) is a condition causing
low platelet counts, leading to easy bruising or bleeding. ITP has been seen in one in
40,000 doses after MMR vaccination.

e Severe Skin Reactions: Stevens-Johnson Syndrome (SJS) is a rare but serious skin
reaction that can cause peeling, blisters, and severe rash.

e Respiratory Reactions: Bronchospasm is a sudden constriction of the muscles in the walls
of the bronchi, leading to difficulty breathing. While rare, it may occur after vaccination,

particularly in individuals with asthma or severe allergies.
e Severe Gastrointestinal Reactions: Gastroenteritis and intussusception are severe
inflammation and blockage of the stomach and intestines, sometimes associated with the

rotavirus vaccine.

e Hypotonic-Hyporesponsive Episode (HHE): HHE is a condition where a child may
become pale, limp, and unresponsive for a short period after vaccination, typically within
48 hours of receiving vaccines, such as DTP. This occurs in approximately one in 1,750
doses of DTP vaccine.

e Arthralgia (Joint Pain): Temporary joint pain or swelling, particularly noted with MMR or
rubella-containing vaccines, occurs approximately one in 10,000 to one in 100,000 doses.

e Ocular Reactions: Optic Neuritis is the inflammation of the optic nerve, potentially
leading to visual disturbances or vision loss. Although rare, optical neuritis has been
reported with vaccines such as the influenza and Hepatitis B vaccines.

In summary, serious side effects from vaccines are stated to be extremely rare, with most
occurring at documented rates of one in 10,000 to one in 1 million. Notably, nearly all vaccine
inserts state: “Carcinogenesis, Mutagenesis, Impairment of Fertility has not been evaluated.”



Inside the Syringe: A Closer Look at Each Vaccine

“Our greatest responsibility is to be good ancestors.”

— Jonas Salk, developer of the Inactivated Polio Vaccine

Now that you are familiar with the terminology, we are in the position to discuss the individual
childhood vaccines recommended by the CDC. This chapter will provide you with the
foundational science lesson necessary to understand the more exciting stuff to come. Specifically,
for each vaccine, we will delve into the underlying disease and its risks, the ingredients, dosing,
and efficacy.

For those expecting a debate about the good, the bad, the ugly, and everything in between, you’ll
need to be patient. I promise, we will most definitely get there. In subsequent chapters, we will
dissect the common concerns and controversies. I will answer your burning questions. To start,
though, a rudimentary grasp of the vaccines and diseases are indispensable to our impending
conversation. We will begin by addressing the first two shots administered shortly after birth—
Hepatitis B and Vitamin K. Next, we will cover the vaccines given in infancy and childhood
(along with the available combination shots), followed by vaccines given to older children. We
will round out our discussion of individual vaccines with the flu and Covid vaccines before diving
into the tantalizing content you came for. Let’s embark on a little journey through Vaccines 101:

Hepatitis B

Because Hepatitis B is one of the very first vaccines parents are asked to administer to their
newborn baby, it is a good place to start. Hepatitis B. Hepatitis B, caused by the Hepatitis B virus
(HBYV), is a serious viral infection that leads to inflammation of the liver. It can result in both
acute (short-term) and chronic (long-term) illness. Acute Hepatitis B often presents with flu-like
symptoms, including fever, fatigue, loss of appetite, nausea, and vomiting. Some individuals may
also experience abdominal pain, particularly in the upper right side where the liver is located. As
the infection progresses, more specific symptoms like dark urine, pale stools, joint pain, and
jaundice (yellowing of the skin and eyes) may occur. These symptoms typically appear within one
to four months after exposure to the hepatitis B virus. While some people may experience mild or
no symptoms, others can have more severe manifestations. Most individuals with acute hepatitis
B recover fully, though in rare cases it can lead to fulminant liver failure.

On the other hand, chronic hepatitis B, can lead to long-term complications such as cirrhosis
(scarring of the liver), liver failure, and liver cancer, especially if left untreated.



Hepatitis B is primarily spread through contact with infectious body fluids (e.g., blood, semen,
vaginal fluids). Common means of transmission include:

Mother to child during childbirth (vertical transmission).
Unprotected sexual contact with an infected person.

Sharing needles or syringes (e.g., in IV drug use).

Direct contact with open sores or blood from an infected person.
Needle-stick injuries in healthcare settings.

During 2019, seventeen cases of perinatal hepatitis B that met the classification criteria for a
confirmed case were reported to the CDC. In 2020, a total ten cases of perinatal hepatitis B were
reported. Hepatitis B is not transmitted by casual contact. For example, hospital employees who
have no contact with blood, blood products, or blood-contaminated fluids are at no greater risk
than the general public. In 2020, only nine total cases of transmission in adults came from non-
sexual household contact.

The risk of developing chronic hepatitis B depends largely on the age at which the infection
occurs. Approximately ninety percent of infants who contract hepatitis B at birth or in the first
year of life will develop chronic hepatitis B. This is because their immune systems are not fully
developed to clear the virus effectively. Around twenty-five to fifty percent of children infected
between ages one and five will develop chronic hepatitis B. In contrast, fewer than five percent of
adults who contract hepatitis B will develop a chronic infection. Most adults are able to mount an
effective immune response that clears the virus from their system.

The primary risk for children, especially newborns, is contracting hepatitis B during birth if the
mother is infected with the virus. Highlighting the potential severity of this risk is the devastating
story of a previously healthy three-month-old baby girl who, on December 13, 1999, was brought
to a local Michigan hospital emergency department following a five-day history of fever,
diarrhea, and jaundice. The baby was diagnosed with hepatic (liver) failure due to hepatitis B
virus infection. On December 16, the infant was transferred to another hospital for possible liver
transplantation. Following the transfer, she developed seizures. Her condition deteriorated
rapidly. On December 17, she passed away.

Investigation revealed that the infant’s mother had tested positive for the Hepatitis B Surface
Antigen during her pregnancy, but that the test result was communicated incorrectly as “hepatitis
negative” to the hospital where the baby was born. Neither the laboratory nor the prenatal care
provider reported the HBsAg-positive test results to the local health department as required by
state law. The infant received no hepatitis B vaccine and no hepatitis B immune globulin (HBIG)
at the time of birth.

The hospital where the infant was born had suspended administration of hepatitis B vaccine to all
newborns during the summer of 1999 due to the concern about the presence of thimerosal used as



a preservative in hepatitis B vaccine. The first dose of hepatitis B vaccine wasn’t administered to
this infant until two months of age, as a result of which this tragedy could and likely would have
been averted.

In 2020, 11,635 new cases of chronic hepatitis B were identified and reported in the U.S., which
equates to a rate of 5.0 cases per 100,000 people. In 2021, fewer than 1,000 acute hepatitis B
cases were reported across all age groups, with the majority of new cases occurring in adults.
Cases in children, especially newborns, remain very low due to vaccination at birth, but roughly
1,000 cases of perinatal hepatitis B (transmission from mother to infant) are still reported
annually. These cases are primarily due to missed or incomplete vaccination, or maternal
infection during pregnancy

According to CDC data, acute cases in the zero to nineteen age group were 0.1 per 100,000
between 2006 and 2010, and 0.0 per 100,000 between 2011-2020.

The breakdown of the available hepatitis B vaccines for children, their ingredients, dosing
schedule, and key differences between each, are as follows:

Engerix-B, by GlaxoSmithKline

Recombivax HB, by Merck

Heplisav-B, by Dynavax (approved only for adults in the U.S. but often mentioned for
comparison)

The active ingredient in Engerix-B is the Recombinant Hepatitis B surface antigen (HBsAg)
produced in yeast cells. Other ingredients include, aluminum hydroxide, sodium dihydrogen
phosphate dihydrate, disodium phosphate dihydrate, sodium chloride, water for injection.

In the Recombivax HB vaccine, the active Ingredient is Recombinant Hepatitis B surface antigen
(HBsAg), also produced in yeast cells. Other Ingredients include, aluminum hydroxyphosphate
sulfate, amino acids, dextrose, mineral salts, and water. Both Engerix-B and Recombivax HB
contain .25 mg of aluminum per 0.5 mL dose.

According to the CDC guidelines, recommended dosing for infants and children for the Hepatitis
B vaccine schedule for children typically includes three doses, the first, within twenty-four hours
of birth, the second, at one to two months of age, and the third, between six and eighteen months
of age.

For those wondering whether all three doses are necessary, after the first dose, approximately
thirty to fifty percent of recipients develop some level of protective antibodies against the
hepatitis B virus (HBsAg-specific antibodies). After all the full series, meaning all three doses, is
administered, the vaccine provides ninety-five percent protection against hepatitis B. Specifically,



the vaccine elicits strong immunogenicity in infants and young children, particularly when given
in the first twenty-four hours after birth.

Hepatitis B vaccines are highly effective, providing long-lasting protection for at least twenty to
thirty years after the full series is completed.

Vitamin K

Like the Hepatitis B vaccine, Vitamin K is administered shortly after birth. In the 1930s, scientists
first identified the role of Vitamin K in blood clotting. Researchers noticed that newborns were at
a higher risk of bleeding disorders, particularly due to their low levels of Vitamin K.

By the 1940s, early research showed that giving Vitamin K to newborns could prevent life-
threatening bleeding, leading to the development of the Vitamin K shot as a standard preventive
measure.

Vitamin K is a fat-soluble vitamin essential for blood clotting. It exists in two main forms:
Vitamin K1 (phylloquinone), found in leafy green vegetables, and Vitamin K2 (menaquinone),
found in fermented foods and animal products. Certain types of bacteria produce Vitamin K in the
gut, particularly in the large intestine. These bacteria synthesize Vitamin K2, which to some
extent, is absorbed—though the efficiency of this process can vary based on an individual’s gut
health and microbiome composition.

While the body can produce some Vitamin K2 through gut bacteria, dietary sources of both K1
and K2 are generally needed to maintain adequate levels, especially since Vitamin K plays critical
roles in bone health, cardiovascular health, and coagulation. Vitamin K deficiency is rare in adults
but can be more common in newborns, who lack a well-developed gut microbiome and, therefore,
do not produce sufficient Vitamin K at birth. Moreover, Vitamin K transfer through the mother’s
placenta during pregnancy is limited, and breast milk contains low Vitamin K stores, meaning,
even breastfed infants do not receive a more significant amount of Vitamin K. Accordingly, the
Vitamin K shot is recommended at birth to help the infant’s body produce the proteins needed for
blood clotting and prevent excessive bleeding.

Why is blood clotting such a big deal? Vitamin K Deficiency Bleeding (VKDB) is a condition
whereby newborns or infants experience severe bleeding due to insufficient Vitamin K. Prior to
the introduction of routine Vitamin K administration, VKDB was a major concern for newborns.
The mortality rate for infants with late VKDB was around twenty-percent, and survivors often
suffered from long-term neurological damage due to bleeding in the brain.



Although more rare, early VKDB (within twenty-four hours of birth) occurs primarily in infants
whose mothers were on certain medications during pregnancy that interfere with Vitamin K.
Without prophylaxis, this risk is approximately 1 in 60 to 1 in 250 newborns. The risk of classic
VKDB (two to seven days after birth) is approximately 0.25 to 1.5 percent (1 in 100 to 1 in 400
newborns) without the Vitamin K shot. Late VKDB (two weeks to six months after birth) is the
most dangerous because it often involves intracranial hemorrhage. The risk is 1 in 14,000 to 1 in
25,000 for infants who do not receive the Vitamin K shot, especially in exclusively breastfed
babies. Additionally, infants who do not receive the Vitamin K shot are eighty-one times more
likely to develop late VKDB than those who do.

In the U.S., it is common practice to administer Vitamin K injections to newborns shortly after
birth to prevent VKDB. The shot, Phytonadione (Vitamin K1) is manufactured by several
pharmaceutical companies, including Hospira and Sandoz (which manufactures the generic
version). Although the active ingredient is Phytonadione (Vitamin K1), other ingredients typically
include polysorbate 80, which helps dissolve the vitamin K in a liquid solution; propylene glycol,
which acts as a solvent and stabilizer; and benzyl alcohol, which is used as a preservative in some
formulations. The inactive ingredients vary slightly by manufacturer, but typically include
buffering agents to maintain pH stability.

The primary difference between formulations lies in the preservative content. Preservative-free
formulations are recommended for newborns and those at risk of allergic reactions or sensitivities
to benzyl alcohol (although from a practical standpoint, I’m not sure how you would know if a 1-
2 hour old baby had these sensitivities). In infants, benzyl alcohol can cause “gasping syndrome”
when given in large amounts. The preservative-free version still contains the following, inactive
ingredients: Polysorbate 80 NF, Propylene Glycol USP, Sodium Acetate Anhydrous USP, Acetic
Acid, Glacial USP, and Water for injection USP.

The initial 1 mg dose of Vitamin K1 is administered via intramuscular injection in the thigh,
within one to two hours after birth.

In 1961, the American Academy of Pediatrics (AAP) started recommending that all newborns
receive a single dose of Vitamin K to prevent VKDB. After the widespread adoption of the
Vitamin K shot, cases of VKDB dramatically decreased. Today, the Vitamin K shot is considered
the standard of care in many countries, and its routine administration has virtually eliminated
VKDB in most developed nations. Where there are low uptake rates (due to refusal or alternative
approaches like oral supplements), VKDB remains a serious risk.

Some naturally-minded parents prefer to administer oral Vitamin K. When oral Vitamin K is
given in lieu of the Vitamin K shot the risk of VKDB is reduced, but not altogether obviated. Oral
Vitamin K is not as effective as the injection. The oral Vitamin K shot is considered to carry
several risks. Namely, it is less effective than the intramuscular shot in preventing VKDB, and in



particular, late VKDB. Although oral doses can help prevent early and classic VKDB, multiple
doses are required (typically three doses over several weeks or a dose per week for three months).
Adherence can prove challenging for parents during what are arguably the most difficult months
of parenthood.

In summary, the introduction of the Vitamin K shot in the mid-20th century revolutionized
newborn care, significantly reducing the rates of severe bleeding and preventing the life-
threatening complications of VKDB. Prior to this intervention, newborn bleeding disorders were
much more common and carried high rates of mortality and neurological damage.

