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An IMAC response to  
“Investigate before you Vaccinate by Sue Claridge” 
 
Summary 
This book is a collation of articles from the Immunisation Awareness Society, NZ 
newsletters compiled by Sue Claridge, a spokesperson for this organisation.  The 
author claims to present the “other side” of immunisation to assist in the informed 
consent process.  The author raises concerns about vaccine safety, government 
cover-up, conspiracy for profit, alleged silencing of vaccine critics within the medical 
profession and presents a variety of arguments to suggest vaccines are ineffective. 

 
The Immunisation Advisory Centre (IMAC) seeks to provide a brief critique for 
readers of the book.  IMAC agrees with the following points raised by the book: 

• Breastfeeding, good nutrition, sanitation and hygiene have played and will 
continue to play an important role in preventing the spread of infectious 
diseases and in reducing mortality from them. 

• Individuals and/or their caregivers have a right to accurate information to 
make an informed decision about whether or not to vaccinate.  (However, 
IMAC believes this work actually hinders the process by espousing incorrect 
interpretations of the current evidence from orthodox medical literature). 

 
False Claims 
IMAC finds the following claims put forward in the book to be contrary to the overall 
conclusions of current evidence from orthodox medical literature (these are detailed 
briefly in later sections): 

• Doctors who condemn vaccination are silenced. 
• Smallpox vaccination didn’t work. 
• Vaccines overload the immune system. 
• Vaccinations bypass parts of the immune system. 
• Mass vaccination has played no role in the decline of morbidity and 

mortality from infectious diseases. 
• Vaccines are contaminated with toxic chemicals and viruses. 
• Vaccinations don’t work and herd immunity is a myth. 
• Vaccinations are unsafe. 
• Pharmaceutical companies, the government and the medical profession 

conspire together for profit. 
• Unvaccinated children are healthier. 
• Homeopathic immunisation prevents illnesses. 

 
Claridge recommends reading materials and websites from a number of 
Complementary and Alternative practitioners, as well as professionals trained in 
orthodox medicine who choose not to practice some aspects of conventional 
medicine, including vaccination.  There are a number of common concerns raised by 
these groups which are concisely and thoroughly addressed in the New Zealand 
Immunisation Handbook 2006, ch20 “Vaccination questions and concerns”. 
http://www.moh.govt.nz/moh.nsf/pagesmh/4617/$File/2006-20questions.pdf
 
In summary, while the author presents some valid points in this book, IMAC is 
concerned about the misleading nature of many of the claims that, in our opinion, are 
not supported by the overall conclusions from the evidence presented by orthodox 
medical literature. 
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Throughout this article, links to personal accounts of vaccine-preventable diseases 
are also provided. 
 
Breastfeeding 
 
Breastfeeding is a well-established preventative intervention for providing infants with 
protection against a variety of infectious diseases including diarrhoeal illnesses, 
respiratory tract infections, otitis media, urinary tract infection, neonatal septicaemia 
and necrotizing enterocolitis (1).  Breastfeeding may also provide passive immunity 
to vaccine preventable diseases such as Haemophilus influenzae type B(2) and 
measles(3).  Factors in breast milk may enhance the immune response to both 
vaccination and natural infection.  However, the immunity acquired by breastfeeding 
is a passive transfer of antibody (provided the mother has developed antibodies and 
they are secreted in the breast milk) that demonstrates a tendency to decay more 
rapidly relative to the active immune response created by natural infection or a 
primary course of infant immunisation(4). 
 
Informed consent 
 
IMAC agrees with Claridge that the decision to vaccinate should be a decision based 
on informed consent as consistent with the Health and Disability Commissioner’s 
Code of Rights(5).  Informed choice, however, can only be made on the basis of 
accurate information.  For the reasons outlined below and in subsequent sections, 
“Investigate before you Vaccinate” does not provide a consumer with accurate 
information and therefore hinders the informed consent process. 
 
