
The Toxic Burden on our Kids 
 
I write this as Mindy, Max and Emma’s mom, after 5 years of research. I simply want to tell 
parents and to-be parents what I now so desperately wish that I had known prior to starting 
my family. These are my personal views. My intent is not to tell anyone how they should think 
or what they should believe. My intent is for all parents to be equipped to make informed 
decisions in the early and most critical years of our children’s development. I obediently followed 
the CDC recommendations for my first 8 years as a parent (my kids are 15 and 12, as I write 
this). I just trusted whole-heartedly. I didn’t even pay attention to what vaccines they were given 
at each appointment. I didn’t know the real risk or history of the diseases for which they were 
being vaccinated. And I had no reason to suspect that there were any risks with the vaccines. 
None. Safe and effective implies to any unsuspecting person, no matter how well educated, that 
there is nothing more than something as inert as distilled water and a weakened pathogen that 
will magically make the immune system vigilant toward any future exposures to the pathogen. 
That couldn’t have been further from the truth. I think that what has amazed me the most is how 
vaccine science plays by a completely different set of rules than all other science in how it is 
conducted, how it is reported, and how it completely dissociates itself from otherwise known and 
universally agreed upon facts about toxicity and the immune system. 
 

 
 
In reading this, I encourage disengagement from the mantra of the mainstream media, 
conventional medicine, and government agencies.  Instead, I encourage an open mind, a mix 
of curiosity and skepticism, and a healthy dose of common sense. To avoid the hindsight 
regret that I now have, I would simply say to do your research and never settle for less than 
informed choice for your child’s health.  A mantra of “for the greater good” and “safe and 
effective” just doesn’t cut it. Look at the science, ask for sources. I fully support your informed 
decision to vaccinate your child, just as I fully support your informed decision not to vaccinate. 
Just make sure it is informed.   
 
In the sections below, I answer the questions that I wish I had researched 15 years ago: What 
are all of the vaccines that our children are receiving? What are the ingredients in each of 
these vaccines? What is the risk of the vaccines? What is the risk of these diseases 
targeted by the vaccines?  How are we surviving the thousands of infectious diseases for 
which there is no vaccine? Where can I find reliable information? 
 
**Note that the childhood vaccine schedule is currently ever changing and will likely continue as 
such, so the numbers of doses and diseases on the schedule can and will shift from the time 
that I wrote this.** 



 
Let’s start with a birds eye view of trends.  

●​ The number of U.S. children with chronic health conditions (including asthma, 
obesity, neurological, and behavioral disorders) has risen dramatically over the last four 
decades, from roughly 10% (1 in 10) in the late 1980’s to nearly 50% (1 in 2) in 2025. 
That is a 400% increase!!  

●​ Total prevalence of childhood allergies in 1981 was 7.0%. The total prevalence of 
childhood allergies in 2023, according the the CDC, was 35%. Another 400% increase!!  

●​ An NIH study showed a 300% increase in autoimmune indicators (antinuclear 
antibodies- ANA) from 1988 to 2012.  

●​ Type 1 Diabetes has increased from 135 per 100,000 in 1985, to 600 per 100,000 in 
2026. This is a 344% increase! 

●​ Celiac disease in kids has increased 500% since the early 1980’s.  
 
Our developing bodies and brains had toxic burdens to manage in the 80’s and before, but the 
level of toxicity in today’s world is inarguably more than even the most impeccably healthy little 
human was designed to manage. Today our kids grow up in a toxic soup of the chemicals in 
food, water, and many other inputs mentioned in my Avoiding Toxins blog... as well as the 
inflammatory ingredients that are injected into healthy children with the goal of profound immune 
system activation with varying neurologic/metabolic/immune consequence.  
 
With that in mind, let’s glance at some related trends for the same time period and a metal 
ingredient whose toxicity is acknowledged and utilized as such in all other areas of science yet 
denied in vaccine science. 

●​ In 1985, the childhood vaccine schedule for the first 12 months of life was 5 vaccines. 
The childhood vaccine schedule for the first 12 months of life in 2025 is 28 vaccines-a 
460% increase! 

●​ From birth to 18 years, the schedule in 1985 was 11 vaccines… the schedule in 2025 
was 72 vaccines- a 555% increase! 

●​ Aluminum is a common adjuvant in injected vaccines whose sole purpose is to ramp 
up an immune response to the antigen, yet claimed harmless by vaccine science.  

●​ Aluminum is a common adjuvant injected into rats in the laboratory with the sole 
purpose to induce allergies for research in the rats by triggering a strong immune 
and allergic response to whatever test substance they are being exposed to at the same 
time. 

 
Don’t allow this to be explained away. Vaccine science does not get to use a different set of 
rules. If there are safety signals with anything in life, they must be legitimately investigated.  
 
____________________________________________________________________________ 

 
How my own convictions have changed  

I went through much of my life with no reason to question the “safe and effective” mantra and 
the “supported by a mountain of science” claim. If you are like 2010 Mindy, you assume that the 
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vaccines are nothing more than a very weakened antigen with something inert like distilled 
water. How else could the declarations of safety be so broad and confident? I had my children in 
2011 and 2014. Even though I was well into my overall health journey during this time, I never 
questioned vaccines because that was the ticket to get barred from polite society. My 
children both started their lives with the full CDC recommended vaccine schedule until 2019, as 
I had no reason to question mainstream medicine's declared truth. Once I looked under the 
hood for myself and realized what had been injected into my kids for the first 5 and 8 years of 
their lives, I was upset. Upset at myself for not employing my passion for research with 
something so significant in the health of the most important tiny humans in my life. Upset at the 
government, the medical establishment, and the pharmaceutical companies, the media, and the 
interwebs for false promotion of products with claimed yet woefully inadequate safety science. 
Upset at the medical schools for giving doctors only a few hours of vaccine promotional 
education to memorize and regurgitate, without any education about the ingredients they are 
injecting.  
 
Watching firsthand the scientific manipulation with the rollout of the COVID vaccines revealed to 
me how vaccine science works and shook me to realize that I had no idea what was being 
injected into my kids at their “well baby” visits. What my subsequent research uncovered was 
that there are no proper safety studies with an inert saline placebo for any of the vaccines 
given in the first 12 months of life. None. Risk from the diseases? Nowhere near what 
mainstream mantra leads us to fear. Risks from the shots? Much higher than any informed 
parent would be comfortable with. The story I share in my Tylenol blog about a family very close 
to me and the 6 month round of injections and their aftermath is also contributory to my current 
views. My kids have not had a single injection since 2019. If I could do it all over again, they 
would not have received any injections through childhood, as I cannot find a single injection that 
has less risk than the true risk of the disease itself. Even if I could find one that appears 
beneficial, I now know that I cannot trust the science supporting that claim. I don’t expect 
anyone to think the same as me, but I do hope that everyone will do their own research for their 
precious and perfectly healthy newborn babies. Please don’t take any of this as medical 
advice- it is simply information to inspire your own research and informed decision 
making for your children. 
___________________________________________________________________________ 

 
I have the privilege of meeting a lot of infants who come to me for tongue and lip ties. There 
truly is a difference in those who are following the vaccine schedule and those who are not 
vaccinated. The difference is autonomic nervous system regulation. The 2.5 month old boy who 
was just in to see me yesterday for an evaluation is a great example of this. He was calm. He 
was alert. He remained this way throughout my entire evaluation- intraoral, cranial, and body 
mechanics. He was relaxed and his movements were smooth. He has not had any vaccinations 
nor has he had the aluminum-containing Vitamin K shot. Mom was calm and rested, as well. 
They came to me not in a stressed state, but with the concern that he is unable to hold a latch, 
so each feeding is taking more than twice as long as they ever did with their older children… 
There is a stark difference. Many of the infants following the vaccine schedule come to me with 
very tired and stressed parents, with reports of colic, fussiness, poor sleep, and easy agitation- 
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all signs of nervous system dysregulation. I’m not saying that vaccines are the only cause of 
dysregulation, but when you learn more about the schedule and its ingredients, a correlation 
cannot be denied. These infants are very often fussy and agitated through all or portions of my 
evaluation, even though it is very gentle. Movement is often more rigid. There is a difference. I 
typically know an infant’s status prior to asking the question. I am not claiming that my 
observations are science. I am not claiming that my observations are the only thing. I am just 
saying that I see a signal and that it should prompt us to ask questions. 
 
 
 

What are all of the vaccines that our children are receiviing? 
 
When I was a kid in the 80’s, the childhood vaccine schedule was 5 vaccines in the first 12 
months of life. The childhood vaccine schedule in 2025 is now 28 vaccines in the first 12 months 
of life-a 460% increase! 

 
 
This image alone should demand investigation. Just think of how much critical neural and 
immune development is happening in this first year of life. We better be darn sure that any 
interference we introduce during this time is truly deemed safe and is warranted by proper 
risk assessment.  
 
Why the 460% increase in the number of vaccines given to babies by 12 months of age from 
when I was a baby in the 80’s until now? In the early 80’s, the number of childhood vaccine 
manufacturers plummeted from multiple down to just 1 for each of the three vaccines on the 
childhood schedule at the time. Those remaining three manufacturers threatened to also pull out 
of the childhood vaccine market, stating that costly personal injury lawsuits from legitimate 



vaccine injuries would bankrupt them. The 1986 National Childhood Vaccine Injury Act 
(NCVIA) granted complete immunity to childhood vaccine makers from any liability for harms 
from their products, as well as complete immunity to any healthcare workers involved in 
administering the vaccines. The makers of this product cannot under any circumstances be 
sued for any harm from their product- this is the only product on the market with such 
protection. WIth no remaining burden for safety assurance, the number of vaccines developed 
and put on the childhood schedule very rapidly increased throughout the 90’s and early 2000’s.  

 
 
In 1983, the total vaccine doses on the CDC schedule from In Utero to 18 years of age was 11 
total doses. The 2025 CDC childhood vaccine schedule includes 72 total doses of vaccines 
from In Utero to 18 years of age- a 555% increase! That’s 72 assaults on a developing and 
maturing immune system… and remember that over a third of this total is given in the 
developmentally fragile first 12 months of life. 

 
https://www.cdc.gov/acip/downloads/slides-2025-12-04-05/01-siri-child-imz-schedule-508.pdf 
 
The 6 month well baby visit is the most dangerous that a baby will ever encounter. They 
are scheduled to get vaccinated against 10 different diseases at once: Hep B, Rotavirus, 
Diphtheria, Tetanus, Pertussis, Pneumococcal, Hib, Polio, Flu, and COVID. Not only does this 
visit contain more aluminum than any other, it also may contain mercury (multidose flu shots that 
contain Thimerosol rather than the mercury-free single dose), and contains formaldehyde, 
Polysorbate 80, and mRNA technology that trains the body’s own cells to produce a version of 
the most toxic part of the COVID virus- the spike protein.  

https://www.cdc.gov/acip/downloads/slides-2025-12-04-05/01-siri-child-imz-schedule-508.pdf


 

 
 
The United States is BY FAR THE most highly vaccinated country in the entire world 
when it comes to the childhood vaccination schedule.In utero to 18 years old… 

●​ A child in the US receives 72 doses.  
●​ In Great Britain, children receive 20 doses.  
●​ In Denmark, only 11 doses.  
●​ Even China gives their children less than a third of what the US does at 22 doses.  