For late VKDB:

e When infants do not receive any Vitamin K at birth, statistics show that 4.4 to 7.2 infants
out of 100,000 will develop late VKDB.

e When infants receive 1-3 mg of oral Vitamin K once at birth, anywhere from 1.4 to 6.4
infants out of 100,000 will develop late VKDB.

e When infants receive 1 mg of oral Vitamin K at least three times during infancy (typically
at birth, one week, and four weeks), about 2.6 infants out of 100,000 will develop late
VKDB.

e When infants receive 2 mg of oral Vitamin K at least three times during infancy (at birth,
4 to 6 days, and 4 to 6 weeks) or 2 mg of oral Vitamin K after birth and 1 mg of oral
Vitamin K every week for three months, statistics from Germany, Switzerland, and
Denmark show that somewhere between 0 to 0.9 infants out of 100,000 will develop late
VKDB.

e When infants receive the Vitamin K shot at birth, anywhere from 0 to 0.4 infants per
100,000 get late VKDB.

The shot doesn’t prevent every case of late VKDB, but most countries report incidence rates of
zero or close to zero.



RSV

Next in line in our discussion of individual vaccines is the RSV immunization. Respiratory
Syncytial Virus (RSV) is a common respiratory virus that typically causes mild, cold-like
symptoms in healthy children and adults. However, RSV can be more severe in infants, young
children, and the elderly, particularly those with weakened immune systems or underlying health
conditions. In extreme cases, RSV can lead to bronchiolitis (inflammation of the small airways in
the lung) and pneumonia, which may require hospitalization, chiefly in infants under one year of
age.

For access to the full section, please go to www.theshotbook.com and order your copy today.
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Polio

Next on our list of vaccines administered in early childhood is the polio vaccine. For most
parents, the polio vaccine is, simply put, a no-brainer—as the very word, “polio,” conjures
terrifying imagery of debilitating paralysis. Polio, or poliomyelitis, is an infectious viral disease. It
is primarily spread by the fecal-oral route of transmission but may also be spread by the
pharyngeal route, or, in layman’s terms, the throat. Poliomyelitis is derived from the Greek words
"polios" meaning "grey" and "myelos" meaning "marrow" (referring to the spinal cord). Coupled
with the suffix "-itis"--meaning, inflammation—poliomyelitis literally translates to "inflammation
of the grey matter of the spinal cord.”

Polio primarily affects young children. In severe cases, it can lead to irreversible paralysis and
sometimes death. The disease dates back thousands of years, with evidence of polio-like
symptoms depicted in ancient Egyptian art. But, as far as medical science is concerned, polio did
not become a widespread epidemic until the late 19th and early 20th centuries.

Until the late 1800s, polio was relatively rare. In the early 20th century, major polio epidemics
affected the U.S. and parts of Europe, terrifying communities as the virus spread rapidly and often
left children paralyzed. In 1916, one of the worst polio outbreaks in the U.S. led to over 6,000
deaths and tens of thousands of cases of paralysis. In the early 20th century, the diagnostic
resources available to identify and study diseases were considerably limited. They didn’t have
swabs, bloodwork analysis technology, or those rapid tests that, for a cool ten bucks, you can
pick-up from your local drug store—or, for us entitled millennials, have delivered directly through
our favorite on-demand delivery services. No, back then, the lack of advanced laboratory
capabilities meant that diagnosis was determined by the clinical symptoms. Because polio was
characterized by paralysis, muscle weakness, and stiffness, these symptoms, alone, defined the
disease—regardless of whether polio virus actually caused them. This approach has led to


http://www.theshotbook.com/

considerable discussion and debate among modern researchers regarding the accuracy of these
early polio diagnoses.

In fact, historical records reveal that some cases labeled as polio may not have been caused by the
poliovirus as understood today. Alternative causes, such as exposure to toxic substances like
mercury and arsenic, have been proposed. During this era, many medications contained high
doses of mercury or arsenic, which are known to cause neurological symptoms similar to those of
polio. Furthermore, the early 20th century saw a significant increase in the use of pesticides for
crop spraying, introducing additional neurotoxic substances into the environment.

These confounding factors suggest that, in some cases, acute pesticide exposure or poisoning
from heavy metals may have been misdiagnosed as polio. Delving into historical data, researchers
continue to uncover the true causes of these neurological symptoms in the context of the medical
and environmental conditions of the time.

The possibility that environmental neurotoxins may have been misdiagnosed as polio
notwithstanding, the poliovirus is, sadly, very real; it is unpredictable, crippling, and potentially
devastating. Iconic figures, such as President Franklin D. Roosevelt, who suffered paralysis at the
hands of polio, brought public attention to the disease, fueling the establishment of organizations
like the March of Dimes, that have played a key role in funding research.

In 1955, Dr. Jonas Salk developed the groundbreaking inactivated polio vaccine (IPV). Marking a
turning point, in the1960s, Dr. Albert Sabin developed the oral polio vaccine (OPV). Widespread
immunization campaigns in the 1950s and 1960s drastically reduced polio incidence in developed
countries. In 1988, the WHO launched the Global Polio Eradication Initiative, which has since
eliminated polio from much of the world, although a few areas still face challenges with endemic
transmission.

The IPV currently given to children differs significantly from the original Salk IPV. As the
demand for IPV grew, so, too, did the demand for the monkey kidney cells needed for the original
vaccine. In the late 1970s, a group of researchers at the National Institute for Public Health in the
Netherlands created a new product, called enhanced potency IPV (eIPV) in which the vaccine was
made from purified virus grown in large bioreactors as opposed to monkey kidney cells. Further
improvement was made to the vaccine by the pharmaceutical company Pasteur Mérieux (now
Sanofi Pasteur). Pasteur Mérieux replaced monkey kidney cells with Vero cells. The vaccine
contained more protective D-antigen and could be combined with other vaccines such as DTP,
further improving its cost-efficiency.

The original Salk vaccine also used strains of poliovirus that were selected based on their
availability and growth characteristics in cell culture at the time. Over the years, the strains in [PV
have been optimized for improved immunogenicity The current IPV formulations often use the
Sabin strains, which are derived from the live attenuated OPV developed by Albert Sabin.



Prior to the introduction of the IPV in 1955, large outbreaks of poliomyelitis occurred each year
in the U.S. By the time the OPV was introduced in 1961, the annual incidence of paralytic disease
of 11.4 cases/100,000 population declined to 0.5 cases. Incidence continued to decline thereafter
to a rate of 0.002 to 0.005 cases per 100,000 population

Of the 127 cases of paralytic poliomyelitis reported in the U.S. between 1980 and 1994, six were
imported cases (caused by wild polioviruses), two were “indeterminate” cases, and 119 were
vaccine-associated paralytic poliomyelitis (VAPP) cases—resulting from the the use of live,
attenuated OPV. Yes, you read that correctly. In what can be described only as tragic irony,
people were contracting polio from the vaccine. Consequently, in 1999, an all IPV schedule was
adopted to eliminate VAPP cases.

Even though Polio sounds scary, and of course it can be for the unlucky few, approximately
ninety to ninety-five percent of poliovirus infections are asymptomatic. Minor, non-specific
illness, consisting of low-grade fever and sore throat, occurs in four to eight percent of infections.
Aseptic meningitis occurs in one to five percent of patients a few days after the minor illness has
resolved. Rapid onset of asymmetric acute flaccid paralysis occurs in 0.1 to 2 percent of
infections, and residual paralytic disease involving motor neurons (paralytic poliomyelitis) occurs
in approximately 1 per 1,000 infections.

Since the WHO launched the Global Polio Eradication Initiative in 1988, polio cases have
decreased by over ninety-nine percent. At that time, polio paralyzed or killed approximately
350,000 people annually across 125 countries. By 2023, fewer than thirty cases of wild poliovirus
were reported globally, and most cases are confined to just a few countries, particularly
Afghanistan and Pakistan. Polio no longer poses the threat it once did. However, vaccine-derived
polio cases still materialize in some areas.

In the U.S., the last known case of naturally occurring wild poliovirus was reported in 1979. Since
then, polio has been eliminated in the U.S., although, in 2022, a case of paralytic polio was
reported in New York state. This case was vaccine-derived, meaning it derived from a mutation in
the weakened virus used in the OPV. Although the U.S. exclusively uses the IPV, which does not
contain the live virus, some countries still use OPV due to its ease of administration.

In recent years, vaccine-derived outbreaks have been documented in multiple countries, including
regions in Africa (such as Nigeria, the Democratic Republic of Congo, and Somalia) and parts of
Asia and the Middle East.

Of the available polio vaccines, one routinely used in the U.S. for children is [IPOL, manufactured
by Sanofi Pasteur. It provides immunization against all three poliovirus types.

The active ingredients in the current iteration of IPOL are inactivated poliovirus types 1, 2, and 3.
The inactive ingredients include: 2-phenoxyethanol, as a preservative, formaldehyde, which is



used to inactivate the virus, and trace amounts of antibiotics, such as neomycin, streptomycin, and
polymyxin B. Aluminium is not used as an adjuvant in any IPV.

The four-dose series of IPOL is administered, respectively, at two months, four months, six to
eighteen months, and four to six years.

In addition to the live, attenuated poliovirus strains the OPV contains inactive ingredients, such as
magnesium chloride, a stabilizer designed to to preserve the virus during storage and
transportation.

The OPYV is successful in inducing strong immunity in the intestines, helping to stop person-to-
person transmission of the virus. As the weakened poliovirus can spread, OPV also provides
community-level protection, boosting immunity in populations where vaccination coverage is
low.

In countries with active polio transmission, the WHO recommends OPV doses at birth, six weeks,
ten weeks, and fourteen weeks, sometimes supplemented by IPV to boost immunity.

The IPV has demonstrated high efficacy in preventing polio and is widely used in countries that
have eliminated wild poliovirus. It provides over ninety percent immunity to all three types of
poliovirus after two doses, and at least ninety-nine percent immunity after three doses. While IPV
induces strong immunity in the bloodstream—protecting individuals from paralytic polio—it does
not create the same level of intestinal immunity as OPV. This means IPV-vaccinated individuals
are less likely to get polio but may still carry and shed the virus if exposed. For this reason, the
IPV is often combined with OPV in areas with active poliovirus transmission.

PCV
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Hepatitis A

Rounding out the list of early childhood vaccines is the Hepatitis A vaccine. Hepatitis A—a non-
enveloped RNA virus belonging to the Picornaviridae family—is a highly contagious liver
infection caused by the Hepatitis A virus (HAV). Unlike other forms of viral hepatitis, Hepatitis
A does not cause chronic liver disease but can lead to significant illness and, in rare cases, acute
liver failure.

Hepatitis A is a global health concern; it is most prevalent in areas with poor sanitation and
limited access to clean water. While, due to improved hygiene and widespread vaccination
programs, infection rates have decreased in high-income countries, the disease remains endemic
in many low and middle-income regions.

The virus spreads primarily through the fecal-oral route, often via contaminated food or water.
(Yes, this is your reminder to wash your hands after using the bathroom!) Close person-to-person
contact, such as within households or childcare settings, can also facilitate transmission.
Individuals at higher risk include travelers to endemic areas, men who have sex with men, people
experiencing homelessness, and those with underlying liver disease.

The incubation period for Hepatitis A is approximately two to six weeks—which is considerably
lengthy in the realm of infectious disease. Symptoms run the gamut, from fever, fatigue, nausea,
vomiting, and abdominal pain, jaundice (a yellowing of the skin and eyes), dark urine and pale
stools, and loss of appetite, and can vary in severity.

Children under six typically experience mild symptoms or asymptomatic infections, while adults
are more likely to experience severe symptoms. Hepatitis A is generally self-limiting, meaning,
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most individuals recover fully within a few weeks to months. However, severe complications
such as fulminant hepatitis (acute liver failure) can occur, particularly in older adults or
individuals with pre-existing liver conditions.

The WHO estimates that in 2016, approximately 7,134 deaths globally were attributable to
Hepatitis A, accounting for 0.5 percent of the mortality from viral hepatitis. Between November
2022 and September 2023, a foodborne Hepatitis A outbreak in the U.S. affected individuals in
California, Hawaii, Oregon, and Washington. The outbreak was linked to frozen strawberries
imported from Baja California, Mexico. Since 2016, widespread hepatitis A outbreaks have been
reported in 37 U.S. states, primarily among persons who use drugs and those experiencing
homelessness.

In the U.S., two primary vaccines are approved for pediatric use: Havrix, manufactured by
GlaxoSmithKline, and Vaqta, manufactured by Merck. Havrix contains the inactivated Hepatitis
A virus antigen. Aluminum hydroxide is added as an adjuvant. Other components include 2-
phenoxyethanol, as a preservative, along with amino acids for injection, formaldehyde, sodium
chloride, and water for injection. Each 0.5 mL pediatric dose of Havrix contains 0.25 mg of
aluminum.

Vagqta, too, contains the inactivated hepatitis A virus antigen. However, it uses aluminum
hydroxyphosphate sulfate as an adjuvant. Other components include, sodium borate, sodium
chloride, and water for injection Each 0.5 mL pediatric dose contains approximately 0.225 mg of
aluminum as aluminum hydroxyphosphate sulfate.

Combination Shots

99 <6

You’ve heard the adages, “kill two birds with one stone,” “everything but the kitchen sink,” and
“the more the merrier.” Apparently, so have vaccine manufacturers. In fact, these aphorisms seem
more like a pervasive ethos—except, instead of two birds, vaccine manufacturers aim for four or
five because, afterall, the more the merrier. It’s all about efficiency. In the vaccine world,
combination shots are growing increasingly in vogue—a shot that protects against more diseases
seems to be exceedingly desirable.

For some, this “kill two birds with one stone” approach may prove preferable. Combination shots
not only translate to fewer tear-inducing pokes, but they also mean that, over the course of routine
vaccination, a child will be injected with a reduced level of additives, while simultaneously
receiving the same protection. Critics of combination vaccines argue that injecting too many
antigens at the same time could place significant strain on the child’s immune system. They
would be quick to point out that we do not necessarily know the long-term and non-specific
consequences of concurrently inundating the system with a slew of antigens.



Although we will weigh the pros and cons in later chapters, for now, we will simply examine the
combination shots that are available and widely used. These shots—as their name suggests—
combine various medleys of the individual, early childhood vaccines. The first of these
combination shots is ProQuad, manufactured by Merk. ProQuad is a combination shot that
inoculates against measles, mumps, rubella, and varicella. The active ingredients include live
attenuated measles, mumps, rubella, and varicella viruses. ProQuad also contains sucrose,
hydrolyzed gelatin, sodium phosphate, monosodium glutamate, potassium chloride, potassium
phosphate monobasic, trace neomycin, fetal bovine serum, sorbitol, and human albumin.