It is important to note that one study or observation does not prove anything in itself, 
but adds to the overall body of evidence, much as one tree adds to a forest.  An 
examination of the overall body of evidence is required to ascertain an accurate view 
of current medical understandings.   For example, a few studies suggested 
vaccination might be associated with asthma.  However, a number of other large 
studies, including a review and a large cohort study found no evidence of a link.  
Chance and methodological problems with these few studies may allow for a link that 
was not there.  When one looks at the evidence as a whole it doesn’t support a link 
between asthma and vaccination(4).  If we then say that vaccination causes asthma, 
this is not a true representation of the overall conclusions of the evidence available 
from the medical literature, and therefore does not help a patient or caregivers make 
an informed decision. 
 
Vaccination critics 
 
Claridge complains that “the standard response to any criticism of vaccination is to 
silence the dissenters.”   
 
Many scientists are employed in academic positions, and an important part of their 
responsibilities is to examine and critique the validity and accuracy of research 
findings. A recent example of appropriate scientific research leading to action is that 
of the withdrawal of a rotavirus vaccine.  When the flag was raised by doctors and 
researchers showing a potential problem with the vaccine it was promptly withdrawn 
from the market (6). There are many examples of funded studies questioning the 
safety of vaccines being published and also a significant amount of active research in 
the area. 
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Smallpox vaccination 
 
Claridge argues that “Jenner was faced with clear evidence that vaccinated people 
still contracted smallpox despite having been vaccinated” to imply that efforts to 
eradicate smallpox by vaccination did not work.   
 
The actual facts are not as simplistic.  The vaccine did induce immunity in most 
subjects, although this persisted for only 5-10 years.  A number of countries were 
therefore required to use a ring re-vaccination strategy to contain smallpox and 
prevent its re-establishment in the community.  Notably, however, ring vaccination 
only was used in parts of Africa and yet the disease was still eliminated.  It is also 
widely accepted that there were a number of severe adverse reactions related to 
smallpox vaccination, but in the context of the time, the risks of smallpox outweighed 
the risks of vaccination(7).  
 
Contrary to the author’s claims, historical and medical data attest to the effectiveness 
of vaccination in the elimination of smallpox. 
 
Vaccines and the Immune System 
 
According to Claridge, “there has been concern that vaccines overload the immune 
system.”  There is no evidence to support this claim. Vaccines do not “overload” the 
immune system, which is very capable of responding to a great many foreign 
organisms all at once, many times more than are found in vaccines(8,9).  From the 
moment you are born you are exposed to thousands of organisms, and continue to 
be exposed on a daily basis.  Vaccines are used for only a few potentially severe 
organisms.  
 
Conventional vaccines are not responsible for “skewing” the immune system by 
“suppressing” the cellular arm of the immune system.  It is important to remember 
that a specific immune response (its qualitative and quantitative profile) is generated 
against a particular challenge (hence specific).  Conventional viral vaccines do not 
suppress the cellular arm of the immune system(10).  This is further supported by a 
study using MMR vaccine which found Interferon-gamma was the principal cytokine 
produced after primary measles immunisation, suggesting primary measles 
immunisation induces predominantly a TH1 (cellular) type response(11).  
 
It is interesting to note also, that although more vaccines have been added to the NZ 
immunisation schedule, technological changes have actually reduced the total 
number of antigens an individual is exposed to by vaccination(12). 
 
Vaccinations bypass the immune system. 
 
The author believes that “vaccination ignores thousands of years of evolutionary 
wisdom and does what nature would never allow  - provides viruses and 
bacteria…with direct access to the bloodstream.”   Firstly, the content of the vaccine 
is delivered to the skin (intradermal or subcutaneous), muscle (intramuscular) or 
gut(oral).  Secondly, the immune system is quite capable of dealing with intruders 
wherever they occur(12).  For example, an attenuated measles vaccine is injected 
into the skin, yet produces a response that protects an individual from natural 
infection via the airways(4).  Vaccines produce an immune response using the same 
chemical pathways as natural infection, even if the response is not as broad as 
natural infection(13). 
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Vaccination and its role in preventing infectious disease. 
 
IMAC agrees with Claridge that environmental and host factors (nutrition, hygiene, 
sanitation, socioeconomic disparities), etc., will affect the individual’s response to 
infection.   
 