 
How can we be sure that injecting all of these 72 doses of immune ramping products into our 
children from in utero to 18 years old, often multiple in the same day with cumulatively high 
doses of very active adjuvant ingredients, is not harmful? Most parents are like early 2000’s 
Mindy and just trust. The government, the mainstream media, the medical organizations, and 
any medical doctor who still believes the mantra confidently tells us that they have “mounds of 
science supporting that the cumulative effect of the multiple vaccine doses in the schedule is 
completely safe”. That each vaccine is tested with very stringent safety trials prior to licensure to 
assure safety. That society would not have survived infectious disease without this rigid and 
profound vaccination schedule. While this is the exact information that news outlets will report 
and that a Google search or AI will initially provide in compliance with the algorithms to satisfy 
their sponsors, it is not the information that the real data shows.  
 

 
What are the ingredients in each of these vaccines? 
 
Like me, most new parents have no reason to suspect much other than the antigen and an inert 
carrier like distilled water in the multiple vaccine doses administered to our sweet healthy 
babies. To be as safe and effective as claimed for every living breathing baby, this would have to 
be the case. But it’s not.  
 
There is much more than just the antigen! There are numerous other ingredients that indeed are 
not neutral. In fact, some of them are quite concerning. There is no discussion of any 
ingredients or their effects at well baby visits prior to injecting. The purpose of the antigen- the 
inactivated pathogen- is to stimulate an immune response that will produce antibodies. Not all 
inactive pathogens on their own will reliably stimulate enough of an immune response to make 
antibodies. That’s where the adjuvants come in, with the sole purpose ramping up the immune 
response. Emulsifiers are added for uniform mixture. There are inactivating ingredients, 
manufacturing byproducts, preservatives, and more. 
 



Let’s look under the hood at just a few of the “other” ingredients in various vaccines, along with 
universally agreed upon facts about each of them that apply everywhere except in vaccine 
science…  
 

●​ Aluminum: Adjuvant. Toxic metal that serves no role in the body. Increases permeability 
of blood-brain barrier. A potent neurotoxin. Causative for encephalitis (brain swelling). 
Causes immune overload. Used in research to induce allergies in lab animals. 
Contributory to neurodevelopmental and neurodegenerative conditions, motor 
disturbances (tics, tremors), cognitive decline. 

●​ Polysorbate 80: Synthetic emulsifier. Increases permeability of blood-brain barrier. 
●​ Formaldehyde: Industrially manufactured from methanol. Causes cellular damage upon 

contact. Large trigger for autoimmunity.  
●​ Thimerosal: Preservative. 50% Mercury by weight. Mercury is a potent neurotoxin. Prior 

to 2001, it was used in DTaP, Hep B, and Hib- then it was quietly removed. It remains in 
multi-dose influenza vaccines. 

●​ …and many more things that make you go Hmmm (you’re welcome to any of my fellow 
early 90’s tweens who just had the C&C Music Factory song pop into your head) 

 
Among the ingredients, the adjuvants are something that we owe it to the health of our kids to 
pay particularly close attention to. Injecting something like a neurotoxic metal into healthy little 
bodies should bring pause. We understand the goal, but we cannot ignore the 
consequence. Ramping up the immune system (overstimulation) to create a strong response 
for immunogenicity to the injected pathogen is the goal. What common sense tells us is that an 
overstimulated immune response can easily create immune reactions to anything else foreign 
being presented at the time- foods, compounds such as latex, environmental stimulants. 
Remember the 400% increase in allergies during the time period of the 460% increase in the 
number of vaccines given to all healthy babies? Don’t ignore trends. Common sense should 
also tell us that overstimulation of an immature immune system would come with great risk of 
increased autoimmunity, meaning that the immune system mistakenly attacks its own healthy 
cells and tissues instead of foreign invaders. An NIH study showed a 300% increase in 
autoimmune indicators (antinuclear antibodies- ANA) from 1988 to 2012. Celiac disease in 
kids has increased 500% since the early 1980’s. Type 1 Diabetes has increased 344% since 
the early 1980’s. No doubt the toxic exposures in our food, skin care products, and water are 
contributory, but it is the cumulative toxic burden that results in all of these chronic health 
conditions. Arguably, the largest contributor to toxic burden on an immature immune system in 
our children is that which is injected into them. It’s not the only thing, but it is large and it is 
absolute. 
 
With the childhood chronic disease stats in mind, let’s review simple facts that should be at 
minimum disclosed to parents for them to connect or disconnect the dots however they please 
for truly informed choices in their child’s health. These facts are universally agreed upon by 
the medical community in isolation, but mainstream medicine, media, and search 
engines do not allow for them to be looked at in correlation. 
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___________________________________________________________________________ 
 

Inconvenient facts: Each of these singular facts are widely agreed upon and easily found in 
isolation.  

●​ Aluminum is an additive (adjuvant) in many vaccines, with the sole purpose to ramp up 
the immune response to the weak antigen in the vaccine.  

●​ Ramping up the immune system can cause a dramatic response to anything else the 
body is exposed to at the time: the antigen in the vaccine, foods, pollen and other 
environmental compounds 

●​ Aluminum is injected into rats to induce allergies for scientific research. 
●​ Ramping up the immune system increases risk of autoimmunity  
●​ Aluminum is widely classified as a neurotoxin. It has no natural role in the body. When it 

crosses the blood-brain barrier and accumulates in the central nervous system, it can 
trigger oxidative stress, neuroinflammation, and neuronal cell death 

●​ Aluminum crosses the blood-brain barrier and makes it more permeable. 
●​ Polysorbate 80 is used in some childhood vaccines as an emulsifier. DTaP, Rotavirus, 

DTaP-IPV-Hib combos, HPV, and Influenza vaccines all list it in their ingredients. 
●​ Polysorbate 80 is widely known to increase the permeability of the blood-brain barrier. 
●​ Aluminum detoxification from the brain is a very slow process. Aluminum that crosses 

the blood-brain barrier stays for a very long time. Because aluminum turns over so 
slowly in neural tissue, long-term or high-level exposure can lead to cumulative buildup 
and potentially cause oxidative stress or neurological damage. 

●​ Aluminum can cause encephalopathy (brain swelling) 
●​ Encephalopathy is the well-established cause of neurodevelopmental disorders including 

seizures, motor tics, and autism.  
●​ Autopsy studies have found elevated levels of aluminum in the brain tissues of 

individuals with autism. A prominent 2018 study of brain samples from donors with 
autism spectrum disorder (ASD) using highly sensitive laboratory techniques recorded 
some of the highest levels of aluminum ever measured in human brain tissue.  

____________________________________________________________________________ 
 
The increase in neurodevelopmental conditions since the 1980s ranges from a 120% increase  
for ADHD to an estimated 7,068% increase in Autism Spectrum Disorder (ASD). The rate of 
ASD was 4.5 out of 10,000 children in the 80’s. In 2025, the rate is 1 out of 31 children! Again, 
don’t let this be explained away. Interestingly, mainstream AI begins the report of these statistics 
with the disclosure that: 

 
To this, I respectfully call B.S. I was there with the kids born in the 80’s. Yes, I can definitely 
think back to some kids that I knew or encountered growing up that had some different, what I 
now know to be ASD traits, or other neurological issues like tics or ADHD, but these were truly 
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few and far between. Today, I am exposed to a large variety of kids through my own kids’ 
classmates, through my profession, etc. It. Is. Very. Different. If anyone says otherwise, it is 
frank denial, indoctrination, cognitive dissonance, or a combination of the three. The rate of 
atypical neural traits, behaviors, and conditions is much greater now. Rather than few and far 
between, I observe varying degrees of it everywhere, every day → attention issues, hyperfocus, 
fixation, anxiety, learning issues, altered social awareness, sensory processing issues. Let’s 
love our kids enough to demand answers!  
 
InJECTion vs InGESTion…the route of exposure matters. This is where the water gets 
muddy with claims around the “safety” of vaccines.  
 
A common vaccine science statement is that “the amount of aluminum in vaccines is smaller 
than what is ingested through the diet and therefore safe”. Hit the brakes! Nowhere other than 
vaccine science would such an asinine comment be accepted.  
 
A fundamental rule of toxicology: The route of administration changes the effective dose. 
When a substance is ingested, the primary chemical defense shield (the gut barrier) prevents a 
great deal of its absorption. When a substance is applied to the skin, the skin barrier allows only 
a small amount of absorption through the skin barrier. If a substance is injected, there is no 
barrier and all 100% of that injected substance is absorbed.  
 
____________________________________________________________________________ 
 

InGESTed aluminum has very limited 0.1% absorption through the GI tract. The other 99.9% 
rapidly passes straight through the intestines and out the poop shoot in the feces, with no limit 

by or stress to the body’s kidney filtration.  
InJECTed aluminum is 100% absorbed. The only way that this can be eliminated from the body 
is filtration through the kidneys and there is a GREAT degree of unknown with how long it stays 

in the tissue, but it is clear that injected aluminum is only slowly eliminated from the body, 
particularly the aluminum that crosses the blood-brain barrier. 

 
Now we can do an apples to apples comparison… 

 
Over the first 6 months of life, breast-fed infants ingest about 7 mg of aluminum. Math tells us 
that only 0.007 mg of aluminum is absorbed from a breastmilk diet, the other 99.9% passes 

straight through to the poop shoot without requiring any detoxification or kidney filtration.  
— 

Over the first 6 months of life, vaccines cumulatively contain 
 4 to 5 mg of aluminum. All 100% of this injected aluminum must be managed by detoxification 

systems and filtered through the kidneys. That is a phenomenally large added toxic burden. 
4 to 5 mg is NOWHERE NEAR the same as 0.007 mg…in fact, it’s 700 times greater 

___________________________________________________________________________ 
 



Trying to compare ingested aluminum from breast milk to intramuscularly injected 
aluminum is contextually ridiculous. It’s either ignorance or willful misconduct. Either 
way, anyone who says this to you should give you great caution on whether or 
not you should believe the next things coming out of their mouth.  
 
On a personal note… I again encourage you to read in my Tylenol blog about a family very 
close to me with the 6 month round of injections and their aftermath. It is notable that this child 
received one of the higher aluminum doses at that 6 month visit…~1.2 mg (1,200 mcg) in a 
single day!... because the clinic used PedvaxHIB (225 mcg) rather than the aluminum-free Hib 
products used in some practices. Per calculation from the WHO ingested aluminum guidelines, 
the equivalent injected tolerable limit of aluminum in a day for an average weight (7 kg) 6 month 
old baby girl would be 0.002 mg. This particular baby was in the 5th percentile of weight, so only 
6.1 kg. Therefore, the injected equivalent of the tolerable daily limit for aluminum by weight for 
this particular child was 0.0017 mg. She received 1.2 mg at this one appointment- that is 
SEVEN HUNDRED TIMES greater than the WHO’s injected equivalent daily tolerable amount 
of aluminum for her weight. When this mother later brought up concern about the onset of 
neurodevelopmental tics at a future “well child” visit, the pediatrician quickly said “She’ll grow 
out of it”, and moved on. No further questions. No further discussion. This condition was not 
coded or documented in the patient chart, and it most certainly was not reported to VAERS. It 
makes you truly wonder about the degree of under-reporting.  
 
The oath of vaccine science is that nothing is allowed that might cause vaccine 
hesitancy. 
 
Why did I have to do the math to find the tolerable daily limit of intramuscularly injected 
aluminum from the tolerable daily limit declared for ingested aluminum? Why didn’t I just use the 
declared daily limit for intramuscular injection? Well, because “vaccine science”. What do we 
know about the tolerable limits of exposure to the toxic metal aluminum, particularly the 100% 
absorbed IM injected variety? One would think that there would be clear guidance, considering 
that we are injecting it into every healthy baby in ever-growing amounts. Nope. A tolerable daily 
limit will not be declared because that’s how vaccine science works- nothing can be measured if 
it might cause vaccine hesitancy. Resultingly, declared tolerable limits have us avoiding the toxic 
metal aluminum in our cookware and our deodorant (routes that grant protection from our GI 
barrier and skin barrier and allow only 0.1% and 0.012% absorption, respectively), but tolerable 
limits are not declared for injected toxic aluminum (a route with no barrier and 100% exposure). 
This is by design so that no trusting individual would think to question its injection into healthy 
infants and kids. 
 