The MMRY vaccine, as it is also known, carries a slightly higher risk of fever and febrile seizures
in younger children (twelve to twenty-three months) than do the MMR II and Varicella vaccines
when each respective vaccine is administered separately. Like the MMR II, the MMRYV vaccine
does not contain aluminum. The MMRYV vaccine requires two doses, the first of which is not
actually the MMRYV vaccine, but a single dose of the MMR II vaccine and a single dose of the
Varicella vaccine. The second dose consists of the MMRYV vaccine and it is given between four
and six years-of-age.

Another commonly used combination vaccine is Pentacel (DTaP-IPV/Hib), manufactured by
Sanofi Pasteur. The active ingredients include, diphtheria toxoid, tetanus toxoid, acellular
pertussis (5 components), inactivated poliovirus (Types 1, 2, 3), and Haemophilus influenzae type
b (Hib). Pentacel also contains aluminum phosphate, formaldehyde, glutaraldehyde, 2-
phenoxyethanol, and polysorbate 80. Studies show that there is no significant difference in the
safety profile of Pentacel when compared to separate DTaP, IPV, and Hib shots.

Pentacel is given at two months, four months, six months, and between fifteen to eighteen
months, for a total of four doses.

The total aluminum content in a single dose of Pentacel is 0.33 mg per dose. The aluminum
content in the DTaP vaccine is around 0.33 to 0.625 mg per dose, depending on the brand; the
aluminum content in Hib vaccines, such as PedvaxHIB, is 0.225 mg per dose (albeit, some Hib
vaccines, like ActHIB, do not contain aluminum); the IPV vaccines do not typically contain
aluminum. Thus, if a child receives the DTaP, IPV, and Hib vaccines separately, at the
recommended doses, he or she will be injected with a combined total of approximately 0.555 mg
to 0.85 mg of aluminum per dose, depending on the vaccine administered.

Yet another combination vaccine that takes this “the more antigens the merrier” approach is
relatively new kid on the block, Vaxelis (DTaP-IPV-Hib-HepB), manufactured by Merck and
Sanofi Pasteur. Active ingredients include, diphtheria toxoid, tetanus toxoid, acellular pertussis
(five components), inactivated poliovirus (Types 1, 2, 3), Haemophilus influenzae type b (Hib),
and hepatitis B (HBsAg). Vaxelis is an army in a syringe. It is like the vaccine equivalent of the



Battle of Winterfell in Game of Thrones, in which several houses unite to fight off the White
Walkers. (Heck, Vaxelis even sounds similar to the name of the show’s characters).

Like Pentacel, Vaxelis provides protection against diphtheria, tetanus, pertussis, polio, and Hib.
However, Vaxelis additionally protects against hepatitis B as well. The shot contains the inactive
ingredients, aluminum phosphate, polysorbate 80, formaldehyde, neomycin, and polymyxin B.
Studies show that the safety profile for Vaxelis is comparable to the separate vaccines—DTaP,
IPV, Hib, and Hepatitis B.

The aluminum content per dose of Vaxelis is 0.319 mg. If combining Hepatitis B, at 0.25 mg,
DTaP, at 0.33 to 0.625 mg, Hib, at 0.225 mg, and IPV, at 0 mg, the total aluminum content ranges
from 0.805 mg to 1.1 mg per dose, depending on the DTaP brand used. Accordingly, a single
dose of Vaxelis will inoculate against the same diseases, while delivering considerably less
aluminum per dose (for those keeping an aluminum scorecard).

Vaxelis is given at two months, four months, and six months, for a total of three doses.

The last of the combination vaccines is Pediarix (DTaP-HepB-IPV), manufactured by
GlaxoSmithKline. Pediarix provides protection against several diseases—diphtheria, tetanus,
pertussis, hepatitis B, and polio, thereby reducing the number of injections. Pediarix is given at
two months, four months and six months-of-age and contains the active ingredients, diphtheria
toxoid, tetanus toxoid, acellular pertussis (three components), hepatitis B (HBsAg), and
inactivated poliovirus (Types 1, 2, 3). The inactive ingredients in Pediarix are aluminum
hydroxide, polysorbate 80, formaldehyde, neomycin sulfate, and polymyxin B.

Studies show that Pediarix demonstrates no significant safety concerns different from the

individual components. This combination shot contains similar preservatives and stabilizers as the
single vaccines, with an aluminum content of 0.85 mg per dose, largely due to the combined
DTaP and HepB components. DTaP contains between 0.33 to 0.625 mg of aluminum; Hepatitis B
contains 0.25 mg of aluminum; and IPV does not contain any aluminum. Thus, if a child were to
receive each of these three vaccines individually, he or she would receive a combined total of 0.58
mg to 0.875 mg per dose, depending on the DTaP brand used. Therefore, while Pediarix results in
fewer injections, the aluminum content is roughly the same per dose as receiving the DTaP,
Hepatitis B, and IPV vaccines individually.

For those concerned with aluminum content (and we will discuss aluminum in much greater detail
in a later section), combination shots, such as Pentacel and Vaxelis, offer lower levels of
aluminum per dose than giving each component individually.
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What is the Bottom Turtle Standing on? How Vaccine manufactures have set up their trials
for success

"Blind belief in authority is the greatest enemy of truth.”

-Albert Einstein

Vaccines are promoted as safe only after undergoing extensive pre-licensure testing that is
designed to identify not only their efficacy, but potential adverse effects. The gold standard for
evaluating any medical intervention, including vaccines, is the double-blind, placebo-controlled
trial. This type of study minimizes bias by ensuring neither participants nor researchers know who
is receiving the active treatment versus a placebo, allowing for an objective comparison of
outcomes.

In the context of vaccine safety, the choice of the placebo is critical. When there is no existing
treatment or vaccine for the disease being studied, an inert placebo, such as saline (saltwater), is
optimal. An inert placebo is ideal as it sets a clear baseline, allowing researchers to comparatively
evaluate the true safety and efficacy profile of a new vaccine without interference from other
variables. This method provides the most reliable data for assessing the risk of side effects, as any
observed differences between the treatment and placebo groups may be confidently attributed to
the vaccine.

However, in cases where an established vaccine or therapeutic exists, regulatory and ethical
considerations may lead researchers to use the current standard of care as the "placebo" control.
This means that rather than test the new vaccine against saline, it will be tested against an older
version of that same vaccine. The rationale for testing a new vaccine against an existing vaccine
or therapeutic is rooted in ethics. Injecting a trial participant with saline would leave him or her
unprotected against a disease for which the vaccine exists, and is, therefore, considered
withholding the standard of care. While this approach helps determine whether the new vaccine
offers improved or similar safety or efficacy relative to the existing vaccine, it also carries with it
obvious limitations. If both the new and existing vaccines share similar ingredients or
mechanisms of action, they could share similar safety concerns. Adverse reactions that are
common to both vaccines might not be identified as unique to the new vaccine, obscuring
potential risks. Without an inert placebo, it proves challenging (if not impossible) to distinguish
between reactions caused by the vaccine, those occurring naturally, and those due to the
comparator.

This distinction is particularly important when vaccines contain components like adjuvants,
preservatives, or other additives designed to enhance their effectiveness or stability. These
components, themselves, may be the cause of side effects independent of the vaccine's primary



active ingredients. Comparing one vaccine to another that also contains adjuvants or similar
ingredients does not provide clarity on whether the new vaccine is safe, or simply no worse than
the existing one.

Safety claims arising out of studies that use active comparators must be interpreted with caution.
Such studies demonstrate relative safety—that is, whether the new vaccine appears safer or
equally safe compared to the standard of care. Yet, such studies do not establish absolute safety,
which requires a true (or inert) placebo to set a baseline for comparison.

For vaccines administered to healthy individuals, particularly young children, ensuring the highest
safety standard is especially critical because the recipients are not already ill. When millions of
doses are administered, side effects, even if rare, can have significant implications. Thus,
comprehensive trials using inert placebos are essential to identify and understand the true
potential risks, if any.

This principle is masterfully elucidated in the book Turtles All the Way Down, written by an
anonymous author who, sadly, deemed the topic of vaccines too controversial to reveal his or her
identity. The expression, "turtles all the way down," originates from a story that has been
attributed to different sources over time, including early Hindu and Chinese mythology. Most
often, it is linked to the philosopher and mathematician Bertrand Russell. After a scientist gave a
lecture about the Earth’s position in the universe, an elderly woman in the audience challenged
him, claiming the Earth is actually supported on the back of a giant turtle. When the scientist
asked her what the turtle is standing on, she replied “another turtle.” When pressed further, the
elderly woman insisted that it’s “turtles all the way down.” The scientist gave a self-satisfied
smile before asking, “What is the bottom turtle standing on?”” The metaphor profoundly illustrates
the way in which assumptions that are unsupported or are rooted in circular reasoning, lack a solid
foundation. The allegory is often used to critique theories that lack a clear starting point or
grounding principle, as well as to emphasize the importance of questioning our assumptions and
seeking a deeper understanding.

“Turtles all the way down" is a poignant analogy to the way vaccine safety studies are often
conducted. Studies that rely on assumptions, methodologies, and comparisons that may not fully
address foundational issues, give rise to concerns over the robustness of safety claims. They are
problematic for the following reasons:

1. Relative Comparisons: Most vaccine trials compare a new vaccine to an existing vaccine
or an adjuvant-containing placebo, not an inert placebo like saline. This means the
observed safety profile is relative, not absolute, akin to adding another "turtle" rather than
addressing the base question: how does the vaccine perform compared to no intervention
at all?

2. Lack of Comprehensive Testing: The full vaccine schedule is often presumed to be safe
because individual vaccines are tested, but comprehensive trials evaluating the cumulative




effects of multiple vaccines on health outcomes are lacking. This is similar to assuming
the "stack of turtles" is stable without examining the entire structure.

3. Post-Marketing Surveillance: While systems like VAERS and the Vaccine Safety Datalink
help identify rare or post-licensure adverse events, they depend on self-reporting, medical
reports and retrospective analyses. These are valuable, but inherently reactive measures,

meaning the "base turtle" of robust, long-term, placebo-controlled safety studies is still
missing.

Rather than rely solely on relative comparisons or assumptions built on existing frameworks,
vaccine studies should strive for zealous, independent evaluations with clear baselines (e.g., inert
placebo trials, long-term studies of individual vaccines as well as the entire vaccine schedule).
This ensures safety claims rest on a firm, evidence-based foundation, and not an infinite
regression of assumptions.

The duration of vaccine studies also highlight their inherent limitations. Safety claims are often
based on pre-licensure trials which, generally, are not conducted over long periods. Rather, they
are designed to evaluate short-term safety and efficacy. Most vaccine trials monitor participants
for a few days to a few months post-vaccination, with follow-up periods typically lasting one to
three months. In some cases, these studies may extend to approximately six months to one year.
However, trials rarely assess safety outcomes beyond this timeframe. Consequently, while short-
term side effects like fever, injection site reactions, or allergic responses are well-documented,
potential long-term effects—such as autoimmune conditions, chronic illnesses, or delayed-onset
reactions—are not systematically studied during the trial phase. Absent long-term safety studies,
it is difficult to definitively rule out or fully characterize risks that may emerge years later.

As classically educated scientists and physicians, we are told to trust the science—so we faithfully
do. We are trained to review research in top journals and accept, at face value, the findings of a
placebo-controlled study. When the word “safe” appears in the conclusion, we don’t think to
question. Why would we? Yet, one would be hard pressed to delve deeper into the research on
childhood vaccines on the CDC schedule without recognizing that something is amiss.

When [-a medical doctor, who also holds a Master’s Degree in Epidemiology, and is trained to
review research with a critical eye—read through the data, it is woefully apparent that most trials
are rigged to potentially hide the true rate of adverse events. I know what you’re thinking—
scandalous! Right? This admittedly scurrilous statement seems improbable, if not altogether
preposterous. I thought so...until I closely examined the data.

Most clinical trials are blinded—meaning, until the study is complete, neither the participants nor
the researchers know whether a participant receives the vaccine or a placebo. Therefore, other
than, of course, by fraudulent means, the only way to “rig the deck” is to study a new vaccine
against one that is known to cause similar side effects. Accordingly, both groups would likely
experience similar side effects, allowing vaccine manufacturers to maximize safety claims and



unabashedly represent that there is no increased risk between groups a and b. Does this
automatically render a product unsafe? No. It does, however, potentiate a desired outcome that
conveniently circumvents proof of true safety.

To illustrate the flaw in this methodology, let’s explore a hypothetical: researchers hope to
develop a new vaccine for Ebola virus. In the trial, they test their Ebola vaccine against the
Meningococcus (MCV) vaccine, specifically focusing on adverse events which lead to
hospitalization. In each group (meaning, in the group that receives the Ebola vaccine and the
group that receives the MCV vaccine), fifteen percent of participants are hospitalized within thirty
days for what is considered a serious event. At the completion of the trial, researchers conclude
that the Ebola vaccine is safe because the rate of hospitalization was equivalent in both groups
and the new (Ebola) vaccine did not increase the risk of hospitalization. Based on this research,
the Ebola vaccine is approved for use. Given there was no other Ebola vaccine on the market, to
assess true safety, this new Ebola vaccine should have been tested against an inert placebo (i.e.
salt water). Alternatively, the new vaccine could have been studied against the MCV vaccine and
also an inert placebo. Had the new Ebola vaccine been tested against both, the MCVvaccine and
an inert placebo, it would have been readily apparent that the hospitalization rate in the group
receiving the inert placebo was two-and-a-half percent, with a fifteen percent hospitalization rate
for those receiving the Ebola vaccine and a fifteen percent hospitalization rate for those receiving
the MCV vaccine. You need not be a physician or researcher to recognize the difference between
these two studies.

People advocating for stricter vaccine safety testing are referring precisely to hypothetical
scenarios like this one—in which the choice of comparator is calculated to yield self-serving
outcomes. Those pushing for safer vaccine testing are not inherently “anti-vax,” but are merely
demanding that new vaccines be tested against true, inert placebos to prevent the potential harm
inherent to the “turtles all the way down” approach. Vaccine package inserts often refer to the
control group as “placebo,” even though researchers nearly always use another vaccine, multiple
vaccines, or a similar bioactive compound (and not an inert placebo) in the control group. Thus,
“placebo” is misleading.