Evidence from orthodox medical literature would agree that there are a number of 
host and environmental factors that influence infectious disease mortality and 
morbidity.  For example, changes in standard of living, including provision of 
sewerage, limits the spread of infections via the faecal-oral route, for example, rates 
of childhood exposure to hepatitis A virus are lower in countries with developed 
economies than in countries with developing economies, as can be demonstrated by 
the epidemiologic changes in parts of Brazil as hygiene improved(14).  (Ironically, 
vaccination against hepatitis A may now be more “necessary” since a greater 
proportion of the adult population will not have been infected with hepatitis A during 
childhood and are therefore at increased risk of fulminant liver disease if they 
contract hepatitis A as an adult..) 
 
Adequate nutrition is important in the reduction of morbidity and mortality due to 
infection, for example vitamin A deficiency and measles.    The Australian College of 
Paediatrics also supports the use of vitamin A supplementation in New Zealand and 
Australian infants hospitalized with measles when there is pre-existing marginal 
nutrition or vitamin A deficiency in the patient or their community, as well as for older 
patients with certain medical conditions(15).  Deficiencies of micronutrients, including 
selenium and vitamin C, may predispose to infection.  What the authors neglect to 
mention is that the current evidence demonstrates alteration of immune system 
parameters due to micronutrient deficiency for the most part in the context of protein-
energy malnutrition (16,17).  It would be difficult from current evidence to generalise 
this to individuals within countries with developed economies such as New Zealand, 
where protein-energy malnutrition is rare.   

 
Changes in the standard of living have undoubtedly reduced the incidence of, and 
complications from, infectious diseases, but it would be difficult to conclude from 
current evidence that these improvements alone are responsible for the dramatic 
reduction in infectious disease rates.  Despite the relatively well-developed 
infrastructure in New Zealand (housing, sewerage, etc.) measles has not been 
eliminated and epidemics still regularly occur(4).  Mathematical modeling from a 
mass immunisation campaign in New Zealand suggests that mass vaccination 
prevented 90-95% of cases during the last measles epidemic(4). 
 
It is clear, therefore, that a number of factors affect immune response to infectious 
organisms and can have marked effects on infectious disease morbidity and 
mortality.  Therefore orthodox medical opinion would support the use of socio-
environmental and lifestyle modification for the prevention and control of infectious 
diseases.  It must be noted, however, that the above phenomena are risk rather than 
causative factors for infectious disease, and that strategies to address the above 
factors are highly unlikely in themselves to provide individuals with specific immunity 
to certain infectious agents or prevent the circulation of an organism within a 
community.  Vaccination has the potential, and in some cases has demonstrated the 
ability, to offer both. 
 
 
Vaccinations, contamination and vaccine components. 
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Claridge argues that components in vaccines include compounds that cause vCJD, 
SV40 virus, and an avian retrovirus.  She also argues for the toxicity of vaccine 
components such as thiomersal, aluminium, formaldehyde and 2-phenoxyethanol. 
 
According to the author, foetal calf serum used in cell cultures to develop vaccines 
predisposes to the development of vCJD (mad cow disease).  For vaccines that use 
material from cows as part of the production process, the manufacturer must satisfy 
licensing authorities that it is using material from a BSE(Bovine Spongiform 
Encephalopathy)-free area(4).  Also, if vaccines caused vCJD, we would expect 
cases to be distributed worldwide, reflecting vaccination distribution.  Instead, vCJD 
cases are almost entirely restricted to the UK(18). 
 
The author also suggests that vaccines are contaminated with harmful viruses, 
including SV40 virus.  Some polio vaccine batches in the 1950’s and 1960’s may 
have been contaminated by SV40 virus.   Since 1963, manufacturing processes have 
eliminated this virus as a contaminant(4).  Long-term follow-up of a vaccinated cohort 
exposed to SV40 virus has not demonstrated an increased rate of cancer(19).  The 
reverse transcriptase enzyme that allegedly came from an avian virus was 
subsequently found to be from the chick cells the vaccine virus was grown on(20). 
 
The safety of both thiomersal and aluminium has been examined and established: 

• Aluminium levels in vaccination do not exceed currently accepted safe 
levels in humans.  Humans absorb more aluminium from the food 
chain than vaccination.  The aluminium from vaccines appears to be 
excreted soon after vaccination(21). 