Per the FDA regarding toxicology in general science, “The ‘tolerable daily limit’ varies 
completely depending on the specific substance, the patient’s health, and the route of 
administration. The medical and toxicological field uses the term Maximum Tolerated Dose 
(MTD) or Permitted Daily Exposure (PDE) to define these boundaries. Body weight is a critical 
factor, as safe limits are usually calculated in milligrams of drug per kilogram of body weight 
(mg/kg).”. That sounds promising… 
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However… Per the FDA, CDC, and WHO regarding toxicology of vaccines universally given to 
every breathing infant, these rules don’t apply. None of the regulatory agencies will declare a 
tolerable daily limit for a known neurotoxic and immunotoxic metal injected into healthy kids. 
What we get is word salad and tail chasing. The following data from these agencies will make 
your head spin. That is the intent.  

●​ The WHO’s declaration for the tolerable limit of aluminum is stated as a weekly limit, 
not daily, and is declared only for ingested or IV, not intramuscular injection, which 
is the most prominent infant aluminum exposure. Per the WHO, the ingested tolerable 
weekly limit is 2 mg/kg body weight. Remember, only 0.1% of ingested aluminum is 
absorbed, so the aluminum exposure of this limit is 0.002 mg/kg per week, or 0.00029 
mg/kg per day. 

●​ The US Agency for Toxic Substances and Disease Registry (ATSDR) has set a 
Minimum Risk Level (MRL) for orally ingested aluminum at 1 mg/kg per day, for an 
absorbed exposure of 0.001mg/kg per day. A Minimal Risk Level (MRL) is a guideline 
that estimates the daily human exposure to a hazardous chemical that is likely to be 
without an appreciable risk of non-cancer health effects. This is 3.5 times higher than the 
WHO’s ingested tolerable daily limit. Confusion ensues when different regulatory 
agencies declare different boundaries and different levels. That is by design. 

●​ Buried in the depths of their website, the CDC does actually acknowledge that the 
injection equivalent threshold of oral limits is 0.1% absorption, the same math that I used 
above. This can be found directly on the CDC website. In one hard to find area, they do 
show their math in converting the oral to injected equivalent of aluminum for the MRL.  

 
●​ The CDC and FDA have actually set a “Vaccine Limit” for aluminum. On the surface, this 

sounds promising. However, it’s just more word salad that talks around a point, but will 
not actually make a point. The FDA and CDC set a maximum limit of 0.85 mg (or 850 
mcg) per dose for injectable vaccines, stating “This limit is absolute and applies 
regardless of the patient’s age or weight…and this limit is applied per dose, not per day”. 
Wait!! What?!!!Some of these infant “well baby visits” give 5 or more doses in one visit!! 
Since when does a toxic exposure not consider the weight of the patient? Or 
cumulative amount in a day? Why do vaccines play by different rules than any 
other drug or toxin? If A=B and B=C, why can’t A=C in the case of vaccines? 

 
When the math isn’t mathing, we have to do the math ourselves. 
Even though we see that they know how to do the math, they won’t come out and declare any 
daily, weekly, or monthly safety limits for intramuscularly injected aluminum using that 
knowledge. So let’s do it for them. 

https://www.cdc.gov/acip/downloads/slides-2025-12-04-05/01-Griffin-aluminum-adjuvants-508.pdf


●​ We can use math to convert the WHO’s ingested aluminum tolerable weekly limit of 2 
mg into a daily limit, finding that the ingested aluminum daily limit is 0.29 mg/kg. This 
still tells us nothing about the proper exposure route, intramuscular injection. 

●​ Using the CDC’s own math with 0.1% oral absorption, we find that the WHO ingested 
daily tolerable limit for aluminum converts to an intramuscular injection tolerable daily 
limit of 0.00029 mg/kg/day. 

●​ Now we can calculate for a 7 kg infant (average weight of 6 month old), and we find 
that the WHO tolerable daily limit for intramuscularly injected aluminum is 0.002 
mg/day.  

●​ At the 6 month old well child visit, infants receive a total of up to 1.475 mg of 
cumulative aluminum (depending on combinations used) from all vaccines injected 
at that visit. In one day. For an average weight infant, that is 738 times higher than the 
WHO tolerable limit. This makes it a bit more clear why they have not publicly displayed 
the math that they know how to do. 

 
Another bit of uncomfortable science is that the package inserts for childhood vaccines may not 
contain accurate reports of the aluminum levels in them. In this study, 6 vaccines with aluminum 
adjuvants (Pentacel, Havrix, Adacel, Pedvax, Prevnar 13, Vaqta) contained a statistically 
significant greater quantity of aluminum than declared on the package insert. 

 
 
 
Let’s look at some more unknowns by the government agencies. Again, this statement was 
copied and pasted straight from the CDC:    

 
“We don’t know what happens to the aluminum that we inject into the limbs of healthy babies, 
but we sure will confidently repeat that it is safe”.  Any reasonable human would find this 
unacceptable. 
 
I am ashamed when I reflect on my blind, yet 100% confident belief in this system for the first 39 
years of my life. With the track record that I have now seen with the government agencies and 

https://www.cdc.gov/acip/downloads/slides-2025-12-04-05/01-Griffin-aluminum-adjuvants-508.pdf


the methodology of vaccine science, I am at minimum hesitant to believe any of their future 
vaccine claims. 
 

 
 
 

What is the risk of the vaccines? 
 
The word safe implies “without risk”. If you drive drunk, you might be lucky and get home without 
getting in an accident. The risk of harm is present, even when harm doesn’t occur. Therefore 
driving drunk is not safe.  
 
To determine safety of medical products prior to licensure and unleashing them on the public, 3 
elements must be present: 

1.​ Duration: Trials must monitor safety signals for long enough to determine safety. 
2.​ Control: Trials must include a control group receiving an inert placebo that has no effect 

on the body 
3.​ Power: Trials must include enough participants to base a reliable conclusion. 

 
These three elements are far different for vaccine science than for other drugs. 
 
On Duration. Per the FDA, pharmaceutical companies monitor safety of drugs in clinical trials 
for multiple years prior to licensure, and then these companies conduct continuous 
“post-marketing surveillance" to continuously monitor the long-term effects and safety of the 
drug for many more years following licensure. 

 
Safety in childhood vaccine trials has typically been reviewed for 6 months or less after 
injection, often it is monitored for only days or weeks. Let’s say that again. The pharmaceutical 
companies only monitor pre-licensure safety of new childhood vaccines for days or weeks, with 
6 months being the longest. That’s it. These companies don’t do post-marketing surveillance of 
their vaccine products. If anyone tries to tell you they do, ask them to back up that claim with 



specific proof. Note the contrast in duration of safety monitoring between childhood vaccines 
below and the 4 popular drugs shown above. 
 

 
 

Why the difference? Pharmaceutical companies can be sued for harm caused by their drugs. 
Remember Vioxx?! It is in their best interest to be darn sure that these products are safe when 
unleashed on the public. Vaccines are different. Remember, these companies have immunity 
from any and all liability for the safety of vaccines. With the immunity granted by the 1986 Act, 
neither the pharmaceutical companies nor any healthcare providers can be sued for any injuries 
caused by routine childhood vaccines. As sick as this sounds, getting a vaccine on the 
childhood vaccine schedule is a pharmaceutical company’s get out of jail free card from any 
financial or legal liability for the product. 
 
On the Control. To scientifically assess risk, the formula is pretty simple. You study outcomes 
and effects of exposed vs unexposed (the control). To study the effects of drinking alcohol, you 
assess those who drink alcohol vs those who do not (the control). To measure drug safety, you 
assess those exposed to the drug vs those given a placebo (the control). By definition, a 
placebo is an inert and inactive substance that has no effect on the body. In testing an injectable 
drug, the placebo is a saline injection. This provides true insight into what effects the drug has 
on the body, both acutely and in the long term. Note that the 4 popular drugs listed in the above 
table all used an inert placebo in safety testing. 
 
Vaccine science, however, works differently. When a manufacturer can’t be sued for harms from 
a product, adverse outcomes that are not frankly and immediately causal are of less interest. 
None of the childhood vaccines currently routinely recommended by the CDC were 
licensed based on a placebo-controlled trial, and when the trial used another vaccine as the 
control, none of those control vaccines were ever licensed based on a placebo controlled trial. 
This comes straight from the package inserts of the vaccines and from the FDA itself. In each 
trial, there was either no control group at all, a control group that received another vaccine that 
had never been licensed from a placebo control trial, or a control group that received a bioactive 



component of the vaccine like the injected aluminum adjuvant. Every vaccine has been licensed 
with tobacco science. Rather than compare smokers vs nonsmokers, they compare 2 packs a 
day vs 3 packs a day. Do similar rates of lung cancer in both groups mean that cigarettes are 
safe? 

 
 
What you disappointingly find to be the game in the control arm of the vaccine safety trials is 
misuse of “ethical barriers” that state you shouldn’t use a placebo if a proven intervention 
already exists. I can understand the logic behind this in some situations, but not when it is 
misused to hide safety. Let’s break the schedule into two groups to discuss this. 
 
The MMR, DTaP, and Polio vaccines were the only ones that were on the childhood schedule 
prior to the 1986 Act, having been around since the 40’s and 50’s. And neither the polio vaccine 
or the combination shots were tested against an inert placebo. Since we can’t go back in time 
multiple decades, studies for newer versions of these vaccines could not use a saline placebo 
due to these ethical barriers. The responsible scientific thing to do would have been to test the 



current versions against the most innocuous version of the prior vaccines possible (remember 
that the 1986 versions of MMR, DTP, and OPV were causing so much litigation from injury and 
death that the companies making them all threatened to stop unless they could no longer be 
sued for the injuries). The most reasonable and safest thing I could imagine in this case would 
be to separate the components of MMR and DTP to give the 3 components separately and 
spaced out to reduce the immune load, yet still provide the control arm with the existing 
intervention. It can be done, but they won’t do it. Instead, they used NO control group for the 
MMR-II and they used the known to be harmful DTP combination (which itself had never been 
tested against a control group) for DTaP. That’s not a control group design looking for safety. For 
the IPOL injected polio vaccine, the not ideal but most ethically reasonable thing to do would 
have been to test it against the control of the existing OPV oral polio vaccine. They could have 
used sugar water ingested and saline injected placebos to keep each of the groups blinded as 
to which route they were receiving the actual vaccine. But they didn’t do that. Instead, proper 
safety testing was avoided and NO control group was used with the claim that safety for 
licensure of IPOL was “based on the concept of the foundational inactivated polio vaccine 
concept of the 1954 Francis Field Trial” for Salk’s vaccine in the 50’s. Note that Salk’s vaccine 
was temporarily suspended in 1955 after a manufacturing error resulting in paralysis and death 
of healthy kids after accidentally injecting live active polio virus into 200,000 healthy kids, and 
then discontinued entirely in the 1960s due to multiple safety issues. 
 