In order to identify the deficiencies in this approach, it may be helpful to examine it in its
application:



MMR
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Rotavirus

In 1998, the first Rotavirus vaccine, RotaShield, was approved by the FDA. In 1999, it was
recalled after it was found to significantly increase the risk of intussusception. (That’s a big
science word used to describe a life-threatening condition that occurs when a part of the intestine
folds into another part, blocking the passage of food and fluids). Given the unequivocally serious
nature of this known side-effect, future trials would need to ensure that subsequent incarnations of
the Rotavirus vaccine did not similarly increase the risk of intussusception.

In the early 2000s, the second generation of rotavirus vaccines underwent preclinical trials. When
Rotashield was removed from the market, no other vaccines were available to protect against
rotavirus. The Rotavirus vaccine is a clear oral liquid. Thus, clear water or a saline solution could
and should have been used in the placebo group in all of the safety trials, right? WRONG.

In the main Rotarix trial, which consisted of 63,000 infants, the control group was given the
vaccine without the antigen. This means all other vaccine components—such as Dulbecco’s
Modified Eagle Medium (yes, you read that correctly; this is a real ingredient), di-sodium adipate,
and sucrose—were still administered to the placebo group.

As for Merck’s RotaTeqg—the other Rotavirus vaccine—infants were evaluated in three placebo-
controlled clinical trials, which consisted of 36,165 infants in the group that received RotaTeq and
35,560 infants in the group that received the placebo. Although it is unclear which placebo was
administered in all trials, it seems that in some trials, RotaTeq, minus the antigen, was
administered to the placebo group. Subjects in the trial group that received RotaTeq were
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contacted on days 7, 14, and 42 after each dose to ascertain whether they were experiencing
intussusception or any other serious adverse events.

In the Phase 3 clinical studies of RotaTeq, in the forty-two day period following the
administration of a single dose of the vaccine, serious adverse events occurred in 2.4 percent of
those who received RotaTeq as compared to 2.6 percent of those who received the placebo. In the
Rotarix trials one in thirty experienced a severe medical event, sixteen suffered intussusception,
and forty-three died. In the RotaTeq trials, similar rates were recorded: one in forty subjects
experienced serious adverse events, fifteen suffered intussusceptions, and twenty infants died. Is
this the baseline rate in an unvaccinated population? Maybe.

The Rotarix package insert states: “No increased risk of intussusception was observed in this
clinical trial following administration of Rotarix when compared to placebo.”

So, was it that there was no increased risk of intussusception in the new vaccine or was it just that
there was no increased risk of intussusception relative to the non-inert placebo? Was the placebo
purposely similar to Rotarix to deliberately bolster efficacy claims?

In another study, the temporal association between vaccination with Rotarix and intussusception
was evaluated in a hospital-based, active surveillance study that identified infants with
intussusception at participating hospitals in Mexico. Using a self-controlled case series method,
the incidence of intussusception during the first seven days after receipt of Rotarix and during the
thirty-one day period after receipt of Rotarix was compared with a control period.

This study looked at around one-million infants under the age of 1 in various hospitals over two
years, specifically checking for cases of intussusception. Out of those infants, 750 developed
intussusception.

The researchers wanted to see if intussusception cases were more likely to occur shortly after
infants received the first dose of the Rotarix vaccine. They found that: within thirty-one days after
the first dose: The likelihood of developing intussusception was about 1.75 times higher than
during times outside of this thirty-one day window. This means the risk was nearly double in this
period. Within the first seven days after the first dose, the likelihood was even higher—6.49 times
more than usual, suggesting a stronger association between the vaccine and intussusception within
the first week.

'9’

Is this getting tedious? Are you screaming, “What in the actual f@*k!” You’re not alone.

Are you starting to see why some people, who are considered “anti-vaccine” make broad
statements such as “vaccines have never been safety tested?” I hope it is clear by now that
vaccines have been safety tested, just maybe not always in the most ideal way. Unfortunately,



that leaves room for doubt as to the overall safety claims, something that would not be
lingering in our minds had the pharmaceutical companies conducted and FDA required the
best possible studies in the first place, as opposed to what I have described in this chapter
thus far.

Vaccines in which parents place their implicit trust and lovingly give to protect their children
from potentially life threatening diseases, are not being studied against inert placebos, but against
other vaccines (some of which were later discovered to have so many side-effects that we
discontinued their use). These are the very same vaccines all children are required to receive in
order to attend school in the U.S. While using inert placebos carries with it certain ethical
implications, there can be no doubt that using non-inert placebos bolsters safety efficacy claims.
At the very least, it casts some doubt on the veracity of the findings. The conspicuous, albeit
carefully crafted wording routinely found in vaccine inserts is nof that the subject vaccine is
unequivocally “safe,” but that it poses “no increased risk relative to the placebo.” But does the
placebo pose any risks? Turtles All the Way Down is starting to seem like a fitting title for a
vaccine book, right?

For access to the full section, please go to www.theshotbook.com and order your copy today.
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Newborn Vaccine Discussions

“In 1736 I lost one of my sons, a fine boy of four years old, by the smallpox taken in the common
way. I long regretted bitterly and still regret that I had not given it to him by inoculation. This I
mention for the sake of the parents who omit that operation, on the supposition that they should
never forgive themselves if a child died under it; my example showing that the regret may be the
same either way, and that, therefore, the safer should be chosen.”

-Benjamin Franklin, an excerpt from his autobiography

As a pediatrician, I often get this apprehensive look from new parents. Before their mouths open
to speak, their eyes seem to ask, “is it safe to talk to this guy about vaccines?” While I have not
quite mastered the art of telepathic communication, I manage to flash a reassuring glance,
signaling that I am one of “those doctors” willing to participate in respectful discourse. We spend
several minutes awkwardly exchanging expressive stares before they finally muster the courage to
initiate a conversation.

I keep coming back to that line from Fight Club—The first rule of fight club is you don’t talk
about fight club.” Except, in my line of work, the first rule of vaccines is you don’t talk about
them. It’s baffling, really. We are told that vaccines are “recommended.” However, first-time
parents attempting to consult with their pediatrician about newborn vaccines are sometimes
belittled for inquiring about a medical intervention that is, ostensibly, not mandatory—an
intervention whereby the very wording, “recommended,” implies choice. In contemplating
whether to follow recommendations, these first-time parents rely on the expertise of the medical
professionals who possess the knowledge to help navigate such important decisions. Rather than
engage in discourse, some medical professionals use their position to berate parents who dare
question.

An unfortunate example of this is a recent social-media post, made by a well-known pediatrician:

“In my practice you will vaccinate and you will vaccinate on time. You will not get your
own ‘spaced-out’ schedule that increases your child's risk of illness or adverse event. I
will not have measles-shedding children sitting in my waiting room. I will answer all your
questions about vaccines and present you with facts, but if you will not vaccinate then you
will leave my practice. I will file a CPS report (not that they will do anything) for medical
neglect, too.

I have patients who are premature infants with weak lungs and hearts. I have kids with
complex congenital heart disease. I have kids who are on chemotherapy for acute
lymphoblastic leukemia who cannot get all of their vaccines. In short, I have patients who
have true special needs and true health issues who could suffer severe injury or death



because of your magical belief that your kid is somehow more special than other children
and that what's good for other children is not good for yours.

This pediatrician is not putting up with it. Never have, never will.”

While some may exalt this doctor for cape-crusading against vaccine villainy—others will surely
recognize that such divisive rhetoric, particularly from a healthcare provider, does not promote
vaccination; rather, it alienates parents and fosters an adversarial relationship between patients
and the professionals entrusted with their care. Of course, physicians have the discretion to
exclude patients from their practices. Threatening to report parents who choose not to vaccinate to
Child Protective Services raises serious ethical and compassionate concerns and reflects poorly
upon the medical profession. As a reminder, vaccines, although recommended, are not
compulsory directives.

Vaccines are a product manufactured by highly profitable corporations. They are not some
omnipotent deity before whom we devoted doctors must genuflect. To the dismay of many, the
internet has provided a platform for vaccine research and conversation. This marketplace of ideas
and discourse sometimes leads well-meaning and intelligent individuals to uncover gaps in our
scientific understanding. Despite the frequent repetition of phrases like “safe and effective” or
“the science is settled,” anyone with a basic understanding of science and the research process
knows these statements, while comforting, oversimplify complex realities. There is no shame in
admitting that we doctors don’t know everything. We don’t have to know everything. What better
way to honor our human connection to our patients than through honesty and humility?

Most parents who ask questions intend to vaccinate. They just want their concerns addressed first.
The simple act of inquiring ostensibly violates that cardinal rule of vaccine club-we don’t talk
about vaccines. In fact, many doctor’s offices are unwilling to accept patients who choose not to
vaccinate or even those who prefer to follow an alternate schedule.

Vaccine hesitancy is on the rise. We should not overlook the possibility that this growing
reluctance is rooted in medicine’s unwillingness to have these honest, transparent conversations.
Why are parents relegated to communicating with their eyes in fear of censure from their doctors?
Becoming a parent for the first time already comes with a corollary of anxieties. Speaking openly
to one’s pediatrician should not be one of them.

Parents are entitled to information. The medical community, at large, increasingly downplays the
risks of vaccines. The CDC website and Vaccine Information Sheets (VIS) do not provide
sufficient information. Parents have the right to voice concerns about the known and unknown
risks of vaccines—because vaccines do come with risks. Vaccines have been recalled after they
were found to cause intestinal blockage. They have been contaminated with the virus SV40
known to cause cancer in lab animals. They have been manufactured incorrectly and inadvertently
given polio to children. They have caused myocarditis and menstrual cycle abnormalities.



This isn’t “fear-mongering.” Both the mild and severe side-effects are printed right there in black-
and-white, on the vaccine inserts generated by the vaccine manufacturers. If, by way of example,
your newborn baby is one of the small few who experiences an anaphylactic reaction after
receiving a particular vaccine, you would want to know that such reaction, although rare, is
possible. As a diligent and caring parent, you have every right to thoroughly discuss your
concerns about potential vaccine reactions—both known and unknown—without fear of criticism,
just as, when considering cancer treatments, patients are made aware of serious side effects like
hair loss and immune suppression. Oncologists compassionately weigh the risks and benefits of
treatment with their cancer patients, ultimately urging their patients to decide which course of
treatment to pursue.

Even after learning of the potentially severe side-effects of treatment, many cancer patients would
still choose treatment. However, few would ostracize a cancer patient for opting out of a treatment
that could cause serious adverse consequences. Similarly, notwithstanding the fact that vaccines
come with their risks, most parents still choose to vaccinate their children. But we should not
anathematize parents who are unwilling to assume those risks. Despite medical recommendation,
a Jehovah’s Witnesses may refuse a blood transfusion. Informed consent, whether in the context
of cancer, heart surgery, blood transfusions, vaccines, or any other medical intervention, is critical
because it empowers individuals to make decisions that align with their values and needs.
Nevertheless, respect for patient autonomy is fundamental-regardless of whether we personally
disagree.

The dictionary defines “recommendation” as a suggestion or proposal for one’s consideration, as
to the best course of action. Unlike a mandate, a recommendation signifies that one has the choice
in the matter.

In a 2024 interview, former Commissioner of the U.S. Food and Drug Administration (FDA),
Scott Gottlieb, voiced concern that routine childhood vaccination may shift to "shared clinical
decision making"--a category that requires more active involvement and agreement between
healthcare providers and parents before administration. The implication that vaccines are anything
but a shared clinical decision is confounding! However, it appears that, like Gotlieb, the CDC’s
understanding of the word “recommendation” differs from the dictionary’s. On its website, the
CDC differentiates routine childhood vaccinations on the schedule from those that are not
recommended on the schedule. Although "shared clinical decision-making” is ostensibly
appropriate for vaccines that do not fall on the recommended vaccination schedule, the CDC tells
us that, for the routine childhood vaccines on the schedule, the "default decision is to vaccinate."
This distinction is notable. The disconcerting implication is that, when it comes to the vaccines on
the recommended schedule, the decision to vaccinate is not made jointly between physician and
patient. Given that the decision to vaccinate is a medical decision, I firmly believe it should be
made by the patient, in consultation with his or her physician.



Being a doctor in the “vaccine grey area” is challenging, often putting us in difficult situations
with extreme reactions from both sides. Presumably I should ignore my concerns and not point
out the above, lest I face the wrath of the vaccine disciples. On the other hand, if we choose not
do admonish vaccines, we incur a different kind of vitriol.

For example, one Monday morning, my office received a call from a sweet-sounding mother who
asked if we offer vaccines in our office. When the staff member replied that we do for , she said,
“Good luck working with the devil, and I hope your office burns in hell.” Quite the way to start
the week.

Vaccines stir up incredibly strong emotions. Before we dive in, I encourage you to take a deep
breath. This book is an emotional journey—a roller coaster. I felt it while writing, and I know
you’ll feel it too.

Coercive methods—whether by intimidation, shaming, or outright silencing—run counter to the idea
that parents have a choice in making medical decisions for our children. They vitiate informed
consent—without which no medical procedure should ever be performed on any patient.
Concealing information or refusing to discuss it does not combat vaccine hesitancy, but promotes
it. This secret fraternity around vaccines is engendering distrust. And, if we are truly concerned
that the known side-effects, or the potential for unknown, long-term adverse consequences would
deter vaccination, then our focus should nof be on suppressing conversation, but on making
vaccines safer and studying them more rigorously.

As is true of all medical decisions, the decision to vaccinate is one that should be made in
consultation with your doctor. The medical community resolutely condemns vaccine
misinformation and disinformation. And yet, the medical community stands in the superior
position to disseminate correct information—provided, of course, it is willing to bend the rules and
talk about vaccines.

By laying all factors on the table and engaging in thoughtful discussion, we doctors can and
should provide parents, especially first-time parents—with the clarity and confidence necessary to
make the best choices for their child’s health and their own. To this end, I will share some of the
most common discussion points raised in my practice, by first-time parents, focusing specifically
on the Hepatitis B vaccine, Vitamin K shot, and Tdap vaccine.



Hepatitis B

For access to the full section, please go to www.theshotbook.com and order your copy today.

Vitamin K: It's Just a Vitamin—or Is It?
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Tdap

Unlike Hepatitis B and Vitamin K, the Tdap vaccine, which protects against tetanus, diphtheria,
and pertussis (whooping cough), is not recommended for newborns, but for anyone who comes
into contact with them. Known as "cocooning," this practice is believed to shield the infant from
whooping cough. However, a 2014 study involving baboons, which was published by Warfel in
the Proceedings of the National Academy of Sciences, calls into question the adequacy of this
approach.