• Thiomersal - a previous IMAC publication thoroughly addresses the 
safety of thiomersal (no longer used in childhood vaccinations in New 
Zealand).  This document can be downloaded at 
http://www.immune.org.nz/?t=721 . 

 
Claridge also raises concerns about vaccine residues and preservatives.  2-
phenoxyethanol is used to preserve some vaccines.  There is no evidence to suggest 
that it poses a risk to children. It is also commonly used in cosmetics, baby care 
products, eye and eardrops and aromatherapy products to protect against 
contamination.  Formaldehyde is used in the manufacturing process of some 
vaccines.  It is not part of vaccine contents, however there may be traces remaining 
in the final product at a level of 27 parts per million(13).  
 
Vaccine effectiveness and herd immunity 
 
According to Claridge, “there are numerous studies which have established that 
outbreaks of disease have occurred in highly vaccinated populations worldwide.”  
She then chooses pertussis as an example.   

 
Using the example of the acellular pertussis vaccine some simple arithmetic will 
demonstrate the presence of a relationship between vaccine effectiveness, 
immunisation coverage and infection.  Taking the pertussis vaccination as an 
example and using an effectiveness figure of 85% for convenience (the actual figure 
for the vaccine used in New Zealand is 84% after completion of the 3-dose primary 
series(22)), imagine a group of 100 children.  If 60% of children are given a pertussis 
vaccine that is 85% effective, then: 

 
• 51 of the 100 children will be immune (60 x 85%) 
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• 49 will be non-immune 
o 40 who are not vaccinated 
o 9 because of vaccine failure 

 
Therefore 18% (9 out of 49) cases of pertussis could conceivably occur in fully 
vaccinated children.  If the proportion of vaccinated children is changed to 90%, then: 

• 76 of the 100 children will be immune (90 x 85%) 
• 24 will be non-immune 

o 10 who are not vaccinated 
o 14 because of vaccine failure 
 

Now, 58% (14/24) cases of pertussis could conceivably occur in fully vaccinated 
children.  More of the population as a whole is immune to pertussis in the scenario 
with higher vaccination coverage, even though most cases occur in the vaccinated 
group.  The logical conclusion that can be drawn from this analysis is not that 
pertussis vaccination does not work, but that as vaccination rates increase a greater 
proportion of cases are seen in those fully vaccinated.  
 
Again, Claridge uses similar arguments concerning measles vaccination.  It is 
interesting to note that in New Zealand, mass vaccination against measles has: 

• increased the time interval between epidemics(23) and, if immunisation 
coverage is high enough, mathematical modeling suggests epidemics would 
not be triggered in the first place(24) 

• been shown to reduce the last epidemic that occurred in New Zealand in 
1997(25) 
 

It must also be noted that US data finds that secondary vaccine failure for the MMR 
vaccine used in New Zealand (correctly administered) is rare, if it exists at all(26). 
 
The concept of herd immunity is also unfairly attacked as a “medical unicorn”.  It can 
be demonstrated, however, that the herd immunity phenomenon existed and was 
responsible for the eradication of smallpox, and is theoretically possible for measles if 
sufficient vaccination rates can be maintained(26).   
 
On the basis of current evidence, however, the author is correct in stating that mass 
BCG vaccination is not tenable in New Zealand.  This is no longer practiced in New 
Zealand.  A case can be made for selective BCG immunisation under some 
circumstances(27,28).  
 
Concerning Hepatitis B vaccination, the author claims “the rationale for vaccinating 
babies against hepatitis B is their accessibility” and implies that most New Zealand 
children are not at risk of hepatitis B – it is only the lifestyle practices of some adults 
and adolescents that puts them at risk.  A quick overview of the characteristics of 
hepatitis B and the vaccine demonstrates a quite different rationale for the current 
practices of hepatitis B vaccination in New Zealand. 
 