Every single other vaccine on the childhood schedule (Rotavirus, Pneumococcal, Chicken Pox, 
Meningococcal, Hepatitis B, Hep A, Hib, HPV, etc etc etc) came about after 1986, so none of 
these diseases had an existing vaccine or treatment that would cause ethical barriers, and 
therefore no excuse not to use a placebo control for initial safety testing. No excuse. None. Yet 
not a single one of them tested the initial vaccine for these diseases against a placebo control. 
Either they used no control group at all (so no safety comparison), they used components of the 
vaccine that have known effects and often adverse effects on health (so 2 packs of cigarettes a 
day vs 3 packs a day), or they used something so crazy as another unlicensed with unknown 
safety profile experimental vaccine (3 packs of cigarettes a day vs 3 packs of cigarettes a day). 
Once they get that initial version licensed with tobacco science, then every future updated 
version of the disease vaccine is free from the hassle of proper safety testing because of ethical 
barriers due to a licensed treatment already existing. The adverse effects of the prior vaccine 
will be considered “normal” in the study and not show a safety signal… and so it goes with 
“vaccine science”. Safety is clearly not the priority. Take the Prevnar series on the childhood 
schedule, for example.  
 
Pneumococcal Conjugate Vaccine (PCV). All of this data comes STRAIGHT from the 
package insert for these vaccines. 

●​ PCV7 licensed in 2000. This was the first of the PCV vaccines, so there is no ethical 
reason not to use a true saline placebo. Instead, the control group received an 
experimental (unlicensed with unmeasured safety) meningococcal vaccine, NOT an inert 
placebo. “Seriuos adverse events occurred at similar rates in both groups”...therefore 
deemed “safe”. https://jamanetwork.com/journals/jama/fullarticle/199581 

https://jamanetwork.com/journals/jama/fullarticle/199581


●​ PCV13 licensed in 2010. Control group received PCV7 vaccine, NOT an inert placebo. 
8.2% serious adverse events (SAE) in the Prevnar13 group and 7.2% SAE in the 
“control” group receiving the Prevnar7 vaccine. “No numerical imbalances”...so they 
called it safe. 

●​ PCV15 licensed in 2021. Control group received PCV13, NOT an inert placebo. 9.6% 
SAE in PCV15 group and 8.9% SAE in the “control” group receiving the Prevnar13 
vaccine. “No numerical imbalances”...so they called it safe. 

●​ PCV20 licensed for infants in 2023. Control group received PCV15, NOT an inert 
placebo. Again, both groups had unacceptably high SAE, but... “No numerical 
imbalances”...so they called it safe. 

…If you’re following along, you see the pattern. PCV-20 was licensed based on a clinical in 
which PCV-15 was the control, PCV15 was licensed based on a clinical trial in which PCV-13 
was the control, PCV-13 was licensed based on a clinical trial in which PCV-7 was the control, 
and PCV-7 was licensed based on a clinical trial in which another experimental, unlicensed 
meningococcal vaccine was the control… and in each of these trials the unacceptably high 
serious adverse events in both the control and experimental groups were similar enough for a 
finding of “safe” for licensure by the FDA. This pattern has allowed the declaration that a 
vaccine for every healthy child is “safe” when it has nearly a TEN PERCENT occurrence of 
death, permanent disability, or inpatient hospitalization! This is inexcusable. It’s a blatant 
manipulation of science.  
 
Remember: Rotavirus, Pneumococcal, Hepatitis B, IPOL Polio, and Hib vaccines- ALL 
without proper safety testing- are given to every healthy infant not once but THREE 
TIMES in the first 6 months of life! Don’t we owe it to our kids to know more about the safety, 
with proper testing against a placebo controlled group and adverse events monitored longer 
than just days or weeks? An interesting thing that had my jaw on the floor during COVID times 
was the loud and very public cry of vaccine advocates that cheap and longstanding more 
natural drugs like Ivermectin and Hydroxychloroquine could not be used to treat COVID (even 
though their success rate when properly used was FAR higher than ventilators, Remdesivir, or 
any other protocol treatments of the time) because “there have been no randomized 
double-blinded placebo controlled trials to prove Ivermectin’s or Hydroxychloriquin’s use for this 
condition”... and these are the same people who swear to you that all childhood vaccines are 
safe and effective, even though NONE of them have had a proper placebo controlled safety trial 
(some without a control group at all for that matter), and NONE with a duration adequate to truly 
monitor safety. While jaw dropping at the time, I can now see some positive as those actions 
alerted me that vaccine science plays by different rules and thus was my nudge to look into the 
science of childhood vaccines for myself.  
 
In any internet searches you attempt to do on the topic of vaccine safety testing, the verbiage 
dances around the topic, and none of this feels like science.  

●​ The current IPV polio vaccine was not tested against a placebo. Instead, its safety was 
“based on the concept of the foundational inactivated polio vaccine concept of the 1954 
Francis Field Trial”. OK, so safety of this vaccine was based on a concept from 1954. I 
personally am not comfortable with this. 



●​ The current MMR vaccines were never tested against a true placebo. Instead, “its safety 
was established because each of its 3 components”- older separate Measles, Mumps, 
and Rubella vaccines- “had been tested against placebos individually in the 1960s”. OK, 
so the safety of the MMR vaccine is based on multiple decades old studies of only one 
specific antigen at a time, in some cases a different strain that is in the current vaccine… 
and the effects of administering all 3 pathogens together at once, rather than separately 
and spaced out, can be trusted not to have any different effect on the immune system or 
inflammatory response of the body. I personally am not comfortable with this. 

●​ For HPV, “While the primary control arm of the Phase III trials of the study used an 
aluminum adjuvant as the ‘placebo’, some early base safety observations incorporated a 
saline placebo”. This is a word salad designed to create confusion. The early base trials 
are not what’s used for safety monitoring for licensure. The safety monitoring for 
licensure of this vaccine in Phase III trials used a control group that was injected with 
aluminum which we know is a toxic metal in the body and far from inert.  

 
When we consider products that are being universally injected into all healthy babies, we should 
demand better. I cannot imagine a reasonable argument against that. 
 
On Statistical Power. One of the arguments that you will commonly hear against the scientific 
research showing harm of mainstream drugs or vaccines is that they are underpowered, 
claiming that the small sample sizes make the results statistically unreliable. For example, a  
study by Mawson in 2017 that showed higher incidence of chronic illness, allergies, and 
neurodevelopmental disorders in vaxxed vs unvaxxed was declared underpowered because it 
contained only 666 children, so the paper was retracted.  
 
Vaccine science for licensure works differently, however. What you often see with the clinical 
trials to license routine childhood vaccines is studies with only hundreds of children. 147 
children were sufficient for the clinical trial to license the Hepatitis B vaccine given to all infants 
three times in the first year of life.  
 
In contrast, clinical trials for new drugs and vaccines not immune from liability by the NCVIA 
typically have thousands to tens of thousands of participants by the time they complete Phase 3 
trials. Just look how it was done with the Dengue vaccine discussed later in the section with 
over 35,000 participants. This one is not a recommended vaccine on the childhood schedule 
and thus not immune from liability for harms. 
 

.___________________________________ 
 
Let me back up the claim that not a single vaccine on the routine childhood schedule has 
had proper safety testing.  All of this information comes straight from the FDA sources that 
state the pivotal trial that the FDA relied upon for licensure for each of the vaccines. The 
package inserts for each of them can be found at  https://www.fda.gov/media.  A great detailed 
summary of this can be found on page 8 of Aaron Siri’s senate testimony, with all specific 
sources cited.  

https://www.fda.gov/media
https://www.hsgac.senate.gov/wp-content/uploads/Siri-Testimony.pdf


 
(Note that every vaccine on the CDC childhood schedule is given via injection, except for the 
rotavirus vaccines, which are given orally, and the toddler version of flu vaccine for kids over 2 
years old given by nasal spray) 
 
Hep B vaccine (CDC schedule: birth, 1 month, and 6 months)  

●​ Recombivax HB (Merck): licensed for babies based on trials with no placebo control (they didn’t even 
bother to use a control) and 5 days of safety monitoring after injection. 147 children aged infant to 10 years 
old were in the trial. 

●​ Engerix B (GSK): licensed for babies based on trials with no placebo control (they didn’t even bother to use 
a control) and 4 days of safety monitoring after injection. 

DTaP vaccine (CDC schedule: 2, 4, 6, and 15 months, and 4 years) 
●​ Infanrix (GSK): licensed for babies based on trials with no placebo control (DTP vaccine used as a control) 

and up to 30 days of safety review after injection. DTP, used as the control was not licensed in a 
placebo-controlled trial and studies have repeatedly shown that DTP-vaccinated infants die at far higher 
rates than their non-vaccinated peers. 

●​ Daptacel (Sanofi): licensed for babies based on trials with no placebo control (DT or DTP vaccine used as 
control) and 2 months of safety review after injection, except one trial which had 6 months of safety review, 
used no control, and only 1,454 children. In that trial, “[w]ithin 30 days following any dose of DAPTACEL, 
3.9% subjects reported at least one serious adverse event.” 

PCV vaccine (CDC schedule: 2, 4, 6, and 12 months)  
●​ Prevnar 13, PCV-13 (Wyeth, part of Pfizer): licensed for babies based on trials with no placebo control 

(Prevnar 7 used as the control, which was licensed based on a trial using another experimental 
meningococcal vaccine as the control) and 6 months of safety review after injection which found, “serious 
adverse events reported following vaccination in infants and toddlers occurred in 8.2% among Prevnar 13 
recipients and 7.2% among Prevnar 7 recipients.”  

●​ Vaxneuvance PCV-15 (Merck): licensed for babies based on trials with no placebo control (PCV-13 used as 
the control) and up to 6 months of safety review after injection finding that serious adverse events up to 6 
months following vaccination occurred in 9.6% of PCV-15 recipients and in 8.9% of PCV-13 recipients.” 
Deemed “safe” because, “there were no notable patterns or numerical imbalances between vaccination 
groups.”  

●​ Prevnar 20, PCV-20 (Pfizer): licensed for babies based on trials with no placebo control (PCV-15 used as 
the control), up to 6 months of safety review after injection, and deemed “safe” because “no notable patterns 
or imbalances between vaccine groups.” 

Polio vaccine (CDC schedule: 2, 4, and 6 months, and 4 years)  
●​ IPOL (Sanofi): licensed in 1990 for babies based on trials with no placebo control and 3 days of safety 

review after injection. Sanofi reports that, “Although no causal relationship has been established, deaths 
have occurred in temporal association after vaccination of infants with IPV.” Note that IPOL is a completely 
different product than Salk’s polio vaccine in the 1950s, yet the claim to avoid proper safety testing of IPOL 
was that its licensure is “based on the concept of the foundational inactivated polio vaccine concept of the 
1954 Francis Field Trial” for Salk’s vaccine.  Salk’s vaccine was temporarily suspended in 1955 after a 
manufacturing error resulting in paralysis and death of healthy kids after accidentally injecting live polio virus 
into 200,000 healthy kids, and then discontinued in the 1960s due to many safety issues including 
contamination with a rhesus monkey virus SV40 that causes cancer in humans  Hence, the Salk vaccine’s 
safety or efficacy was not relied upon to license IPOL 

●​ OPV (Sabin’s vaccine) is no longer used, but was used from 1961 to 2000 as the polio vaccine for infants in 
the US. This is an oral vaccine, given by droplets in the mouth. Poliovirus is a natural enterovirus (in the 
gut), so the oral route is the natural route of exposure. OPV uses a live, weakened (attenuated) version of 
the virus. Its use was discontinued due to its ability to mutate from weakened to a virulent form in the 
intestines, which is transmissible from person to person, and can cause actual paralytic poliomyelitis in the 
vaccine recipient or a close contact. 

Hib vaccine (CDC schedule: 2, 4, 6, and 12 months) 



●​  ActHIB (Sanofi): licensed for babies based on trials with no placebo control (Hepatitis B vaccine used as 
control) and 30 days of safety review after injection during which 3.4% experienced a serious adverse event 
but “[n]one was assessed by the investigators [Sonafi] as related to the study of vaccines.” Remember that 
the Hep B vaccine had no control and 5 days of safety monitoring. 