The purpose of this study was to determine whether vaccinated individuals could carry and
transmit Bordetella pertussis to others, even if these vaccinated individuals were asymptomatic.
Using baboons as a model, the study explored the dynamics of Bordetella pertussis (the bacterium
causing whooping cough) infection, vaccination, and transmission. Baboons were divided into
three groups: those vaccinated with acellular pertussis (aP) vaccine, those with the whole-cell
pertussis (WP) vaccine, and unvaccinated controls. All groups were exposed to B. pertussis to
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observe disease severity, bacterial colonization, and transmission potential. Researchers
concluded that, although effective in preventing the disease in the vaccinated individual, the Tdap
vaccine may not completely prevent a vaccinated individual from carrying the bacteria and
inadvertently spreading it, thus challenging the perceived efficacy of the “cocooning” strategy.

Among other key findings, this study found that both vaccinated groups received effective
protection against severe symptoms of pertussis; but the acellular vaccine group could still be
colonized by B. pertussis and subsequently transmit the bacteria to unvaccinated baboons. In
contrast, the whole-cell vaccine group showed significantly lower bacterial colonization and a
reduced likelihood of transmission. Interestingly, baboons that received the aP vaccine carried the
bacteria for up to thirty-five days, whereas unvaccinated baboons cleared the bacteria more
swiftly—typically within eighteen days after recovering from natural infection.

The implications of these findings for human vaccination are significant. According to this study,
while acellular pertussis vaccines effectively prevent severe disease, they do not prevent the
colonization or transmission of the bacterium as effectively as the older whole-cell vaccines,
which are no longer used. This suggests that vaccinated individuals could act as asymptomatic
carriers, potentially contributing to the spread of pertussis among vulnerable populations such as
infants who are too young to be vaccinated. This study underscores the need for further discussion
on universal recommendations to vaccinate all individuals around a newborn baby. On the one
hand, vaccinating close contacts could reduce the risk of pertussis transmission by lowering the
severity of symptoms, such as the prolonged and severe coughing episodes that are a primary
driver of transmission. Reduced symptoms might also decrease the risk of aerosolizing bacteria,
indirectly protecting the infant. On the other hand, vaccinating close contacts could theoretically
increase the risk of transmission to a newborn as asymptomatic carriers might unknowingly
transmit pertussis to the baby, particularly if they are less cautious about close contact in the
absence of noticeable symptoms. Whereas a person who is actively sick and coughing is
(hopefully) likely to stay away from a baby, a seemingly healthy, asymptomatic carrier of
whooping cough, would have no reason to keep his or her distance.

Subsequent research has explored the implications of these findings in humans. A number of
subsequent studies, including a literature review in the journal of Clinical Infectious Diseases in
2020 have demonstrated that individuals vaccinated with aP vaccines could carry B. pertussis
asymptomatically, suggesting a potential for transmission without showing symptoms which
echoed the study in baboons. Recent research seems to indicate that cocooning may not be as
effective as hoped.

On the other hand, the evidence shows that maternal Tdap vaccination during pregnancy is highly
effective at providing direct protection to the baby through passive antibody transfer and,
therefore, may be the optimal method for preventing whooping cough in infants. Nevertheless,
despite the questions around its efficacy, cocooning remains widely promoted.



Individual Vaccine Controversies Discussed- MMR, HPV, Varicella and Influenza

“Global immunization efforts have saved at least 154 million lives over the past 50 years.”
-World Health Organization

We turn now from our discussion of newborn vaccines to several other childhood vaccines on the
schedule. Just as we addressed common parental concerns around the Hepatitis B, Tdap, and
Vitamin K shots, and considered them against the backdrop of the recommendations, we will
candidly delve into the questions so many parents have around the MMR, HPV, Varicella and
Influenza vaccines, but sadly, are often too afraid to ask.

MMR Vaccine

Not only the focus of extensive research, but the centerpiece of vaccine discourse, MMR is the
veritable A-list celebrity of the vaccine world. Everyone seems to have an opinion on it—from,
“the MMR vaccine is the literal second coming of Christ” to “the MMR vaccine killed JFK,” and
everything in between.

To my knowledge (and despite what some may think), the MMR vaccine is not mixed-up in some
sordid government conspiracy; nor is it the Messiah. It is, however, one of the vaccines parents
seem to approach with a greater degree of skepticism.

According to the existing mainstream research and data, the evidence supports the MMR
vaccine’s risk profile to benefit ratio.

Yes, some earlier versions of the MMR vaccine used in other countries did prompt legitimate
safety concerns. These previous incarnations included the Urabe strain of the mumps virus, which
was correlated to a higher risk of aseptic meningitis. Consequently, in the 1990s, several
countries, among them, Japan, stopped using the Urabe strain. Japan replaced the MMR vaccine
with a measles and rubella vaccine (MR), providing a separate and optional mumps vaccine.

The U.S. uses the Jeryl Lynn strain of the mumps virus. The evidence shows no significant link
between the Jeryl Lynn strain and meningitis.

The Cochrane Review (the veritable gold-standard for medical research) found a small but
measurable risk of febrile seizures following the MMR vaccine currently used in the U.S., with an
attributable risk of 1 per 1,150 to 1,700 doses. Seizures are typically mild and transient, affecting
children who might otherwise experience febrile seizures due to infections or fevers.

The MMR vaccine has also been associated with a slightly increased risk of Idiopathic
Thrombocytopenic Purpura (ITP)--a blood disorder that causes a low platelet count and can lead
to bleeding and bruising—at approximately 1 case per 40,000 doses. Notably, this risk is
significantly lower than the risk of ITP from natural infections with measles, mumps, or rubella.



Large-scale studies, including the Cochrane Review and numerous independent investigations,
have found no evidence linking the MMR vaccine to autism spectrum disorders or developmental
delays. Although we will delve significantly deeper into these studies in our later nuanced
discussion of autism, for now, I will merely point out that a review of 1.2 million children showed
no increase in autism rates among children vaccinated with MMR.

Furthermore, the Cochrane Review found no association between MMR vaccination and
conditions like asthma, dermatitis, hay fever, leukemia, or multiple sclerosis.

For access to the full section, please go to www.theshotbook.com and order your copy today.

HPV

Much like placing objects on opposite sides of a balance scale, our discussion of the Human
Papillomavirus (HPV) vaccine will weigh common parental concerns against the known benefits
of a vaccine and existing research, so that you can ultimately decide whether the scale tips in
favor of the recommendations. For starters, the HPV vaccine is widely recognized for its
effectiveness in preventing cervical cancer and other HPV-related diseases. Tipping the scale very
much in favor of vaccination, research shows that, when administered early, it is estimated to
prevent up to ninety percent of cancers caused by HPV.

Perhaps tipping the scale somewhat in the other direction, critics of HPV vaccine note that the
clinical trials primarily focused on preventing precancerous cervical changes, known as cervical
intraepithelial neoplasia (CIN), rather than on preventing cervical cancer itself. These changes are
recognized as precursors to cervical cancer. Yet, the distinction between these precursors and
cancer are important.

For access to the full section, please go to www.theshotbook.com and order your copy today.
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Highlighting this point, is a personal anecdote, shared by Candace Owens, on her show, Shot in
the Dark. Owens recounted her experience with the HPV vaccine, describing significant health
challenges after receiving the shots. She reported fainting (syncope) after her first dose,
attributing it to not having eaten breakfast. However, her second dose was followed by a more
severe reaction: syncope accompanied by possible seizure activity and vomiting. These reactions
led her doctor to advise against completing the third dose in the series. Owens also described
lingering symptoms like fatigue and brain fog, which she associated with her vaccine experience.

Personal stories like this one resonate with many families and contribute to the hesitancy
surrounding the HPV vaccine. Such anecdotes should not be dismissed outright merely because
they don’t align with the current scientific consensus. They remain an unequivocal reminder of
the importance of informed consent and transparent communication not only about the benefits,
but the potential risks of vaccination.

Varicella

For access to the full section, please go to www.theshotbook.com and order your copy today.
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Influenza

The influenza vaccine (or as it’s more commonly referred to, the “flu vaccine”) has been a
cornerstone of public health efforts to reduce the burden of seasonal flu. It is widely
recommended for individuals six months and older to prevent severe illness, hospitalization, and
death, particularly in high-risk populations such as the elderly, immunocompromised individuals,
and young children. Despite its widespread use, the flu vaccine remains the subject of much
contention, particularly regarding its variable effectiveness, potential unintended consequences,
and gaps in research.

For access to the full section, please go to www.theshotbook.com and order your copy today.

Final thought on individual vaccines

In his book, Vaccines and Your Family, Paul Offit, M.D. writes:

"Parents who choose not to vaccinate their children or choose to delay or withhold
vaccines are taking a risk. It’s not a big risk; in fact, the odds are in their favor. In all
likelihood, their children will not suffer permanent harm or die from an infectious
disease. Polio has been eliminated from the United States; so has rubella. Diphtheria
occurs in only a few people a year. And although measles cases occur every year in
the United States, and we witnessed significant measles epidemics in 2015 and 2019,
no one died."

At this time, I agree with Offit’s assessment, though I would add that circumstances can
change quickly—which, as you may recall, they did in 2019 Samoa. Herd immunity, while
effective, is not guaranteed indefinitely, especially if vaccination rates decline.

Offit is quick to point out: "So what’s the harm of not vaccinating? The fact is that every
year vaccine-preventable diseases still kill children in the United States." Again, I agree.
There is an unequivocal risk inherent to not vaccinating. Vaccine-preventable diseases,
while rare in the U.S., can and do cause harm.
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Offit goes on to suggest:

"Choosing not to vaccinate is like playing Russian roulette, except instead of having a gun
with five empty chambers and one bullet, it’s a gun with hundreds of thousands of empty
chambers and one bullet. But why take the chance? Why play?"

This is the part where my position diverges from Offit’s. The struggle to balance disease
prevention and safety is, indeed, an ongoing dance. Both vaccinating and not vaccinating carry
certain consequences; each represents a game of Russian roulette that requires us to weigh the
statistical odds. While I appreciate the metaphor, I would submit that parents concerned about
vaccine safety view this same Russian roulette analogy from the opposite perspective. To them,
the same question applies just to the inverse scenario. “Why take the chance?”...except, when it
comes to the game of vaccine-related adverse consequences, these parents wonder whether there
is, in fact, one bullet in a gun with hundreds of thousands of empty chambers or one bullet in a
gun with only one-thousand empty chambers. Yes, for these parents, the vaccine represents the
gun and the potential for severe side-effects, the bullet-and some parents are simply unwilling to
pull the proverbial trigger.



Metals and Vaccines

The individual vaccines are not the only source of questions. Concerned parents also want to
know about the safety of additives—namely metals, such as aluminum. The use of metals in
vaccines remains the topic of ongoing debate. Cynics question whether metals contribute to or
even cause autism, acute reactions, and chronic diseases. Aluminum—which, as a reminder, is a
common adjuvant used to enhance the body’s immune response to vaccine antigens—has garnered
substantial recent attention. Just as parents and health advocates previously questioned the impact
of mercury and lead exposure, today, they question the long-term health implications of injecting
aluminum into our children.

As research illuminated the neurotoxic effects of lead (particularly in children), the levels of
exposure deemed acceptable decades ago are now considered hazardous. Thus, our understanding
of what constitutes "safe" exposure is continuously changing. Similarly, since 2001, thimerosal-a
mercury-based preservative—has been largely phased out of pediatric vaccines in the U.S. due to
apprehension over its cumulative neurotoxicity. Making informed health decisions is predicated
on our recognition of both the role metals play in vaccine technology and the fact that public
health recommendations are constantly refined as new data emerges. This often results in the
reassessment of acceptable risk levels.

For access to the full section, please go to www.theshotbook.com and order your copy today.

Lead

In the early twentieth century, lead was widely used in products like paint, gasoline, and
plumbing. (Of course, this sounds laughable now, but back then, it didn’t). At the time, there were
no federal regulations in place governing lead levels in the environment or consumer products.

In 1971-after growing evidence linking lead exposure to severe health effects (particularly in
children) including cognitive impairments, developmental delays, and behavioral issues—the U.S.
passed the Lead-Based Paint Poisoning Prevention Act, restricting the use of lead-based paint in
federal housing. In 1970, when it had been identified that lead in gasoline was a major contributor
to environmental contamination, the U.S. passed The Clean Air Act, resulting in the phased
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reduction of lead in gasoline starting in 1973—with a full ban on leaded gasoline for on-road
vehicles by 1996. In 1986, the Safe Drinking Water Act established standards for lead in public
drinking water systems, limiting the allowable concentration of lead to 50 parts per billion in tap
water. In 1991, under the Lead and Copper Rule, the U.S. Environmental Protection Agency
lowered the maximum allowable level of lead in drinking water to 15 ppb.

Current regulations aim to eliminate or drastically reduce lead exposure in consumer products, air,
water, soil, and paint, with particular attention to protecting vulnerable populations like children.
In stark contrast to the early 1900s, today, the dangers of lead are common knowledge. This
points precisely to the way scientific advancements have the power to shift our perception of
safety.

Mercury/Thimerosal

For access to the full section, please go to www.theshotbook.com and order your copy today.
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Aluminum

Congratulations! You’ve made it through the semi, okay, maybe very boring science lecture and
arrived at the highly anticipated, juicy topic you really came for—-aluminum. The safety of
aluminum is complex. We are exposed to aluminum from a myriad of sources, including food,
water, medications, cosmetic products, and vaccines. The average daily dietary intake of
aluminum for adults, whether from foods, water, or food additives, is estimated to be between 1
and 10 milligrams (mg).

For access to the full section, please go to www.theshotbook.com and order your copy today.
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Misinformation, Transparency, and Trust: Rethinking Vaccine Communication in an Era
of Doubt

“I'm generally pretty pro-rolling out vaccines. I think on balance the vaccines are more positive
than negative. But I think that while they were trying to push that program [Covid-19 vaccine roll
out], they also tried to censor anyone who is basically arguing against it. And they pushed us
super hard to take down the things that were honestly, were true. Right, I mean they basically
pushed us and said anything that says that vaccines might have side effects, you basically need to
take down.*

-Mark Zuckerburg

“The counter to misinformation is better information.”