Hepatitis B virus can be transmitted vertically (mother to neonate), or horizontally 
(person-to-person) through contact with infected body fluids (blood, semen, vaginal 
fluid, etc.).  Three major patterns of infection are seen in Asia and the Western 
Pacific: vertical transmission at birth, infection acquired in childhood, or adolescent 
and adult transmission due to lifestyle practices(27).  In the pre-vaccination era, 
transmission occurred commonly among school-aged children in New Zealand, 
although the exact mechanisms are unclear(4).  It has been demonstrated that 
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desiccated hepatitis B-infected blood can remain infectious for a week(28).  Hepatitis 
B infections acquired in infancy and childhood have an increased risk of developing a 
chronic carrier state that is a major risk factor for cirrhosis and hepatocellular 
carcinoma(29).  Hepatitis B is an independent risk factor for cirrhosis and 
hepatocellular carcinoma.  The effects of alcohol are additive, but not necessary, for 
the development of hepatocellular carcinoma(30). 

 
The rationale for the practice of hepatitis B vaccination in New Zealand, therefore, is 
to reduce the risk of: 

• Vertical transmission of the virus at birth from carrier mothers 
• Horizontal transmission among children (particularly those of school 

age) 
• Horizontal transmission among adolescents and adults due to lifestyle 

and occupational practices 
• Prevention of spread from carriers to their household and sexual 

contacts 
 

The Hepatitis B screening programme, aimed to find cases of carriers (to whom the 
vaccination is of no use and in whom vaccinating creates a false sense of security), 
treat those infected and reduce the risk of their close contacts acquiring hepatitis B 
infection(31).   

 
Examination of efficacy data on hepatitis B vaccination demonstrates that a primary 
course of vaccination when administered with hepatitis B immunoglobulin in 
neonates provides 80-97% protection against infection(32), and protective antibody 
levels are reached in 95% in New Zealand children, although vaccine response is 
lower in adulthood (approximately 70% in adults over 40 years).  There is also some 
evidence for achieving a response in persistent non-responders through booster 
vaccinations, repeat primary courses or different methods of vaccine 
administration(33-35).   

 
From this brief survey of the epidemiology of hepatitis B and the efficacy of the 
hepatitis B vaccine, the rationale behind the current strategy of universal infant 
immunisation and birth doses for infants of carrier mothers as well as selective 
imunisation of at risk groups, becomes evident as the optimal strategy in achieving 
control of hepatitis B in New Zealand. 
 
Vaccine Safety 
 
A number of claims are advanced by the authors including a presentation of VAERS 
(the American Vaccine Adverse Event Reporting System) data that is interpreted to 
mean that there have been 1936 deaths from vaccines, claims that vaccine reactions 
are under-reported and then specific concerns about DTP, MMR, hepatitis B, polio 
and Hib vaccines.  These are addressed below. 
 
VAERS and other passive surveillance data. 
 
As well as taking into consideration trial data both during vaccine development and 
after licensure and use, there are processes in New Zealand (and many countries 
overseas) for the reporting and investigation of adverse events following 
immunisation(4).  An adverse event following an immunisation may be related to the 
vaccine or co-incidental.  For example, a fever that develops after immunisation may 
be a reaction to the vaccine or a consequence of a viral illness acquired around the 
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time of vaccination.  For an event to be associated with vaccination, there must be a 
statistically significant increase in rates of the event in a vaccinated population 
compared to a comparable unvaccinated population. 
 
The VAERS data presents a record of adverse EVENTS that occur after a 
vaccination (as discussed above, these may or may not be related to the vaccine).  
This data can then be assessed against the background rates of events in the 
population to see if the events are occurring at an increased rate due to vaccination.  
In addition, New Zealand has also used active surveillance systems when introducing 
new vaccinations.  In this situation, all hospitalizations in the relevant age group are 
assessed for vaccination status and then cases are investigated to determine if there 
is any evidence for a link between the person’s condition and the vaccination.  This 
method of active surveillance was used as a further confirmation of MeNZB™ 
vaccination safety in New Zealand(36). 
 
“Only a fraction of adverse events are reported to passive surveillance systems” 

 
Usual, expected mild reactions are generally not reported, and yes, it is possible that 
a few adverse events that may be related to immunisation are not reported, perhaps 
because of a failure to link the event to vaccination.  It is important to note, however, 
that vaccine risks are estimated by a variety of sources, including controlled trials 
prior to licensure,  and post-marketing surveillance both in New Zealand and 
overseas. 
 