●​ Hiberix (GSK): licensed for babies based on trials with no placebo control (unlicensed experimental Hib 
vaccines and HibTITER used as the control) and 31 days of safety review after injection  

●​ Liquid PedvaxHIB (Merck): licensed for babies based on trials with no placebo control (Lyophilized 
PedvaxHIB used a control) and 3 days of safety review after injection.  Lyophilized PedvaxHIB was tested in 
a trial in which the control group was given 2 other vaccines, OPV and DTP, and there is no indication 
Lyophilized PedvaxHIB was ever licensed.  

Rotavirus vaccine (CDC schedule: 2, 4, and 6 months). Orally administered, not injected.  
●​ Rotarix (GSK): licensed for babies based on trials without a placebo control (the control group received an 

oral drop that included Dextran, Sorbitol, Amino Acids, Dulbecco’s Modified Eagle Medium, and Xanthan) 
and 31 days of safety review after oral dose and up to a year in some trials to watch for cases of 
intussusception. There were more deaths in the group receiving Rotarix than the control group. “During the 
entire course of 8 clinical studies, there were 68 (0.19%) deaths following administration of ROTARIX (n = 
36,755) and 50 (0.15%) deaths following placebo administration (n = 34,454). The most commonly reported 
cause of death following vaccination was pneumonia, which was observed in 19 (0.05%) recipients of 
ROTARIX and 10 (0.03%) placebo recipients (RR: 1.74, 95% CI: 0.76, 4.23)  

●​ RotaTeq (Merck): licensed for babies based on trials without a placebo control (the control group received 
an oral drop that included Polysorbate-80, Tissue Culture Medium, Fetal Bovine Serum, and Sodium 
Phosphate) and 42 days of safety review after each oral dose and up to a year to watch for cases of 
intussusception  

Covid-19 vaccine (CDC schedule: 6, 7, and 10 months, and then annually.)  
●​ Comirnaty (Pfizer): licensed only for children 12 years of age and older (not for babies). This had a placebo 

control, but it is very important to note that the placebo controls were unblinded and vaccinated after only 6 
months, which eliminated the ability for placebo controlled safety monitoring beyond 6 months. Only 6 
months of safety review after injection, and a total of 3,014 participants. Note that the release of the Pfizer 
documents revealed that Pfizer manipulated clinical trial data by delaying death documentation, 
misclassifying fatalities, and labeling deceased participants as "lost to follow-up" for the vaccinated group. 

●​ Spikevax (Moderna): now licensed for age 6 months and up. This had a placebo control, but it is very 
important to note that the placebo controls were unblinded and vaccinated after only 6 months. Only 6 
months of safety review after injection, and a total of 3,726 participants  

Flu vaccine (CDC schedule: 6 and 7 months and then annually). Intramuscular injection in infants, nasal spray after 
2 years of age. 

●​ The formulation for each influenza vaccine changes annually and there is no clinical trial carried out for each 
new formulation. In any event, none of the clinical trials for the original formulation of any injected influenza 
vaccine for children had a placebo control group. In 1980, FDA licensed Fluzone (IIV3) without assessing its 
safety against any control group. Nonetheless, Fluzone (IIV3) was used as the control in the trials relied 
upon to license Afluria (IIV3) in 2007 and Fluzone (IIV4) in 2013 for children. Then, Fluzone (IIV4), Fluarix 
(IIV3), or Havrix were used as the controls in the clinical trials supporting the licensure of FluLaval (IIV4). 
The safety of these products therefore rests on the safety of Fluzone (IIV3) which was licensed for pediatric 
use based on a trial without any control group. Similarly, Fluarix (IIV4) was licensed for children in 2012 
based on a trial using Prevnar 13, Havrix and/or Varivax as controls; Fluarix (IIV4) was then used as the 
control to license Afluria (IIV4) in 2016. This means Afluria (IIV4) was licensed because it was deemed as 
safe as Fluarix (IIV4), and that vaccine was licensed because it was deemed as safe as Prevnar 13, Havrix, 
or Varivax. However, the latter two were licensed without a placebo control; and Prevnar 13 was licensed 
because it was as safe as Prevnar, but that vaccine was only licensed because it was as safe as “an 
investigational meningococcal group C conjugate vaccine.” Hence, none of those vaccines had its safety 
profile established based on any placebo-controlled clinical trial. The only exception is one inhaled influenza 
vaccine whose original trial had a placebo, but its formulation changes every year and is not safety tested in 
any trial.  

MMR vaccine (CDC schedule: 12 months and 4 years)  



●​ M-M-R-II (Merck): licensed based on a trial with a total of 834 children, no control group, and that reviewed 
safety for 42 days during which one-third of vaccinated participants developed gastrointestinal and a third 
respiratory issues.  

●​ Priorix (GSK): licensed based on trials with no placebo control (M-M-R-II used as the control) and 6 months 
of safety review after injection in which both vaccine groups had a high rate of serious adverse events (2.1% 
of Priorix group and 1.9% of M-M-R-II group), emergency room visits (10.1% of Priorix group and 10.4% of 
M-M-R-II group), and new onset of chronic diseases (e.g., autoimmune disorders, asthma, type I diabetes, 
vasculitis, celiac disease, thrombocytopenia, and allergies) (3.4% of Priorix group and 3.7% of M-M-R-II 
group)  

Varicella vaccine (CDC schedule: 12 months and 4 years)  
●​ Varivax (Merck): licensed based on trials with no placebo control (the purported “placebo” was actually an 

injection of 45 mg of neomycin per milliliter) and 70 days of safety review after injection which included only 
one controlled trial of 956 children in which approximately half received Varivax and half received the 
injection of 45 mg of neomycin per milliliter, and there was one trial in which 32 children received Varivax 
and 29 children received nothing and then received Varivax eight weeks later; during the eight-week period, 
the Varivax group had double the rate of ear infection and a 50% increase in respiratory infection. As for 
serious adverse events, Merck did not consider any related to Varivax.  

Hep A vaccine (CDC schedule: 12 and 18 months)  
●​ Havrix (GSK): licensed based on trials with no placebo control (Engerix-B was used as a control) and 31 

days of safety review after injection with a phone call follow-up at 6 months. Note, as discussed above, 
Engerix-B was licensed for babies based on trials with no placebo control and 4 days of safety monitoring 
after injection.  

●​ Vaqta (Merck): licensed based on trials with no placebo control (an injection of AAHS, an aluminum 
adjuvant, and thimerosal, a form of mercury, were used as a control) and up to 42 days of safety review after 
injection.  

Tdap vaccine (CDC schedule: 11 years)  
●​ Adacel (Sanofi): licensed based on trials with no placebo control (Td, for adult use, was used as a control) 

and up to 6 months of safety review after injection.  
●​ Boostrix (GSK): licensed based on trials with no placebo control (DECAVAC or Adacel was used as a 

control) & up to 6 months of safety review after injection.  
HPV vaccine (CDC schedule: 9 and 9 ½ years)  

●​ Gardasil 9 (Merck): licensed based on trials in which safety was reviewed after injection for 1 month in five 
of the clinical trials, 6 months in a lot consistency trial, and 4 years in one trial of women aged 16 to 26 
years. These Gardasil 9 trials either had no control group or used Gardasil 4 as the control, except for one 
trial in which 306 participants received a placebo but only after they had already received the full series of 
Gardasil 4 injections. (Note that in Gardasil 4’s clinical trial, controls received an aluminum adjuvant, AAHS, 
except 320 people labeled “Saline Placebo” who actually received all vaccine ingredients except antigens 
and AAHS; and across all these trials, 2-3% of participants receiving vaccine or aluminum adjuvant – a 
substance used to induce autoimmunity in lab animals – had a suspected autoimmune disorder.  

Men4 vaccine (CDC schedule: 11 and 16 years)  
●​ Menactra (Sanofi): licensed based on trials with no placebo control (Menomune used as the control) and up 

to 6 months of safety review after injection. Note that Menomune was licensed without a placebo-controlled 
trial; rather, the safety section of the package insert for Menomune lists the same trial used to license 
Menactra as the basis for the safety of Menomune despite the fact Menomune was used as a control in that 
trial. So, 2 experimental vaccines were tested against each other for safety and each of their trial reports 
lists that comparison as basis for safety. 

●​ Menveo (GSK): licensed based on trials with no placebo control (Menactra, Boostrix, or other vaccines used 
as a control) and up to 6 months of safety review after injection.  

●​ MenQuadfi (Sanofi): licensed based on trials with no placebo control (Menveo or other vaccines used as a 
control) and up to 6 months of safety review after injection. Thus, Menomune was licensed without a 
placebo-controlled trial and was then used as the control to license Menactra; Menactra is then used as the 
control to license Menveo; and then Menveo is used as the control to license MenQuadfi  

 MenB vaccine (CDC schedule: 10 years and older if indicated)  



●​ Bexsero (GSK): licensed based on trials in which controls were administered aluminum hydroxide and, in 
one trial with 120 adolescents, saline injection followed by injection of Menveo. FDA labels this an “active 
control,” not a “placebo control” trial  

●​ Trumenba (Pfizer): licensed based on trials with no placebo control group other than 12 people in a 
dose-ranging phase II study (otherwise the controls were injection of Gardasil+placebo, dTaP-IPV+placebo, 
HepA+placebo, or Menactra+Adacel+placebo and 30 days of safety review after injection for one of the 
three trials and up to 11 months in the other two trials  

PPSV23 vaccine (2Y+ if indicated)  
●​ Pneumovax 23 (Merck): licensed for children 2 years and older although there is no indication that there 

was any clinical trial involving anyone younger than 16 years of age that the FDA relied upon to license this 
vaccine.  

 
___________________________________ 

 
Now, let’s look at the difference in licensure and safety trials of a vaccine that is not 
routine on the childhood schedule and thus does not have immunity from liability for harms 
from the vaccine. We find a stark contrast to all of the others licensed with “vaccine science” that 
had no placebo controls, many with typically only hundreds of children in the trial, and had 
safety monitored for only days to weeks and at most 6 months…. The Dengue vaccine had an 
inert placebo control group receiving an inert saline injection, had over 35,000 children in 
the trial, and had 6 years of safety monitoring after injection. Monitoring for multiple years 
uncovered some severe safety signals regarding risk of death that were critical in proper 
recommendation for these vaccines. 
 
Dengue vaccine (6Y+ only  if previously had dengue AND live in area dengue is endemic)  

●​ Dengvaxia (Sanofi): licensed based on a trial with 11,474 children receiving a placebo control (saline 
injection), over 35,000 children in the trial, and 6 years of safety review after injection. Careful study of this 
vaccine revealed after 3 years of safety monitoring that children under 6 years old had an increased risk of 
severe harm and death from this vaccine and that children older than 6 who had never had dengue and 
received this vaccine likewise had a seriously increased risk of severe harm and death. Hence, this vaccine 
is only indicated for older children who have previously had dengue. “Those not previously infected are at 
increased risk for severe dengue disease when vaccinated and subsequently infected with dengue virus.” 
This vaccine is only recommended for children in endemic dengue areas and dengue is not endemic in the 
U.S.  Note that Sanofi halted manufacture of this vaccine in 2024, stating “insufficient market demand” and 
that it will be completely phased out of use in fall of 2026. 