-Elon Musk

As a pediatrician alarmed by the rate of chronic disease and as a parent, I don’t believe it serves
my patients or any child to follow silently in lock-step with an equivocal narrative. As a scientist
and physician devoted to the well-being of his patients, I feel it is my moral compunction to ask
questions—because my pursuit of knowledge did not end with my medical training.

Before diving in, let’s define some of these tantalizing buzzwords that are indiscriminately
applied to any conversation or information—specifically relating to vaccines—that deviates from
the sanctioned narrative (and that I will, no doubt, be accused of “perpetuating”):

1. Vaccine hesitancy. The reluctance or refusal to vaccinate despite the availability of

vaccines, often stemming from concerns about vaccine safety, efficacy, or
necessity.

2. Misinformation, False or misleading information that spreads without malicious
intent, often due to a misunderstanding or lack of comprehensive knowledge.

3. Disinformation. Deliberately spreading false information with the intent to deceive
or manipulate public opinion, often exacerbating the public's concerns and fueling
hesitancy.

4. Malinformation.The spread of truthful information that is shared with the intent to
harm, manipulate, or mislead people. In contrast to misinformation or




disinformation, which involve false or deceptive content, malinformation presents
facts in a context designed to cause unnecessary fear, outrage, or distrust. For
example, sensitive data, such as details about medical risks of a vaccine or medical
product, may be viewed by some as malinformation and consequently censored.
On social media, malinformation is often demoted or suppressed not because it is
untrue, but because it challenges popular narratives or sparks controversy. This
suppression can create a chilling effect, discouraging open dialogue and preventing
people from accessing critical information that might influence their decisions. In a
landscape where algorithms prioritize popularity, important but uncomfortable
truths are often sidelined, leading to an incomplete public understanding of
significant issues.

The problem with maligning and censoring people who question the narrative is twofold: first, it
does not stop them from questioning; second, it actually validates their skepticism (i.e. why
would anyone actively silence reasonable questions unless they seek to hide the answers?)

We cannot continue to dismiss information as “misinformation,” “disinformation,” or
“malinformation” simply because it does not neatly fit within the confines of the settled narrative.
Clearly, the current strategy isn’t working. People are now more vaccine-hesitant than ever. This
isn’t so much a product of “misinformation” or “disinformation.” Rather, I believe it to be the
unfortunate result of a burgeoning distrust of a pharmaceutical industry that has engaged in
deceptive practices from which it has massively profited at the expense of public health.

For instance, in 2007, Purdue Pharma, LP paid out one of the largest fines ever levied at the time,
634 million dollars, against a pharmaceutical firm for misleading the public about how addictive
the drug OxyContin was compared to other pain medications. In 2012, GlaxoSmithKline, LLC
pled guilty for unlawfully promoting prescription drugs and failing to report safety information.
This settlement came out to $3 billion. In 2009, Pfizer entered into a $2.3 billion settlement as a
result of the false promotion of Bextra Valdecoxib Tablets, Geodon Capsules, Lyrica Pregabalin,
and Zyvox. Pfizer faced allegations of paying kickbacks and submitting false claims to the
government.

For access to the full section, please go to www.theshotbook.com and order your copy today.
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Vaccines and the Perception of risk

“There is no greater warrior than a mother protecting her child.”
-N.K. Jemisin

I am deeply fascinated by the way we reconcile two ostensibly contradictory propositions: we
rationalize giving vaccines to infants, which contain substances such as aluminum salts,
formaldehyde, and polysorbate 80 (among many others)—compounds that would likely give
many parents pause if included in a list of food ingredients. A few vaccines, including influenza,
contain ovalbumin (a protein derived from eggs). Yet, we advise against feeding babies solids
before six months, following guidelines that suggest their digestive systems aren't ready for any
food.

Highlighting this paradox is the following thought-provoking anecdote: a person, let’s call her
Jane, contacted Poison Control claiming a child she knew, let’s call him Henry, may have
ingested some aluminum and mercury. Alarmed, the Poison Control agent suggested that Jane
immediately rush Henry to the emergency room. After a several minute conversation, the agent
established that Henry had not ingested these ingredients orally, but through a vaccine. The agent
was no longer concerned; the agent no longer suggested that Jane rush Henry to the emergency
room or that Jane seek any medical intervention for Henry. This story makes a salient point:
orally ingesting these compounds may feel alarming. However, when these very same ingredients
are injected into our bodies, we respond quite differently. Surely, the medical community will be
quick to point out that most vaccines contain only trace amounts of aluminum and mercury,
which in such small doses have been found to have no adverse consequences. (More on this later).
While the level of alarm is, indeed, proportional to the amount of aluminum or mercury ingested,
in this scenario, the Poison Control agent was alarmed by the mere notion that Henry may have
orally ingested aluminum or mercury in any amount.

Often, we get the impression that vaccines are entirely without risk—particularly given that they
are routine in childhood. Historically speaking though, a number of vaccines previously deemed
“safe” were subsequently pulled from the market due to safety concerns. Just by way of example,
the DTP vaccine (diphtheria, tetanus, and whole-cell pertussis) was widely used in the mid-20th
century and became the standard prophylaxis against these diseases. Introduced in the 1940s, the
DTP vaccine was highly effective in reducing pertussis (whooping cough) cases. By the 1970s
and 1980s, concerns about the safety of the whole-cell pertussis component (wP) began to arise,
leading to a shift in vaccine recommendations.

The component in the DTP vaccine contained killed (meaning, inactivated) Bordetella pertussis
bacteria, which triggered robust immune responses. It was also accompanied by a high rate of
adverse effects. Studies revealed that one in three children vaccinated with the DTP vaccine
experienced mild side effects, such as fever, irritability, and redness or swelling at the injection


https://www.azquotes.com/quote/708130?ref=protecting-children
https://www.azquotes.com/quote/708130?ref=protecting-children
https://www.azquotes.com/author/19060-N_K_Jemisin

site. More disconcerting were the reports of severe, albeit rare, side effects, including very high
fever and persistent crying (occuring in up to one in 1,000 doses), febrile seizures associated with
high fever (noted in one in 1,750 doses), and Hypotonic-Hyporesponsive Episodes (HHE), in
which the child appeared pale, limp, and unresponsive (observed in one in 1,000 doses).

For access to the full section, please go to www.theshotbook.com and order your copy today.
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Exemptions

The growing concern around childhood vaccines has led many parents to seek vaccine
exemptions. There are three primary types of vaccine exemptions used across various regions in
the United States, each allowing individuals to forgo otherwise required vaccination for specific
reasons:

1. Medical Exemptions: These are granted when a person has a health condition that
contraindicates vaccination, such as severe allergies to vaccine ingredients,
immunodeficiencies, or a history of adverse reactions to vaccines. Medical exemptions
require documentation from a licensed healthcare provider, and are typically the most
accepted exemption across states and countries.

2. Religious Exemptions: This type allows individuals to opt out of vaccinations based on
sincerely held religious beliefs that oppose immunization. Documentation requirements

vary by region. Some areas may request proof of authenticity or verification from a
religious leader, while others accept self-attestation.

3. Philosophical or Personal Belief Exemptions: These exemptions are based on personal or
philosophical objections to vaccination, which are not rooted in religion or medical
reasons. They are the broadest and most variable category, available in some U.S. states
but restricted in others (particularly for mandatory school vaccinations), as they tend to
face higher scrutiny in public health policy.

These exemptions differ widely by jurisdiction. Although some areas allow all three, others
restrict or eliminate specific categories, particularly during outbreaks or in settings with
vulnerable populations.

Medical exemptions

In recent years, obtaining a medical exemption has become increasingly difficult for many
parents, particularly in states like California, where strict laws and increased scrutiny have
drastically altered the landscape. In some states, such as California, the pendulum has swung so
far in one direction that even doctors who genuinely believe a child qualifies for a medical
exemption are, at times, reluctant to write one due to the potential professional ramifications.

In 2019, California passed SB 276 and SB 714, which require doctors to submit all medical
exemptions to a state database. If a physician writes more than five exemptions in a year—
notwithstanding the legitimacy of those exemptions—he or she must automatically face a
mandatory review by the state health department. This has (perhaps intentionally) had a chilling
effect; physicians now fear potential investigations or losing their medical license if their
exemptions are deemed inappropriate by state regulators. Consequently, many doctors, even those
acutely familiar with their patients’ medical histories, are hesitant to write any exemptions—



leaving parents feeling helpless. Frequently sharing their frustration with me are parents who have
contacted multiple doctors, only to learn that none are willing to so much as discuss exemptions.
Often, these parents have children with complicated medical histories that, in their view, should
qualify for exemptions. I have spoken with parents who feel their child has suffered from a severe
reaction to a vaccine. However, given the lack of definitive proof that the reaction resulted from
the vaccine (something rarely provable), the child is required to obtain further vaccines to attend
school.

Parents of children with complex neurological conditions—such as seizure disorders—have
confided in me that they are unable to procure an exemption. Well aware of the dangers that
accompany Diphtheria, Tetanus, and Pertussis, these parents nonetheless feel the risks posed by
the DTaP vaccine (including the risk of seizure, which is included among the list of rare, but
possible side-effects on the DTaP insert) outweighs the benefits the vaccine offers. The physician
caring for a child who suffers from seizures may agree that the child should be exempt from
receiving the DTaP vaccine. Yet, the physician may feel constrained by the legal consequences or
threat to his or her livelihood and, therefore, decline to write an exemption. Are parents
reasonably justified in declining to give a child afflicted with seizures a vaccine that has been
known to cause seizures?

With zero appreciation for this child’s unique medical history, the Medical Board may conclude
that this child’s condition does not meet the criteria for an exemption. Despite the fact that these
parents have intelligently weighed and assessed the known risks for their child, they are unlikely
to receive an exemption in California or any other jurisdiction that imposes Draconian penalties
on physicians who write them. Is this right or wrong? While there may be arguments in favor of
and in opposition to these parents’ position, I believe these parents should have the right to make
this difficult medical decision on behalf of their child. As the DTaP vaccine may cause seizures, a
child afflicted by a seizure disorder has a small, but increased risk of experiencing seizures.
Should this not qualify for an exemption if the parents seek it?One mother shared with me that her
youngest child experienced a severe cardiac reaction after receiving a routine vaccination. The
child’s heart rate was so fast, she was rushed to the ER where she was diagnosed with
supraventricular tachycardia, with a heart rate over 200. (Just so we’re clear, this is really high). A
few hours later, the symptoms subsided. Nevertheless, despite the conspicuous timing, it was not
labeled a vaccine reaction. Two months later, this family, who had always followed the regular
vaccination schedule without questioning vaccine safety, found themselves in a difficult position.
Their pediatric office had a policy of dismissing patients who did not adhere to the CDC's vaccine
schedule. Reluctantly, and after a reassuring consultation with their pediatrician who affirmed the
safety of continuing vaccinations, they proceeded to vaccinate their child.The child experienced
the same symptoms. Yet, the child was sti// not given the diagnosis of a vaccine reaction by the
ER or her primary doctor. Now deeply distressed by their child's serious reactions that resulted in
two emergency room visits, this family sought to pause further vaccinations until the child was
older. They requested a vaccination exemption from their doctor but were denied. They were



informed that if they decided against continuing with vaccinations, they would need to find a new
medical practice, even though they were not opposed to vaccines and had an older child that was
fully vaccinated. After hearing this story (and so many like it), I was heartbroken. Sadly, this
family was unable to secure an exemption for further vaccines. Opting not to further vaccinate
their child, they were forced to homeschool her.

Yet another parent, whose child was diagnosed with a complicated combination of autoimmune

disorders, recounted to me that her child was denied an exemption—this, despite not only the fact
that multiple specialists agreed vaccinations could exacerbate the child’s condition, but that the

mother, herself, had a history of severe vaccine reactions as a child.

For access to the full section, please go to www.theshotbook.com and order your copy today.

Religious Freedom and Vaccines: Should Schools Allow Religious Exemptions?

One of the most contested issues in the vaccine debate is whether schools should allow religious
exemptions. Although I am married to an attorney, I am not, myself, one. I am not qualified to get
into the legal complexities of religious freedom, nor is this the appropriate place to do so. I will,
however, note that the First Amendment to the U.S. Constitution explicitly states, in relevant part:
“Congress shall make no law respecting an establishment of religion, or prohibiting the free
exercise thereof.”

For access to the full section, please go to www.theshotbook.com and order your copy today.
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Personal Belief Exemptions: A Question of Fair Consideration

Much like religious belief, personal belief exemptions are a contentious topic, particularly in the
context of public health. Personal belief exemptions raise important ethical and philosophical
questions about individual rights and respect for deeply held values. For example, vegans and
those with certain religious or ethical beliefs often point out that some vaccines contain
ingredients derived from animals, such as gelatin, which is sourced from the skin and hooves of
pigs. For those who strictly avoid animal products or pig-derived products, using these vaccines
may pose a moral dilemma.

In most other areas of life, society tends to accommodate such beliefs. For instance, dietary
preferences or restrictions are widely respected, whether in schools, hospitals, or public
institutions. Yet, when it comes to vaccines, these personal beliefs are often dismissed in favor of
public health priorities. While the collective good of vaccination cannot be understated—this
dismissal can lead to a sense of marginalization among those who feel their ethical concerns are
not being heard.

The debate over vaccine exemptions and their impact on disease outbreaks is, of course, like all
other conversations around vaccines, nuanced, with research offering insights on both sides. A
JAMA study published in 2016 showed that states allowing personal belief exemptions had higher
rates of measles and pertussis outbreaks compared to states with more stringent vaccine policies.
The study found that areas containing high exemption rates often had clusters of unvaccinated
individuals, creating pockets where herd immunity was insufficient. For example, in California,
before the state removed personal belief exemptions in 2016, clusters of unvaccinated children
contributed to the 2014 measles outbreak which originated at Disneyland. These findings, which
are supported by common sense, suggest that in areas with many unvaccinated children, disease
transmission is more likely.

For access to the full section, please go to www.theshotbook.com and order your copy today.
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Vax vs Unvaxed ethics

Given the undeniable health implications, vaccines must undergo rigorous safety efficacy testing.
The medical community and vaccine manufacturers maintain that existing testing protocols
adequately assess the risks and safety of vaccines. However, critics contend that the use of non-
inert placebos in the control group (in combination with the administration of other vaccines),
leads to self-serving findings which neglect to properly identify risks.

Are we doing it right? Is the current approach really the best approach?