All vaccines used in New Zealand are considered medicines and must satisfy 
Medsafe, the regulatory authority in the following areas to obtain and maintain a 
license(37): 

• assessing the safety, quality and efficacy of medicines before they are 
marketed 

• auditing manufacturers, packers and wholesalers of medicines to ensure 
their premises and practices meet an acceptable standard  

• monitoring the safety of medicines on the market  

Any person who is concerned that an adverse event may be related to a vaccination 
is welcome to file a notification with CARM (Centre for Adverse Reactions 
Monitoring). 

 
It is important to note that the ACC is a no-fault compensation programme.  A 
successful claim does not necessarily attribute cause of the problem to the vaccine.  
Similar programmes exist overseas.  The USA has introduced a no fault 
compensation because of the litigious risk to vaccination manufacturers in the US 
(October 1st 1988), many of whom were going out of business, leading to a potential 
crisis in vaccine supply(38). Many pharmaceutical companies are choosing not to 
continue making vaccines due to the financial risks involved and potential for 
considerable loss(39). The increasing cost of vaccine development and production, 
mergers of manufacturers and relatively low revenues from vaccine sales compared 
with other pharmaceutical products such as lipid lowering drugs, may have 
contributed to the reduction in vaccine manufacturers in the past 25 years(39).   
 
Pertussis Vaccination 
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In this section, according to Claridge, “Sudden Infant Death Syndrome (SIDS) is one 
of the most common, but unfortunately little recognized, outcomes of vaccination.”  
Evidence from orthodox medical literature continues to exonerate pertussis 
vaccination(40). A New Zealand study even suggests that immunisation may protect 
against SIDS(41).   

 
The relationship of pertussis vaccination to brain damage is somewhat more 
controversial.  An independent review of a large British study found that the evidence 
suggests an association between whole cell pertussis vaccination and acute 
encephalopathy.  The reviewers noted that there was evidence showing that some 
children in the original British study who had suffered acute encephalopathy were 
found to have long-term neurological consequences whether they were from the 
vaccinated or unvaccinated group.  The reviewers therefore concluded that the 
evidence may be consistent with a link between whole cell pertussis vaccination and 
chronic nervous system dysfunction “described by the [British study] in those children 
who experience a serious acute neurological illness within 7 days of DPT 
vaccination”(42).  The NZ immunisation handbook(4), summarises the arguments 
against a link as understood by the current medical evidence, namely: 

• Brain damage and forms of developmental delay become apparent in 
the first 1-2 years of life – the same time immunizations are scheduled 

• No specific type of brain damage has been linked to whole cell 
pertussis vaccination 

• Studies are cited which find no association with neurological illness 
• Studies on acellular pertussis vaccination (now the only forms licensed 

in New Zealand) show no association with neurological illness 
 
New Zealand data for infants under 1 year of age during the last epidemic suggests a 
disease rate of 327.5 per 100,000(4).  Approximately 5% or 5000 per 100,000 of 
infants develop encephalopathy from the disease(43).  Therefore, leaving it to 
chance alone, there is a 16 in 100,000 chance (5% x 327.5 per 100,000) of acquiring 
encephalopathy due to pertussis infection.  The rate of acute encephalopathy from 
whole cell pertussis vaccination is at most 0.9 per 100,000 and for permanent brain 
damage 0.32 per 100,000(4).  Acellular pertussis vaccination is not associated with 
permanent brain damage.  Even when the data for whole cell pertussis vaccination is 
used, careful examination shows it is much “safer” (in terms of statistical probability) 
to vaccinate infants against pertussis rather than leave things to chance.   

 
Hypotonic Hyporesponsive Episodes are quite rare and follow-up studies do not 
indicate an increased rate of long-term consequences(44), even in patients who 
receive further pertussis-containing vaccinations(45). 
 