 
 
Let’s  do a quick comparison to the “vaccine science” of the Recombivax Hepatitis B 
vaccine, for which the manufacturer has complete immunity from liability for harms caused by 
its product. It is on the routine recommended schedule for every infant born in the US, starting 
on the day of birth, for a disease transmitted by sexual encounters or sharing drug needles and 
only poses a risk to the 0.3 to 0.9% of babies whose mother is Hep B positive, a risk that is 
identified with testing of the mother prior to birth. The clinical trials to license this vaccine used 



only 147 total kids. And there was NO CONTROL GROUP. And safety was only monitored for 
FIVE DAYS. Not only is this underpowered, it fails the 3 requirements for a proper scientific 
study for medical products. This can be found directly in the package insert for the vaccine:. 

 
 
…and, with that, the scientific consensus states ”safe and effective”. 
 

____________________________________ 
 
“We have mounds of science supporting the safety of childhood vaccines”, they say. There it is. 
That’s the safety science of vaccines. When ICAN, a nonprofit organization, sued the 
government to produce all studies relied upon by the CDC to support various safety claims of 
routine childhood vaccines on the current schedule, the CDC responded that it did not have 
specific studies or agency files on hand to support those safety claims.  
 
I now know that I cannot trust the safety testing. Knowing what I now know about how vaccine 
science is conducted, about the risks of the current vaccines, and about the risks of the 
diseases they target, I can tell you that my personal decision for my children if I had it all to do 
over again now would be to not give them a single one of these vaccines. Even if I happened to 
see a potential net benefit of the vaccine, I would still likely not do it simply because I have now 
seen how the safety science is done and I would have to wonder “what is it that I don’t 
know about this data”. This is my personal view after my own research, this is not medical 
advice for your child or your situation. 
 

 
 



_________________________________________________________________________ 
 

What about safety monitoring of all of these vaccines post-licensure? OK, so they only 
monitored safety for days to weeks before they licensed the vaccines for universal injection into 
all children… but the “experts” all report that the safety of these products is “rigorously 
monitored” following licensure. The pharmaceutical companies aren’t monitoring, so who is? 
The government. You know what is supposed to be happening in the government, as dictated 
by the 1986 Act that granted full immunity from liability to vaccine makers for any harm caused 
by their products? In 1986, the government understood the risk involved with removing the 
motivation for pharmaceutical companies to assure proper safety of their products, so the 
NCVIA of 1986 explicitly mandated 2 things to assure that safety of childhood vaccines was 
closely monitored.  

●​ The first mandate for safety was that the Secretary of HHS monitor all aspects of 
childhood vaccine safety and submit a biennial report to Congress detailing all actions 
and improvements made regarding vaccine safety. By now, in 2026, twenty of these 
biennial reports should have been submitted, providing regular assurance that safety 
was being taken very seriously. Do you know what happened in 2018 when ICAN first 
asked with a FOIA request and was ignored, and then sued the government to release 
these biennial reports? The government conceded that no reports had ever been 
submitted. Zero. In forty years, zero biennial reports had ever been filed.  

●​ The second mandate for safety was the establishment of a group whose sole task was 
to evaluate vaccine adverse reactions and to make recommendations on improved 
safety, called the Advisory Commission on Childhood Vaccines (ACCV). So how’d we do 
here? Well, the group only met twice between 1986 and 1998. TWO times, and only 
made recommendations ONCE in 1998. Then it was disbanded in 1998.  

Two things were put into place to rigorously monitor adverse events and safety of childhood 
vaccines after the government removed the drug companies’ motivation to assure safety of their 
products in 1986. Both of them were completely ignored. 
___________________________________________________________________________ 

 
The death rate and adverse events from the vaccines are explained away. “No proof of 
causation” … “multiple vaccines were given on that day, so we can’t attribute it to this particular 
vaccine”...”VAERS is just a passive reporting system, so we can’t say it’s a causal relation” 
(even though this and its sister systems are what they claim is adequate post-licensure safety 
monitoring for vaccines that only had prelicensure safety monitoring for days or weeks). You 
need to realize that there is no safety monitoring. The VSD, which allegedly actively monitors 
health data, is pulling from large healthcare organizations, has been determined to be the best 
source to do a study of health outcomes of vaccinated vs unvaccinated kids. However, we must 
remember that there are many adverse reactions that are blown off as “they’ll outgrow it” and 
not entered into medical records… We saw an example of what is routinely done with reports 
from parents to providers in these organizations in the case of the child that I shared in my 
Tylenol blog- they are not reported, they are not recorded in the health record, and parents are 
simply told “they’ll grow out of it”. Vaccines are the last thing that is allowed to be indicated for 
adverse events. There is no place that accurately monitors, investigates, or reports all of the 



deaths, neurological issues, autoimmune issues (many of which don’t become apparent until 
months or years later). 
 
 

What is the risk of these diseases targeted by the vaccines? 
 
Do any of us even understand the true risk of the diseases that our children are being 
vaccinated for? I can shamefully say that I did not when I initially obediently followed the CDC 
schedule in my children’s early years. I didn’t even question it due to fear that was instilled in me 
from every mainstream source: mainstream media, mainstream medicine, mainstream 
education. Diseases like diphtheria, typhoid, smallpox, measles, scarlet fever, and polio 
wreaked havoc on the developed world’s population in the late 1800’s and early 1900’s. The 
deadliness and devastation of these historic infectious diseases is absolutely true, but the 
circumstances around the reduction in mortality of these diseases could not be more 
misrepresented in the mainstream storytelling of history.  
 
Refer back to the following line graph throughout this section, as it shows the raw data of the 
historically devastating infectious diseases. 

 
https://learntherisk.org/diseases/ 

 
Yes, some of these diseases of the longstanding childhood vaccines (MMR, DTP, Polio) have a 
history of vast death and destruction, but it is quite necessary to look at the entire picture, as a 
large part of the story lies in the details. The truth is that the majority of deaths from historically 
(1800’s and early 1900’s) devastating infectious diseases that have vaccines to target them 

https://learntherisk.org/diseases/


(diphtheria, measles, whooping cough) were already reduced by 85 to 98 percent prior to 
widespread use of the vaccine, as were the devastating infectious diseases for which they 
were never able to successfully make a vaccine (typhoid, scarlet fever). Infectious diseases 
proliferate with poor sanitation, poor living conditions, and lack of refrigeration for food… all of 
which were commonplace during this era of rapid industrialization prior to infrastructure. The 
reduction in mortality came about simply by improved living conditions, sanitation, and 
decontaminated drinking water. Simple. You get the poo out of the drinking water, you make 
toilets and waste systems so people stop pooing in the streets and on the floors, you refrigerate 
food so it doesn’t spoil → the deadliness of infectious diseases plummets. An astute observer 
can see the steady sharp decline of all of these infectious diseases prior to any vaccine (as well 
as the diseases for which they were never able to make a vaccine) to bring the death rate down 
significantly prior to any vaccine. This astute observer can also see that the continued decline of 
the remaining small death rate continued at the same rate following introduction of any 
vaccines, and followed a similar rate of continued decline to essentially zero as the other 
infectious diseases for which there was no vaccine. Let’s spell this out. The sharp initial decline 
of all of these infectious diseases in the pre-vaccine early 1900’s era was due to sanitation 
(getting the doo doo out of the drinking water and the streets) and refrigeration (not eating 
spoiled food) throughout most of the developed US. We have to remember that in the 1940’s 
and 50’s, there were still some pockets of the US that did not yet have sanitation systems to 
stop infectious disease, so small amounts of mortality remained even when the vaccines arrived 
late to the party. Did we see a sudden quick drop to 0 from the remaining 5-ish% mortality with 
the intro of the vaccines? No, we didn’t. We saw a continued steady reduction to 0, which 
matched the continued steady reduction to 0 of those other common infectious diseases that 
had no vaccine (scarlet fever and typhoid). If I am looking at this and basing judgement purely 
on data and trends, the answer of how these diseases were eradicated is clear.. And it is not the 
same as the emotion-filled and fear-based- claims that aim to drive vaccination. What the data 
and the trends show give me 100% certainty that the decline of these diseases for which there 
is a vaccine would have continued to essentially zero, just as it did for the other devastating 
infectious diseases of the time, thanks to improved sanitation and proper treatment of the 
disease.  
 
They know this, as you can see from what was published in the mainstream Journal of the 
American Academy of Pediatrics in 2000… 

 
…but somehow they forget to acknowledge it in their retelling of history. 
 



One thing to keep in mind when reviewing the risk of these diseases… The mainstream 
reported death rate from the diseases (especially for the vaccines brought to market after the 
1986 Act) is often stated as the death rate, but when you look at the fine print, you find that the 
raw data show a significantly lower death rate, but “vaccine science” instead used 
statistical modeling to estimate a higher death rate. It’s basically an invented number, so be 
careful that you are finding the true raw data. 
 
Let’s first look at the historically more deadly and devastating infectious diseases 
covered by the MMR, the DTaP, and the Polio vaccines.. 
 
Diseases of the MMR Vaccine. As you read about Measles, Mumps, and Rubella, keep 
in mind the following information coming straight from the FDA licensure data from the vaccine: 

●​ The combination MMR vaccine has never been tested for safety against an inert 
placebo. 

●​ The vaccine contains cow serum proteins and neomycin. 
●​ The package insert for the current childhood M-M-R II vaccine reads, “M-M-R II vaccine 

has not been evaluated for carcinogenic or mutagenic potential or impairment of fertility”. 
●​ The risk of permanent disability and death from the MMR vaccine has not been proven 

to be less than that of measles, mumps, or rubella. 
 
Measles. Measles is a childhood viral infection which most of the population contracted prior 
to vaccination and obtained lifetime immunity by the age of 15. Symptoms include an initial 
cough, runny nose, and fever, followed by a general rash on days 4 to 10. 

●​ This was a historic infectious disease with a death rate in line with that of scarlet fever in 
the early 1900’s and beyond. With proper sanitation, risks of measles are rare, even 
prior to vaccination. Note how both diseases followed the same reduction in mortality 
down to plateu…yet, there was never a vaccine for scarlet fever. 

 

 



●​ The measles vaccine was introduced in the US in 1963, combined into MMR in 1971, 
and broadly used starting around 1975.  

●​ In 1970, prior to routine use of the measles vaccine in the MMR combo, 89 total people 
died of measles in the US population of 203,392,031 people. In 1970, there were 122 
people killed from being struck by lightning. 

●​ Measles vaccine immunity wanes, meaning that 60% of vaccinated kids lose protection 
by age 15. Most of these kids will have asymptomatic infection, meaning that cases will 
not be known or reported, and that they will be contagious and out in public risking 
spread without even knowing. 

●​ Non-fatal risks of measles are extremely rare and include seizure and encephalitis.  
●​ Encephalitis is also a known and listed adverse reaction on the MMR vaccine insert.  
●​ Encephalitis (brain swelling) is a cause of neurodevelopmental disorders: Seizures, 

motor tics, ADHD, Autism. 
●​ Currently, in the US and other developed countries, 92% of hospitalized measles cases 

are low in Vitamin A. Accordingly, Vitamin A administration is a very effective treatment 
for measles. 

●​ Multiple studies suggest a link between natural measles infection and a reduced risk of 
some cancers, some auto-immune conditions, and reduced mortality from cardiovascular 
disease in adulthood 

 
Let’s look at this one a bit closer since we see it in the news every opportunity they have. 
Measles is highly transmissible and its death rate peaked at 0.014% (14 people per 100,000) in 
the early 1900’s plagued by poor sanitation and contaminated drinking water. This is a graph 
that represents the full course of the measles epidemic from peak until its fall. Prior to the 
introduction of the vaccine, with the introduction of clean drinking water and sewage control, the 
measles death rate had dropped precipitously to 0.0002%. (0.2 people per 100,000- that is a 
reduction of 98.57% WITHOUT a vaccine! Remember, Scarlet Fever had a similar mortality 
rate and experienced a similar rate of decline without a vaccine. 