The issues with the existing methodology are manifold. A number of vaccines on the current
CDC schedule were initially tested at a time when we did not demand the same rigorous standards
we do today. As you may recall, in the chapter, “What is the Bottom Turtle Standing On?” we
discussed the implications of testing vaccines against non-inert placebos. To briefly refresh your
recollection (because yes, that was many, many chapters ago), when another therapeutic or
vaccine exists, a new vaccine will be tested against it, as opposed to an inert placebo.

Although I will not rehash the studies detailed in previous chapters, I will, just by way of
example, remind you that the MMR Il vaccine was tested against the original MMR vaccine,
which was tested against the original Measles and Rubella vaccines individually. This, of course,
presumed that the original vaccines did not carry their own safety risks. Most of the children also
received the other vaccines recommended at that time, such as DTP and Polio—further
convoluting the results. This does not automatically render the MMR 1I vaccine unsafe. Yet, the
fact that the comparator vaccine was not tested against unvaccinated children calls into question
whether researchers were in a position to ascertain the actual risks associated with the MMR 11
vaccine. When Prevnar was first tested, no other Pneumococcal vaccine existed. Ordinarily, this
would mean that the control group should receive an inert placebo. In the Prevnar study, that was
not the case, though. The placebo group received the Meningococcal vaccine.

Ethical considerations subsequently imposed on medical research now require participants in the
control group to receive not only the current recommended standard of care vaccine, but all
vaccines on the schedule. The Belmont Report provides the framework for ethical research in
human subjects, emphasizing three fundamental principles: respect for persons (autonomy),
beneficence, and justice. Conducting a study that involves withholding vaccines is believed to
violate the principles of beneficence (doing good) and justice—particularly if the population left
unvaccinated disproportionately includes vulnerable groups. Modern ethical standards in research
focus on minimizing harm while ensuring scientific validity.

You see the conundrum here, right? Most of the vaccines that we use today were not tested
against inert placebos. However, ethical considerations now preclude us from testing vaccinated



individuals against unvaccinated individuals to ascertain whether vaccines are #ruly safe in their
own rights. (For most vaccines, all we know is that studies showed no increased risk relative to
the non-inert placebo). We are stuck. And we are being told that the ostensibly obvious solution is

not a viable one.
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The Complex Landscape of Vaccine Safety and Long-Term Implications

“Medical science has made such tremendous progress that there is hardly a healthy human left.”
-Aldous Huxley

For access to the full section, please go to www.theshotbook.com and order your copy today.

Still, the scientific community widely rejects the notion that vaccines cause or contribute to
chronic disease or other maladies. Urging us to perhaps consider otherwise are the Institute of
Medicine's (IOM) reports spanning over two decades. In the 1990s, Congress asked the IOM to
assemble independent physician committees to review the medical literature for scientific
evidence of a causal relationship between childhood vaccines and immune and neurological
dysfunction. Between 1991 and 2013, the IOM published a series of reports on evidence for
adverse effects of vaccines, confirming: “Vaccines can and do carry risks for complications that
can be greater for some individuals than others and may lead to chronic brain and immune system
damage or death.”

In 1991, 1994 and 2012, IOM committees published reports finding that the following health
problems are causally related to vaccination:

Acute encephalopathy (brain inflammation)

Chronic Nervous System Dysfunction (brain damage)

Anaphylaxis (whole-body allergic reaction)

Febrile Seizures (convulsions with fever)

Guillain-Barre Syndrome (peripheral nerve inflammation)

Brachial Neuritis (arm nerve inflammation)

Deltoid Bursitis (shoulder inflammation)

Acute & Chronic Arthritis (joint inflammation)

Syncope (sudden loss of consciousness/fainting)
Hypotonic/Hyporesponsive Episodes (shock and unusual shock-like state)
Protracted, Inconsolable Crying and Screaming

Vaccine Strain Infection (smallpox, live polio, measles, varicella zoster vaccines)
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e Death (smallpox, live polio, measles vaccines)

In 2012, the IOM published a report that revealed continuing and significant gaps in scientific
knowledge regarding the biological mechanisms of vaccine injury and death-notably, a point
which had been previously made two decades earlier in the 1991 and 1994 IOM reports.
Consequently, the IOM committee could not arrive at any definitive conclusions regarding
causation for many of the reported vaccine reactions involving chronic brain and immune
system dysfunction and even death. Ostensibly, twenty years later, our scientific understanding
of the biological mechanisms of vaccine injury and death remained no less enigmatic.

In fact, for eight routinely used vaccines, including MMR, DTaP, hepatitis B, hepatitis A,
varicella-zoster and meningococcal, the IOM determined there were too few scientifically sound
studies published in the medical literature to determine whether more than 100 serious brain and
immune system problems are or are not caused by vaccines—including diseases such as multiple
sclerosis, arthritis, atopy, allergy, autoimmunity, learning disorders, communication disorders,
developmental disorders, intellectual disability, attention deficit disorder, disruptive behavior
disorder, tics and Tourette’s syndrome, seizures and febrile seizures, epilepsy, lupus, stroke,
SIDS, autism and asthma.

Of course, the IOM’s inability to conclude whether vaccines caused these diseases does not mean
that vaccines do cause these diseases. It does mean that there could be a causal link between
vaccines and long-term, non-specific consequences that may not have been identified in the post-
dosing and post-market surveillance periods. Given the unequivocally serious nature of these
diseases, the possibility that they may in some way be correlated to vaccines deserves serious
scrutiny and stresses the importance of more attenuated, long-term research—preferably through
prospective clinical trials. I know. This is starting to feel like a tennis match. I’'m getting the sense
that conflicting data and viewpoints may just be inherent to the vaccine debate.

For access to the full section, please go to www.theshotbook.com and order your copy today.
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Is there a Link Between Vaccines and Asthma, Allergies, and Eczema?

The previous section broadly explored the possibility of long-term, non-specific adverse vaccine
consequences, and the value of performing additional research. This section will focus more
narrowly on a mere few of many chronic diseases potentially related to vaccines to exemplify the
complexities of and need for long-term research. This approach will provide a detailed
examination of the way vaccines influence health over extended periods, shedding light on the
nuances and challenges inherent to studying vaccine safety and efficacy long-term.

In researching this book, I reviewed and tried to make sense of the vast gamut of vaccine books,
literature, and studies on both sides of the spectrum. Candidly, rather than provide me with the
clarity I sought, it all left me more confused. Whereas one source cherry-picks data to neatly
conform to its chosen narrative, another source cherry-picks different data to conform to its. For
instance, in his book, Paul Offit, M.D. masterfully provides a comprehensive inventory of studies
that show no link between vaccines and long-term chronic conditions, such as asthma and
allergies. In stark contrast (and what feels like entering the Twilight Zone), books authored by
Neil Z. Miller and Robert F. Kennedy, Jr. paint the completely antithetical picture—leaving me
genuinely questioning whether Offit and Miller and Kennedy live in parallel universes. The
arguments presented by each are equally compelling. Of course, their competing and even
contradictory positions cannot both be simultaneously true.

Like a vaccine Goldilocks, my mission was to uncover data that was neither “too hot” nor “too
cold,” but “just right”--the unfiltered truth, free from bias—to get to the bottom of the critical
question: do vaccines cause or contribute to chronic conditions? In attempting to make sense of
this topic, I first looked to statistics and existing scientific research, but quickly realized that the
extensive list of chronic diseases potentially attributable to vaccines rendered it impractical to
cover them all. Instead, I chose to focus on three prevalent chronic conditions to lend some
insight into the relationship between vaccines and chronic diseases.

Those who argue that vaccines cause a bevy of long-term, adverse health consequences, often first
point to the increase in conditions like eczema (Atopic Dermatitis), allergies, and asthma, over the
past decade.

In the past fifty years, eczema rates have tripled. In the 1960s, eczema affected approximately five
percent of children in industrialized countries. Today, it affects around fifteen to twenty percent of
children. In the U.S. the rates of eczema in children rose from 7.9 percent in 1997 to 12.6 percent
in 2018.

Over the past fifty years, asthma rates have significantly increased from about 3.5 percent of U.S.
children in the 1960s to roughly 6.5 percent—reflecting nearly a doubling in prevalence. Globally,
asthma has also seen a rise, particularly in urban and industrialized regions.



The incidence of allergic conditions, including food allergies and hay fever, are climbing as well.
Since the late 1990s, childhood food allergy prevalence has increased by fifty percent. In
England, food allergies among children under five increased from 1.2 percent in 2008 to 4 percent
in 2018. In the 1950s, peanut allergies were almost unheard of. Now, they affect about 2.5 percent
of U.S. children.
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Safety of multiple vaccines on one day?

“There is no upper limit for the number of vaccines that can be administered during one visit.
ACIP and AAP consistently recommend that all needed vaccines be administered during an office
visit. Vaccination should not be deferred because multiple vaccines are needed.”

-Immunize.Org

We’ve all heard the adage, “it’s possible to have too much of a good thing.” Though, in the
opinion of Immunize.org, a website that was developed in consultation with CDC, “there is no
upper limit for the number of vaccines that can be administered during one visit.” According to a
2002 article authored by Paul Offit, and published in Pediatrics, “Each infant would have the
theoretical capacity to respond to about 10,000 vaccines at any one time.” In his 2003 book,
Vaccines: What You Should Know, he professed, “the vaccines given in the first two years of life
are literally a raindrop in the ocean of what infants’ immune systems successfully encounter in
their environment every day”. It turns out that, unlike other good things, such as dessert and
vacation, it is nearly impossible to have too many vaccines. But is this true? Is there a point where
too many vaccines can be administered at a singular visit or cumulatively, spaced out over
multiple visits? Parents grappling with the growing number of vaccines on the recommended
schedule frequently ask precisely such questions.

Too Many Pokes?

Currently, a six-month-old infant visiting his or her pediatrician during the winter season could
receive all of the following vaccines on the same day:

Shot 1: Vaxelis (combines DTaP, Hib, IPV, HepB)
Shot 2: PCV (pneumococcal)

Shot 3: Rotavirus

Shot 4: RSV

Shot 5: Influenza

Shot 6: COVID-19

Yes, you counted correctly: that is six vaccines in a single visit, one of which is a combination
shot consisting of six antigens. These vaccines are designed to, and no doubt do protect against
serious illnesses. The concern lies in balancing protection with a child's immune response to so
many simultaneous shots. Some parents and experts wonder whether spacing out vaccines could
reduce the risk of side effects or better support children’s developing immune systems.

For access to the full section, please go to www.theshotbook.com and order your copy today.
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Are We Doing Enough to Address These Concerns?

As a pediatrician and a parent, I get it: practical considerations support giving multiple vaccines
during a single visit. Newborn parents are already asked to, virtually monthly, make the
harrowing trek to the pediatrician’s office. This is no easy task when every moment of those first
few months revolves around naps, feeding schedules, and basic survival. Leaving the house for an
hour may require a level of packing more ambitious than a two-week European vacation.

Assuming newborn parents overcome this momentous feat and make it to their scheduled
appointment, there is the added financial component. For many, more visits means more co-pays,
which also equates to higher coverage costs for insurance or government-subsidized healthcare.
Packing multiple vaccines into a single visit successfully addresses these issues, but not the
unknowns surrounding cumulative vaccine safety. This leaves a gap in trust for many families,
who are expected to give more shots as new vaccines are added to the schedule.

Most parents do not want their children to contract debilitating or life-threatening diseases. For
these parents, the impetus for questioning vaccines is not rooted in a desire to endanger their
children, but in the primal urge to protect them. This does not mean vaccines are unsafe; it does
mean there is more work to be done to bridge the gap between science and parental concerns.

Until more research is conducted, the question remains: how many vaccines are too many, and
how do we ensure that we strike the right balance for the health and safety of all children? As
physicians, we want to believe we know all there is to know about vaccines, but maybe, just
maybe, we have more to learn. Even with our best intentions, sometimes we can be surprised
with what we find.



RFK vs. Established Medical Authority: Navigating Vaccine Debates
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Autism and Vaccines-The Science is NOT Settled

2

“Current Science shows that no child is autistic as a result of vaccination-it is simply impossible.

Arthur L. Caplan- Professor of Bioethics, Dept of Population Health, Director of Division of
Medical Ethics NYU School of Medicine in the Forward for Peter Hotez’s book, Vaccines Did
not Cause Rachel’s Autism

We’ve arrived at the moment you’ve all been waiting for...(suspenseful music)...autism.

Autism is one of, if not the most controversial topics in the vaccine universe. People are either
convinced that vaccines cause autism or adamant they don’t—and each will die on his or her
respective hill.

When I set out to write this book, I expected to find a wide breadth of studies that would
unequivocally resolve this debate once-and-for-all. I envisioned myself gallantly riding in on a
white steed, cloaked in shining stethoscope and lab coat, to present you with the bevy of high
quality, randomized, controlled studies proving there is no correlation between vaccines and
autism. As much as I covet this image (and using the word “gallant” to describe myself), the
information I will, instead, present is far different than I anticipated. What I found shocked me, as
I suspect it will you. My toddler possesses an impressive flair for hyperbole; I, on the other hand,
am far more pragmatic. In all earnest, this may be one of the most astounding revelations of my
life.

I won’t belabor the point any longer: after extensive, painstaking research, I have determined that
the science on autism and vaccines is...
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SIDS Link: A Century of Controversy
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Bridging the Divide—The Next Big Steps for Vaccine Policy and Public Trust

“You're following where your interest takes you, and your curiosity takes you. And that's not
something you can pre-plan. It's something that happens in the moment. So imagine that you're
focused on your goal of having the most interesting conversation possible and communicating to
the broadest number of people. That's the overarching goal. A spirit arises within you that leads
you on a pathway. That's an investigation into the truth. That's part of that calling.”

-Jordan Peterson

I never planned to write a book about vaccines. Far from it. No, this path wasn’t some calculated
plan or strategic (and maybe Kamikaze) career move. It found me. An unsuspecting passenger
steered through the meandering twists and turns of my life as a physician, husband, and father, I
somehow arrived at this destination. It found me in the exam rooms of my practice, where
concerned parents voiced their fears and frustrations about their children’s health; it found me in
conversations with mothers who, in their tireless search for answers, ultimately longed to be
heard. Each of these moments, and others like them, planted the seeds which ultimately grew into
the call to author this book.