Pertussis – Anna’s story: http://www.immune.org.nz/?t=696  
 
MMR 
 
Claridge cites a US study that she says “showed a causal relationship between 
measles vaccination and encephalopathy.  This study indicates a statistically 
significant association between encephalopathy and MMR vaccination at 8-9 days.  
There were 48 cases out of an estimated 75 million MMR doses, giving a rate of <1 
per million doses(46).  However, a recent US study failed to find a relationship 
between MMR and encephalopathy(47).  If such a relationship exists, this compares 
quite favourably to a rate of encephalopathy of 1 per 1000 or (1000 per million) in 
natural measles infection(48).  The link between MMR and autistic spectrum 
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disorders has been widely disproved(49,50), and there is no link between MMR and 
Guillain-Barre Syndrome (GBS)(51).  Contrary to the author’s claims, the balance of 
evidence does not support an association between rubella vaccination and chronic 
arthritis(52), although arthralgia (joint pain) is a recognized, uncommon side effect of 
vaccination.  The rate of aseptic meningitis from the mumps component of the MMR 
vaccine currently licensed in New Zealand is much lower than that of natural mumps 
infection(4).  Claridge rightly points out that MMR vaccination can cause 
thrombocytopaenia.  This, however, can be treated(4).    
 
Measles – Foufou Susana’s Story:  http://www.immune.org.nz/?t=699  
Mumps – John’s Story:  http://www.immune.org.nz/?t=700  
Rubella – Beth’s Story:  http://www.immune.org.nz/?t=701  
 
Polio vaccination 
 
The paper used by Claridge to provide support for her argument that the change from 
oral polio vaccine (OPV) to inactivated polio vaccination (IPV) increased fatality rates 
merely suggested a possible association.  As the study authors rightly point out “One 
of the major difficulties in interpreting VAERS data are that when vaccines are co-
administered, as is common with pediatric vaccines, it is often impossible to 
disentangle their separate and joint effects”.  A common phenomenon is a higher rate 
of reports after a change in immunisation policy, which perhaps is reflected in the 
increased reporting rate of serious and fatal IPV reports in 1998.  To encourage 
reporting of any possibly vaccine-induced adverse event, VAERS solicits reports 
from health professionals, vaccine manufacturers, patients, and parents.  VAERS 
includes any report submitted, no matter how tenuous the connection with 
vaccination might seem. Many adverse events reported are only coincidentally 
associated with vaccination because childhood vaccines are administered to nearly 
all infants(53).  Current evidence does not indicate safety concerns with combination 
vaccines including IPV as a component(54). 
 
Polio:  Sheryl’s Story:  http://www.immune.org.nz/?t=705  
 
Hepatitis B vaccination 
 
Claridge alleges that hepatitis B vaccination has left a “trail of destruction”, in spite of 
evidence from orthodox medicine.  Hepatitis B vaccination has not been linked to 
MS(55), chronic fatigue syndrome(56), diabetes(57), and suicide, AIDS, RSV or GBS 
(58).  Rarely, hepatitis B vaccination may cause thrombocytopaenia which can be 
treated with corticosteroids and does not pre-dispose to thrombocytopaenia from 
other vaccinations(59).  There are some case reports of a temporal relationship 
between hepatitis B vaccination and arthralgia, but a causal relationship between the 
two is not proven(60).  Current evidence therefore supports the safety of hepatitis B 
vaccination. 
 
Hepatitis B – Jennifer’s Story:  http://www.immune.org.nz/?t=697  
 
  
 
 
Hib Vaccination 
 
The study put forward by Claridge to claim that Hib vaccination is related to GBS(61) 
actually reports on one case where the vaccinee developed GBS after Hib 
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vaccination.  The authors are merely putting forward an hypothesis.  A large 
observational study failed to find any safety concerns with the Hib vaccine currently 
licensed in New Zealand(62). 
 
Haemophilus influenzae type b – Mark’s story:  http://www.immune.org.nz/?t=698  
 
Vaccination, the vaccine industry and the medical profession 
 
“The vaccine industry earns billions of dollars annually.  In New Zealand alone, 
millions of dollars are spent each year on purchasing early childhood vaccinations 
and administering them,” states Claridge.  Pharmac has been successful in 
minimizing the costs of drugs, including vaccines and in reducing the rate of increase 
of expenditure to sustainable levels.  Of an annual budget of $500 million, the annual 
figure of $6.3 million is a very small proportion(63).  There is also some need for GPs 
and nurses to cover the costs of administering vaccinations, hence the use of 
government subsidies.  The Ministry of Health rightly points out that there is “a 
shared interest between commerce (selling vaccines) and public health (preventing 
illness)”(4).   
 