 
 
While the measles vaccine was introduced in 1963, its use wasn’t widespread until the mid 
1970’s. By the time the measles vaccine was widely available, the death rate had further 



dropped to 0.00001% (0.01 people per 100,000). There hasn’t really been any appreciable drop 
in incidence after the widespread use of the measles vaccine. 
 
Prior to the introduction of a measles vaccine, measles had become a relatively common and 
mild childhood disease that most kids acquired and recovered from without complications. 
Although I was not alive at the time, it seems very familiar to my experience with chicken pox as 
a kid in the 80’s. The portrayal of measles as such in a popular tv sitcom in the late 60’s just 
prior to the widespread use of the measles vaccine helps us to get a feel for how it was an 
unfeared childhood disease like the chicken pox of my 80’s childhood. It’s hard to find this Brady 
Bunch episode now, as it does not fit the mold of how history has been re-written. 

 The Brady Bunch Clip: Deals With The Measles (Episode Pulled From Networks)
 
Somehow though, as I type this, news outlets are filled with the headlines “One measles case 
reported in Iowa”, “Find out if you were exposed to the one measles case in Iowa”, “Make sure 
you are protected against measles in Iowa”. Come on, man!  
 
This brings up an example of mainstream data manipulation to instill fear. You’ve now seen the 
true data of true measles mortality prior to the vaccine. Measles had become such a routine and 
benign childhood illness in the 60’s, prior to mass vaccination, that it was a laugh line in one of 
the most popular tv comedies of the time. That’s not how current times will have us remember it, 
though, so that episode has been pulled from network broadcast. Reports looking for a true 
measure of disease impact will show Mortality Rate: deaths per total population, typically 
reported as deaths per 100,000 population. When fear is the desired outcome, reports will 
instead use the Case Rate, particularly for a disease that has 90% of its cases unreported. This 
is based on deaths or severe outcomes per the only 10-ish% of reported cases for that time 
period. This is a much less accurate number, as most of these disease cases are asymptomatic 
or benign and not reported to public health departments, therefore the report of case rate wll be 
falsely inflated. 

 
 

One more quick measles headline example that I feel compelled to add the day before I send 
this for publication, with suspicious timing after a recent administration announcement on MMR. 
“Two deaths in unvaccinated people caused by measles in Lancaster County”...and the review 
with facts and common sense determines that this headline is FALSE. If you dig further than the 
headline, you learn that the Pennsylvania health department refuses to release any further 

https://youtu.be/5289k-dbOMY?si=BvYagKBeYmD_ykkA


details or confounders of the cases due to “HIPAA privacy”. The highly publicized confounder of 
unvaccinated is just as covered by HIPAA privacy as any of the other confounders that they 
refuse to release, so that is a flag. The even bigger flag is that as the story unfolds, the 
Lancaster County coroner, who by Pennsylvania law must investigate any death suspected to 
be caused by contagious disease, has made the following statement. One of the deaths to 
which the Pennsylvania governor has contributed to the two cases was a newborn whose death 
was “definitively NOT caused by measles”, but was rather a lacerated spleen in a matter 
“completely unrelated” to an incidental finding of measles. The coroner goes on to state that he 
has absolutely no idea what could be the second case to which they are referring. Considering 
Pennsylvania law, any other death that could possibly be attributed to contagious measles 
would by law have to go to the coroner. But it did not. So that in itself tells us that the second 
death could not have been attributed to measles. The Pennsylvania governor has a big stain on 
his shirt with this one. We see why it is in his best interest to provide alarming yet fake statistics 
like this, after he publicly revealed his intense financial interest in maintenance of the largest 
childhood vaccine program possible in October of 2025, with a statement that “over half of the 
vaccines administered in the US come from a facility in Pennsylvania… which generates 
approximately $4.74 billion for Pennsylvania's economy”. As always, follow the money and you 
will find the truth. Mainstream media is not going to provide the truth, so you must exercise 
caution with headlines and seek truth for yourself.  
 
Mumps. Mumps is a viral infection which most of the population contracted prior to vaccination 
and obtained lifetime immunity by adolescence. Some infections are asymptomatic. Some have 
symptoms which include muscle aches, loss of appetite, fatigue, low-grade fever. 

●​ This was never a deadly infectious disease 
●​ Risks of mumps have always been rare. 1 per 100,000 (0.001% fatality risk). 0.0003% 

risk of permanently impaired hearing. 0.0004% risk of permanently impaired fertility in 
males. 

●​ Live mumps vaccine was introduced in the US in 1967, and it is now a component of the 
MMR vaccine.  

●​ Mumps vaccine immunity wanes, meaning that 25% of vaccinated kids lose protection 
within 8 years, 50% within 19 years, and 75% within 38 years. 

 
Rubella. Rubella is a viral infection which most of the population contracted prior to 
vaccination and obtained lifetime immunity during youth. Up to half of infections are 
asymptomatic. When symptomatic, young children typically only show one symptom- a rash 
head to toe, while older children and adults can have cold symptoms such as a low-grade fever 
prior to the rash. 

●​ This was never a deadly infectious disease.  
●​ Risks of rubella have always been rare. 0.5 per 100,000 (0.0005%) fatality risk. 0.0035% 

risk of unborn babies contracting Congenital Rubella Syndrome that was fatal or resulted 
in permanent disability. 

●​ The rubella vaccine was introduced in the US in 1969, and it is now a component of the 
MMR vaccine.  



●​ Rubella vaccine immunity wanes, meaning that 33% of vaccinated kids lose protection 
within 15 years  

 
Diseases of the DTaP Vaccine. As you read about Diphtheria, Tetanus, and Pertussis, 
keep in mind the following information coming straight from the FDA licensure data from the 
vaccine: 

●​ The DTaP vaccine has never been tested for safety against an inert placebo. 
●​ The DTaP vaccine contains aluminum adjuvant, formaldehyde, and Polysorbate 80. 
●​ The manufacturer’s package insert for the DTaP vaccine states that it “has not been 

evaluated for carcinogenic or mutagenic potential or impairment of fertility.” 
●​ The risk of permanent disability and death from the DTaP vaccine has not been proven 

to be less than that of Diphtheria, Tetanus, or Pertussis. 
 
Diphtheria. Diphtheria is a bacterial infection. In modern day, it is usually asymptomatic. 
When symptomatic, it can cause sore throat, loss of appetite, and low-grade fever, with some 
cases developing a barking cough and neck swelling. 

●​ In the late 1800’s and early 1900’s, diphtheria was devastating and deadly, particularly 
among young children.  

●​ Although diphtheria infection was widespread in the late 1800’s with overcrowding and 
poor sanitation, by the early 1940’s with improved living conditions, sanitation, and 
refrigeration, it had become a disease of low incidence- the mortality rate dropped from 
40.3 per 100,000 (0.0403%) at its peak at the turn of the century, to 1.2 per 100,000 
(0.0012%) in 1945- that is a 97% reduction prior to widespread use of the diphtheria 
vaccine!   

●​ Its death rate was in line with that of typhoid over the same time period. 
●​ With proper sanitation, risks of diphtheria are rare, even prior to vaccination. 

 
●​ Looking at raw data, it is interesting that mainstream mantra for the reduction of typhoid 

is credited to improved sanitation and clean drinking water (because there was never a 
typhoid vaccine approved for widespread use), and the same path of reduction of 



diphtheria is credited solely to the vaccination that didn’t come along and wasn’t widely 
used until after the initial great reduction. 

●​ Widespread use of the diphtheria toxoid (vaccine) began in the US in the late 1940’s, 
and its use became routine when it was combined with tetanus toxoid and pertussis 
vaccine as DTP in 1948.  

●​ In the US in 1947, the year prior to routine widespread vaccination, there were 840 
deaths out of the population of 144,126,071. (In comparison, there were 16,475 deaths 
in 1900 in a population half the size) 

●​ The diphtheria vaccine does not prevent asymptomatic infection or transmission. 
This means that people can be out in public risking spread without even knowing. 

●​ Cases of diphtheria can be successfully treated with diphtheria antitoxin and antibiotics 
like erythromycin. 

 
Tetanus. Tetanus is a bacterial infection. Tetanus symptoms include muscle spasms and 
stiffness in the jaw, neck, and abdomen. Tetanus is not contagious and cannot spread from 
person to person.  

●​ Transmission requires 2 things: a wound deep enough to lack oxygen and contamination 
with Clostridium tetani, an obligate anaerobic bacteria (thrives without oxygen) often 
found in animal feces. When this bacteria thrives in an anoxic wound, it releases a toxin 
that enters peripheral nerve endings and travels into the central nervous system, 
resulting in uncontrolled muscle contraction. 

●​ In the early 1900’s, prior to any vaccine, the death rate of Tetanus was 2.5 per 100,000 
(0.0025%). Prior to the vaccine in the late 1940’s, the death rate dropped to 0.5 per 
100,000 (0.0005%), thanks to improved living conditions and sanitation. 

●​ Widespread use of the tetanus vaccine in the US began in the late 1940’s, and it was 
combined with diphtheria and pertussis vaccines as DTP in 1948.  

●​ Cases of tetanus are treatable with Tetanus immune globulin, and tetanus can be 
effectively prevented by cleaning wounds. 

 
Pertussis. Pertussis is a bacterial infection. Initial symptoms are similar to the common cold- 
runny nose, sneezing, mild cough, low-grade fever. After 1-2 weeks, some cases progress to 
bursts of rapid coughs often with a high-pitched whoop. 

●​ Prior to mass vaccination, nearly all pertussis occurred in children age 9 or younger 
●​ In the early 1900’s, prior to any vaccine, the death rate of Pertussis was 16.1 per 

100,000 (0.016%). In 1945, the death rate dropped to 1.3 per 100,000 (0.0013%)- a 92% 
drop prior to any vaccination, thanks to improved living conditions and sanitation. 



 
●​ Widespread use of the Pertussis vaccine in the US began in the late 1940’s, and it was 

combined with diphtheria and tetanus vaccines as DTP in 1948.  
●​ The Pertussis vaccine does not prevent asymptomatic infection or transmission, it 

only reduces symptoms. Therefore, a vaccinated person can have pertussis unknowingly 
out in the wild, spreading it to others. 

●​ Pertussis is rarely fatal in developed nations. 
●​ About 82% of pertussis infections are benign and thus not reported in any case counts 
●​ Cases of pertussis typically resolve on their own. If necessary, antibiotics such as 

azithromycin or erythromycin are effective. 
 
Disease of the Polio Vaccine. As you read about Polio virus keep in mind the following 
information coming straight from the FDA licensure data from the vaccine: 

●​ The Polio vaccine has never been tested for safety against an inert placebo. 
●​ The Polio vaccine contains formaldehyde, neomycin, streptomycin, polymyxin B, and 

cow serum proteins. 
●​ The manufacturer’s package insert for the Polio vaccine states that it “has not been 

evaluated for carcinogenic or mutagenic potential or impairment of fertility.” 
●​ The risk of permanent disability and death from the Polio vaccine has not been proven to 

be less than that of Polio. 
 
Polio. This is a unique one, as it differs in nearly every way from the other historic infectious 
diseases. Most notably, it did not profoundly decrease with improvements in living conditions 
and sanitation. To the contrary, its prevalence and devastation increased in the early 1900’s in 
developing countries while that of the other infectious diseases were plummeting with sanitation 
improvements. The reigning explanation for the rise of the polio epidemic in this manner in 
developed nations is the Hygiene Hypothesis that being more hygienic made us less exposed 
and thus more susceptible to this pathogen. This, however, falls apart under scrutiny. Upon 
review of historical information, the astute eye observes that environmental factors must be at 
play to explain the true historical nature of poliomyelitis. 