Admittedly, I resisted the idea. Vaccines are among one of the most polarizing topics in modern
times. I had always been keenly aware of the personal and professional repercussions that would
invariably follow my decision to insert myself into the proverbial lion’s den. So I quietly sat by
on the sidelines, shamefully avoiding any mention of vaccines outside the sanctity of my office
walls. However, the more I listened—to parents, moms, the research, and the gaps in our
understanding—the more I understood that I had a role to play in this discussion. My curiosity
and commitment to truth led me kere, because the pursuit of healthy children and informed choice
demanded it. This book isn’t about taking sides or perpetuating division. To the contrary, it is
about provoking thought and uncovering the answers that can and hopefully will bring those on
diametrically opposing sides of the debate to a mutual understanding. Perhaps, I may be overly
naive and optimistic. Then again, I am Canadian.

As I researched and wrote this book, the last several lines of Robert Frost’s poem, The Road Not
Taken, repeatedly echoed through my mind:

Two roads diverged in a wood, and I-
1 took the one less traveled by,
And that has made all the difference.

Every step of the (perhaps less desirable) road I have chosen to travel has been guided by the
spirit of compassion so fundamental to my profession, and the curiosity and commitment to truth
that are indispensable to science. Although even a year ago, I could have never fathomed writing



this book, now, I can’t imagine not writing it. The conversations, the question marks, and the tears
were the inexorable groundswell that led me here...that led us here. My hope is that this book
serves as a healthy starting point—one that guides us toward a deeper understanding of a united
pathway forward—and that it makes all the difference.

A New Path Forward

Yes, idealism, platitudes, and fantasies that entail militant pro and anti-vaxers joining hands to
sing Kumbaya, are all good and fine. But how do we implement changes in a way that strikes the
necessary balance between freedom, accountability, safety, and confidence in vaccines? How do
we dismantle the walls of fear and censorship and, instead, replace them with open dialogue,
independent oversight, and bold actions that prioritize transparency and trust? Because my aim is
not to rabblerouse or merely poke holes in preconceived notions, but to actually provide
constructive solutions, I’ve come up with a roadmap—some practical steps to help us navigate this
new frontier together:

1. Foster Open Dialogue

2. Empower Vaccine-Injured Families

3. Host Public Debates

4. Ensure Data Transparency

5. Establish an Independent Vaccine Commission

6. Launch Large-Scale Studies
7. End Social Media Censorship
8. Evolve Vaccine Messaging

9. Protect Medical Freedom

10.  Respect Personal Choice



Breaking the Silence: Vaccines as a Public Dialogue

For access to the full section, please go to www.theshotbook.com and order your copy today.



http://www.theshotbook.com/

CONCLUSION

“Paradigm shifts don’t happen instantly. It’s the accumulation of evidence that finally discredits
an old paradigm and allows eyes to open to new possibilities.”

-Graham Hancock

So, here we are—the part where we awkwardly stare at each other as though to telepathically
communicate the shared sentiment: “What the f@*k?!” You might have read this book with the
expectation that you would get straightforward answers. Instead, as you make your way through
these final pages, you are left with even more questions, asking: "Yeah, but, what should I do
about vaccines for my child?" You’re likely frustrated with me. I don’t blame you. I'm frustrated
too...not so much with myself, but by the confusing messaging I was spoon-fed and naively
swallowed.

You, like so many others, want answers; you want me to tell you what to do. Maybe you want my
permission to follow a slow schedule or to agree that you shouldn’t vaccinate at all; maybe you
want me to sternly wag my finger in the faces of the vaccine hesitant, and convince them to give
their children all of the vaccines on the schedule, at the times recommended. Sure, I could easily
stand on my medical soapbox and sanctimoniously preach the “all vaccines are perfectly safe and
effective” gospel. From the high and mighty comfort of my board-certified pulpit, I could sternly
recommend that you follow the CDC schedule—and in the same breath remind you that, according
to CDC estimates, between 1994 and 2023, childhood vaccines prevented 1.1 million deaths, 508
million illnesses, and 32 million hospitalizations in the U.S. alone. Or, I could just as easily tell
you that you should never get a vaccine—albeit, that would neither be ethical nor honest. Just as no
doctor should demand you vaccinate without question or exception, no doctor should stop you
from vaccinating. These decisions are yours to make, based on what’s right for your child. The
only vaccine schedule backed by extensive research is the one sanctioned by the CDC. This is the
standard of care that the medical community is bound to recommend. But that doesn’t mean our
conversations should end there. There is room for open dialogue and continued research.

Some will invariably chastise me for straddling both sides. They'll indignantly scoff, “Balance!
What a copout!” Stalwart pro-vaxers will deem me a medical heretic, guilty of promoting vaccine
hesitancy; ardent anti-vaxers will swear I am “murdering babies.” Of course, neither is true. I’'m
used to it, though—and I have a “Troll Joel” folder in my phone to prove it. I am committed to
authenticity and the thoughtful consideration of all valid perspectives. I am not beholden to a
particular side, but only to the health of our children. I firmly believe hyperbole and extremism
have no place in this conversation. No matter whether you perceive vaccines as bad, good, or
somewhere in between, our mutual passion for this topic is fueled by our common desire for
healthy children—we may just have different ideas on the way this is achieved.



When I embarked on the ambitious (or maybe impossible) journey of reconciling the vaccine
paradox, I checked my ego at the door. Along every step of the way, I have been guided by a
quest for truth—for a brighter future. John Lydgate famously said, “You can please some of the
people all of the time, you can please all of the people some of the time, but you can’t please all
of the people all of the time.” Indeed, these words resonate with me. The aim of this book is nof to
please everyone...or for that matter, anyone. The purpose is to comprehensively present the
information so that, by the end of the book, you are in a better position than you were when you
started—so that you have a more confident grasp of the information needed to make informed
choices that are best for your family.

The difficulty lies in the inescapable fact that you, like I, still have unanswered questions.
Although I strived to present the information available to me in the most balanced fashion, the
grim reality is there are so many remaining gaps in the research. For now, you will need to make
the best decisions based on the information you do have. I hope that your frustration is tempered,
even if only slightly, by your newfound understanding of this topic, gleaned from these pages; I
hope that, with the information in this book, you feel a little more equipped, a little more
informed, and a little less alone as you make these important decisions; and I #ope you continue
to ask the tough and important questions to push for more and better answers.

I don’t have a crystal ball, although I wish I did. I can’t tell you whether your child will
experience a severe vaccine reaction or whether your child will be hospitalized with a vaccine-
preventable disease. You are a parent, whose choices for his or her child are made with the
deepest love and care. You are your child’s fiercest advocate and protector, and you are allowed
to trust your intuition and ask questions. While you may feel unsatisfied to finish this book
without a concrete path forward, remember this: you already possess the most powerful tools
needed to make decisions for your child—your instinct, love, and commitment to your child’s
wellbeing.
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As we work towards a healthier future, let’s do so together, with open minds, open hearts, and a
willingness to continue seeking answers for our children. To every parent reading this who feels
stuck between a shot and a hard place, your love, questions, and courage are the galvanizing force
that will shape the path forward and change the world. Keep holding up the flower.



Appendix -Most common questions I get asked in office

This feels like the part of the infomercial where you’re told, “but wait, there’s more!” Yes, for the
price of this book, you get an entire section of frequently asked vaccine questions AT NO
EXTRA CHARGE! In this section, I will share the questions I most often encounter, clarify
common concerns, debunk myths, and provide straightforward evidence-based information to
help parents make informed decisions about vaccines.

1. Which vaccines are actually necessary for me to give my child?

It’s a good question and one I’'m asked at least once a day. Despite its prevalence, I cannot answer
it...nor should any reasonable practitioner. For medico-ethical-legal reasons, I cannot tell you
what to do. I cannot recommend any specific vaccine schedule to you. I don’t know your child; I
don’t know your child’s medical history; I don’t know you. I understand the decision to vaccinate
your child is a monumental one. Nevertheless, it is entirely yours, and yours alone, to make.
Neither I nor any medical professional (or person) can make this decision for you. You must
assess your child’s unique circumstances and make informed choices that best suit your child’s
particular needs.

For access to the full section, please go to www.theshotbook.com and order your copy today.



http://www.theshotbook.com/

2. What are the risks and benefits of a “slow” vaccine schedule?

Although I cannot explicitly advise you that a “slow” schedule is beneficial...or that it is not
beneficial, I can share the risks and theoretical benefits, so that you can weigh them for yourself
against the known benefits of the recommended schedule.

The undeniable benefits of the recommended CDC schedule include:

e FEarly Protection: Vaccines given on the recommended timeline protect infants and

young children when they are most susceptible to infections like pertussis,
measles, and pneumonia.

e Herd Immunity: You contribute to broader community immunity, which is critical
for protecting those who cannot receive vaccines (i.e. immunocompromised
individuals).

e Reduced Office Visits: Minimizing the number of doctor visits for vaccinations
can be less disruptive for families and reduce exposure to infections.

e Compliance with School Requirements: The CDC schedule aligns with school
entry requirements across the U.S., ensuring children can enroll without delays or

complications associated with incomplete vaccination.

e Efficiency and Effectiveness: Adhering to the CDC schedule assures that
vaccinations are administered in a scientifically optimized sequence that
maximizes the vaccine's efficacy and efficiency, and reduces the likelihood of
vaccine-preventable diseases in the community.

When contemplating a slow schedule, you may wish to consider the following risks:

e Delayed Protection: Slower schedules delay immunity, leaving children vulnerable

to serious infections for longer periods.

e Increased Visits: More frequent medical visits for individual vaccines may
increase stress for the child and caregiver, along with exposure to pathogens in
clinical settings.

e Lack of Data: No substantial evidence supports the safety or efficacy of alternative
schedules. Since these schedules are not studied or standardized, potential risks
and long-term effects are unknown.

A slow schedule, whereby vaccines are administered over a more extended period of time than
recommended by standard guidelines, may have its theoretical benefits, though. Despite a lack of
empirical evidence to robustly support these views, advocates believe that spreading out
vaccinations may offer the following perceived benefits:

e Parental Comfort: Spreading vaccines over the course of a longer period may ease
the concerns of wary parents around administering multiple vaccines in a single




visit. This approach may facilitate trust in the vaccination process by aligning with
parental comfort levels and personal beliefs about healthcare.

e Enhanced Observation Period: Parents and healthcare providers may feel they can
better monitor and manage any adverse reactions that occur. This could potentially
identify whether certain reactions are attributable to a specific vaccine.

e Perceived Reduced Immune System Stress: Some proponents of a slow vaccine
schedule argue that fewer vaccines administered at once may lessen what they
perceive as a burden on the child’s immune system. This belief stems from a

concern that multiple vaccinations might overwhelm a young immune system.

e Individualized Scheduling: A slower schedule can be seen as a more individualized
approach, which may be appealing to parents looking for tailored healthcare
solutions that fit their unique concerns or the specific health circumstances of their
child.

e Potential for Increased Healthcare Engagement: When vaccines are spread out,
families may have more frequent contact with healthcare providers, possibly
enhancing overall healthcare monitoring and increasing opportunities for health
education.

3. How do I create a slow schedule?
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4. Are vaccine schedules the same around the world?

When comparing vaccination schedules across different countries, it's evident that while the
majority of nations have similar immunization guidelines, notable variations exist. Most countries
aim to protect against the same preventable diseases, yet the timing, the specific vaccines used,
and the number of doses can differ. The United States, in particular, stands out for having one of
the most comprehensive vaccination schedules, recommending a higher number of doses for
infants and children than many other countries around the world. This approach reflects a
proactive stance in preventing disease early in life but also sparks debate regarding the intensity
and frequency of vaccinations compared to schedules followed in places like Europe or Canada,
where the number of recommended doses might be fewer.
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5. Detoxification from Vaccines: Is There a Need for Imnmune Support and What Are the
Theoretical Benefits?
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6. Do Vaccines Shed and is it dangerous?
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7. Do homeopathic vaccines work and can I give these instead of traditional vaccines?
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8. Should I get tested for MTHFR?
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9. “I’m not “anti-vax” but...”. How do I speak to my doctor about my concerns about
vaccines?

“We are very likely to discover that vaccines have a place but that the technology by which they

are produced is very important and we've made wrong turns.

We've also made an error thinking that we should be vaccinating against any disease for which
we can come up with a useful inoculation and we've also had our mechanisms for testing safety

and effectiveness gamed by people with a perverse incentive because they're making money.

My position. Antibiotics and vaccines are a precious technology that must be deployed very
carefully for benefit to exceed harm and that the Willy-nilly use of antibiotics and vaccines will be

recorded as a great error of medicine.”

Selected excerpts from Bret Weinstein on the Dark Horse Podcast speaking to Author Forrest
Maready of The Moth in the Iron Lung: A Biography of Polio

Bret Weinstien is a brilliant author, speaker and professor. If you read his quote above in
isolation, you might think that is an “anti-vax” statement. Yet, in my experience, more individuals
are questioning the science on vaccines. Parent’s start conversations we me by prefacing the
conversation with, “I’m not anti-vax but”. This is why I think we must reframe how we define
our terms. Patients no longer feel comfortable talking to doctors about vaccines. We need to
rebuild that trust.
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When discussing vaccine concerns with your doctor, it's crucial to approach the conversation with

openness and preparedness. Here are a few suggestions:

1. Be Informed: Before your appointment, gather reliable information about your concerns.
This will help you articulate your questions clearly and understand the responses better.

2. Prepare Specific Questions: Write down specific questions you have about vaccines. This
could be about side effects, the necessity of certain vaccines, or the timing of the
vaccination schedule.

3. Express Concerns Clearly: Clearly state your concerns. For example, if you're worried
about ingredients in vaccines or potential side effects, let your doctor know.

4. Request Detailed Responses: Don’t hesitate to ask for detailed explanations or evidence
supporting their recommendations. A good healthcare provider should be willing to
provide the information that helps you feel informed and comfortable.

5. Seek a Partnership Approach: Express your desire to work together with your healthcare
provider to find the best approach for your child's health.

6. Be Open to Dialogue: Stay open to hearing your doctor's perspectives and explanations.
The goal is to have a constructive conversation that leads to the best outcomes for your
child.

7. Consider a Second Opinion: If your doctor isn’t open to discussing your concerns or if you
feel your concerns are not being addressed adequately, it may be worthwhile to seek a

second opinion from another healthcare provider.

Having a trustworthy healthcare provider who is willing to engage in meaningful conversations
about vaccines can significantly ease your concerns and help you make informed decisions about
your child’s health.



10. What Are the Risks and Precautions If I Choose Not to Vaccinate My Child?
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