The Health of Vaccinated vs. Unvaccinated Children. 
 
This is already thoroughly covered in an IMAC critique of an IAS pamphlet (the 
organization that the author is a spokeswoman for).  Relevant excerpts are given 
below (the full document is available at: 
http://www.immune.org.nz/site_resources/Professionals/IAS_critique_2003.pdf) 
 
“The evidence supplied suggesting that unvaccinated children have fewer heath 
problems than vaccinated children is just plain silly. A survey conducted in the 
manner described has so much potential for bias that the results can only be 
described as nonsense. The survey by Mike Godfrey invited readers of Healthy 
Options magazine (unlikely to be a representative sample of the New Zealand 
population) to send in a completed survey asking parents if their children had been 
vaccinated and whether they suffered from a number of health problems.  This is 
used as a teaching example to undergraduate medical students of how not to 
conduct meaningful research.  Mike Godfrey has never published any research on 
vaccination in a peer-reviewed forum.  A survey such as this would not meet the strict 
criterion for proper unbiased research. 
 
“There have been a number of properly designed, more rigorous studies carried out 
to investigate whether vaccination predisposes to more health problems.  These 
studies use validated research methods and have been published in respected peer 
reviewed medical journals.”  
Neurological disorders: Vaccination has been repeatedly exonerated as a risk factor 
for neurological disorders such epilepsy, autism and developmental delay(64-66).  
One of the most serious sequelae from vaccine preventable diseases is brain 
damage, therefore the prevention of the diseases obviously results in fewer 
intellectually disabled people.  For example, following a comprehensive vaccination 
campaign in Finland against Measles Mumps and Rubella, the most common form of 
encephalitis (caused by mumps virus) disappeared from the country(67).  There is a 
rare association between the MMR vaccine and encephalitis at around 1/1,000,000.  
Asthma: There is no association between vaccination and allergy including 
asthma(68-71).  Some studies have demonstrated a slight protective effect(68).  
Ear infections: Ear infections (otitis media) are caused by bacterial and viral 
organisms. These include streptococcal, pneumococcal and Haemophilus influenzae 
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b, viruses such as the respiratory syncytial virus and influenza.  Vaccines against 
these agents can reduce the incidence of ear infections.  Immunisation against 
influenza protects against some ear infections.  New vaccines are under 
development which will act against more of the organisms that contribute to ear 
infections and have the potential to further reduce the problem(73-79).  
Tonsillitis: While there is no present anti-tonsillitis vaccine, vaccines have the 
potential to be developed that could protect against this problem(80).  
Apnoea: Vaccination decreases the incidence of apnoea (stopping breathing) in 
infants. As this condition is often caused by pertussis (whooping cough) this finding is 
not surprising.  Monitoring babies following immunisation shows no increase in 
apnoea(81, 82).  However very preterm babies may be at risk of increased apnoea 
following vaccination.  
Diabetes: Reviews of the evidence have concluded that vaccination is not a risk 
factor for diabetes(83,84).  
 
Homeopathic immunisation 
 
Claridge’s recommendation of homeopathic immunisation is in direct contradiction to 
the recommendations of the UK Faculty of Homeopathy(85), and the dearth of 
evidence from orthodox medical literature(86).  Homeopathic immunisation or 
homeoprophylaxis therefore cannot be recommended as a viable alternative to 
conventional immunisation on the basis of current medical evidence. 
 
 
 
 
Conclusion 
  
This work by Sue Claridge raises some valid points about breast-feeding.  However, 
it contains a number of misleading interpretations of the evidence as it currently 
stands in orthodox medical literature.  Sadly, this work falls short of the author’s aim 
to assist in the informed consent process.  IMAC is therefore concerned about the 
misconceptions that could be propagated by the opinions presented in this book.
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