●​ Poliomyelitis literally means inflammation of the grey matter of the spinal cord. 
Historically, Polio was simply defined by the clinical condition of paralysis, not by 
laboratory confirmation of the pathogen that caused it. From the 1800’s up until 1955, 
any acute flaccid paralysis lasting 24 hours or more was called polio without any 
identification of a causative pathogen. 

●​ In 1955, with the introduction of the first polio vaccine, the diagnostic criteria for cases of 
poliomyelitis immediately changed. For a diagnosis of polio in 1955 and beyond, the 
paralysis must be present for SIXTY days (rather than 24 hours prior to 1955) AND 
the presence of poliovirus must be found in stool samples in the lab (no testing to 
identify pathogen prior to 1955).  

●​ Upon the intro of the vaccine, the change in diagnostic criteria alone eliminated 
most of the cases of polio and brought the numbers down significantly. After 1955, 
all of the cases of paralysis with the multiple other enteroviruses that could cause it were 
labelled acute flaccid paralysis, Guillain-Barre syndrome, transverse myelitis, etc, 
instead of poliomyelitis. 

●​ The characteristic symptoms of poliomyelitis (Acute Flaccid Paralysis, Muscle Atrophy, 
sometimes Respiratory Failure) closely resemble those of toxic heavy metal (Mercury, 
Lead, Arsenic) poisoning.  

●​ The 1700’s up until the early 1900’s was the Era of “Heroic Medicine”. Doctors of the 
time believed that to cure any illness, they had to aggressively expel it from the body by 
ingestion of “purgatives”. Mercury was liberally used as “the Ultimate Purgative” and 
Arsenic as “the Universal Tonic” during this time. 

●​ Throughout the 1800’s, cases of poliomyelitis were isolated and so predominantly in 
infants who were experiencing primary tooth eruption that the condition was then called 
“teething paralysis”. The most popular medicine for teething at the time was Steedman’s 
Teething Powder which was a dose of 47 mg of mercury chloride, which is enough 
mercury to poison a full grown man. A known symptom of severe mercury poisoning is 
paralysis. 

●​ Why were kids more susceptible to poliomyelitis? Anatomy and protective barrier 
immaturity. The front half of the spinal cord, the anterior horn that communicates motor 
commands, is primarily affected in cases of paralytic poliomyelitis. Anatomically, young 
children’s spinal cords are longer relative to the vertebral column, and they sit more 
anteriorly with the lumbar (lower limb) region sitting just behind the intestines. The infant 
and toddler gut and blood brain barriers are both highly permeable at that young age.  

●​ The late 1800’s and early 1900’s brought new and more profound epidemics of 
poliomyelitis that predominantly involved children of all ages and young adults. 

●​ The late 1800’s and early 1900’s brought an era of chemical warfare in an attempt to 
control invasive pests that were destroying trees, fruits, and vegetables. The early to mid 
1900’s grew to chemical warfare to battle mosquitos and flies thought to be spreading 
poliomyelitis- spraying through streets, over agricultural lands, everywhere. The 
chemicals being employed were varying formulations of lead and arsenic, and the more 
they stuck to the fruit and were not able to be washed off by rain, the better.  

●​ Animals (cows, horses, dogs) were suffering from the same paralytic poliomyelitis 
alongside the people during these outbreaks.  



●​ In 1908, scientists had taken a virus that they had isolated from the spinal cord of 
paralyzed humans, used the scientific method to hypothesize that injecting this virus into 
the spinal cords of these same types of animals should induce the same paralysis, and 
did multiple studies injecting it into the spinal cords of these animals with no luck. While 
the injection of other pathogens like strep bacteria into the animals’ spinal cords could 
induce paralysis in the animals, they never once were able to induce animal paralysis by 
injecting the virus that they had isolated from humans. So they tried injecting the human 
isolated virus into 2 imported monkeys, an animal that was genetically closer to humans. 
One of the 2 monkeys developed paralysis. The scientific method was thrown out, the 
initial hypothesis was thrown out because it didn’t fit the one and only result they were 
able to achieve, they completely changed the parameters of their science, they now 
disregarded the mirror animal paralysis because it didn’t fit, they named the human 
isolated virus the poliovirus, and in 1909 they ignored the mounds of scientific evidence 
showing otherwise and declared the poliovirus as the one single cause for the epidemic 
of paralysis during this time.Rather than question the flawed science to get there, 
everyone just found relief that they had isolated “the” cause of poliovirus, so now they 
could begin work on a vaccine for it. 

●​ In the 1940’s and 1950’s, we saw the rise of DDT. The new “miracle pesticide” was 
touted as entirely safe, and DDT was sprayed directly onto dairy cows, crops, through 
neighborhood streets, public beaches, inside homes, all over swimming pools, and 
directly onto children “to eliminate polio-carrying flies”. It was persistent. It did not wash 
off of the fruits and vegetables onto which it was sprayed. 

  

  
●​ In this World War II era, we also saw the Military Base Phenomenon. US Army bases in 

less developed nations like the Philippines were doused daily in DDT spraying to prevent 



tropical diseases carried by insects. The indoors and outdoors of the bases were fogged, 
the troops were directly covered in DDT powder, it was everywhere with good (yet very 
misguided) intentions. American soldiers in the Philippines developed high rates of 
paralytic polio. There was absolutely no paralysis in the surrounding native Filipino 
population. Testing revealed a 100% positive rate of the polio enterovirus in tested native 
Filipinos. Yet they had no paralysis. Rather than consider the environmental factors that 
would create an opportunistic devastating infection in a select few hosts, the 
phenomenon has been discounted by the mainstream: “Polio infections are 
overwhelmingly asymptomatic, meaning over 99% of infected individuals experience no 
paralysis. Because they shed the virus in their stool, healthy carriers are a 
well-documented epidemiological phenomenon``.  

●​ Poliovirus was present in the stools of most healthy indigenous people in developing 
nations in the early and mid 1900’s, without causing health problems. 

●​ Laboratory studies, such as 1944 reports from the National Institutes of Health (NIH), 
noted that heavy exposure to DDT caused neurological damage to the anterior horn 
cells in the spinal cord. These are the exact same motor neurons destroyed during 
paralytic polio 

●​ Historical peaks of polio season were in the summer and fall. With the introduction and 
aggressive implementation of toxic pesticide spraying on food, Poliomyelitis had made 
the shift from isolated cases of infantile paralysis to epidemics with summertime peaks. 
The November 1893 issue of the Boston Medical and Surgical Journal featured an article 
titled, “Is Acute Poliomyelitis Unusually Prevalent This Season?”.  In the 40’s and 50’s, 
summer was “polio season”. And it mapped out with summer spraying schedules of DDT 
and lead arsenate.  



 
●​ The Rollout of the Vaccine and the Diagnostic Shift. Salk’s inactivated polio vaccine was 

rolled out in 1955, and health authorities simultaneously changed the diagnostic criteria 
for polio. Prior to 1955, criteria for a poliomyelitis diagnosis was simply paralysis that 
lasted only 24 hours with no laboratory testing required for diagnosis! After the 1955 
vaccine rollout, the criteria for poliomyelitis diagnosis was very strict. Flaccid paralysis 
now had to last for 60 continuous days with mandatory laboratory isolation of the actual 
poliovirus from stools or spinal fluid to confirm a case for diagnosis. 

●​ 1955 saw a very sharp decline in polio statistics. Cases previously labeled "polio" were 
reclassified. Thousands of patients presenting with polio-like symptoms or temporary 
paralysis lasting less than 2 months were now shifted to diagnosis with Aseptic 
Meningitis, Guillain-Barré syndrome, or Coxsackie and other enterovirus infections. 

●​ This shift happened alongside a sharp reduction in agricultural DDT and lead arsenate 
usage due to growing awareness of their toxicity.  

●​ In 1960, a panel of epidemiologists and biostatisticians met in Chicago to present a 
critical reevaluation of the drop in polio cases in the 1950’s, using the same diagnostic 
criteria for the entire decade rather than the statistical illusion created with a shift in 
criteria. Dr. Bernard Greenberg (head of the Department of Biostatistics at the University 
of North Carolina School of Public Health) and other scientists argued that the dramatic 
drop in polio cases after 1955 was heavily influenced by a radical shift in the official 
diagnostic criteria used by public health officials. When the historical, pre-1955 
diagnostic standard was applied to post-1955 data, it revealed that the true 
epidemiological picture was clouded when public health agencies like the National Office 
of Vital Statistics artificially eliminated up to 50% or more of reported polio cases simply 



by changing the label and making the criteria up to 60 times harder to fulfill (moving from 
24 hours to 60 days of paralysis).  He argued that if the loose, pre-1955 diagnostic 
metrics had been maintained into 1956–1959, the recorded incidence of polio would 
have been significantly higher, showing that the Salk vaccine was less effective than 
publicly claimed. Changing the diagnostic criteria alone created a 60% reduction in 
polio cases. The new 60 day rule alone (instead of the previous 24 hour rule) created 
an immediate drop from about 38,000 polio cases to about 15,000.  

 
The reigning story of the one single enterovirus with no environmental influence, the same lower 
limb paralysis of local livestock during the epidemics that was clearly demonstrated not to be the 
enterovirus, and the sudden sharp change in diagnostic criteria and reclassification to paralytic 
diseases with new names of well over half of the remaining poliomyelitis cases after the 
introduction of the vaccine…that can’t hold water when you dig into history and get an 
understanding of all of the variables at the time. I’m ready and willing to accept the prevailing 
narrative of polio, but only if I can see evidence that supports it and that explains all of 
the other confounding factors in the same period of history. 
 

 
 
Now let’s look at the newer vaccine targeted diseases, none of which have 
carried a high risk of death, many of which are contagious and are diseases with 
rare risks rather than widespread devastation.  
 
In contrast to the historically devastating infectious diseases, the more recent vaccines added to 
the schedule since the 1986 immunity for vaccine makers are for diseases that have had 
exceedingly small death rates prior to vaccination and carry a much higher risk for injury with 
vaccination (Pneumococcal, Varicella, Rotavirus, Hib, Hep B, etc). Trends do not lie. An 
unbiased look at clinical study data does not lie. 
 
Since the 1986 Act’s removal of any liability for vaccine manufacturers on the childhood 
schedule, the number of vaccines has increased rapidly. Also, remember that the 2 
requirements put in place by the 1986 Act to assure proper safety monitoring of vaccines once 
the company’s safety motivation was completely removed were never upheld. Not one single 
biennial safety report was ever submitted, and the task force created and assigned to assure 
vaccine safety only ever met twice and then was disbanded in 1998. 
 
This tells any reasonable person that we cannot trust the reported risk of the vaccine, so we 
should probably take a good look at what is the true risk of disease… 

●​ To put the death rates for these diseases into context, a person’s lifetime risk of getting 
struck by lightning is 0.0065% (about 6.5 per 100,000 people), with about 400 people in 
the US being struck each year. Falling out of bed causes about 450 deaths per year in 



the US, which tallies a rate of 0.01% (about 10 per 100,000). We can play with numbers 
and stats and trends all day long, but let’s look at the true risk of disease vs the risk of 
childhood vaccines for said disease. 

 
You must realize that the death count prior to vaccination for many of the newer vaccines (PCV, 
Hib, Rotavirus, etc) was so low that mainstream sources will falsely report modeling 
estimates as the pre-vaccine death count to inflate the perceived risk of disease. For 
example, Google AI initially tried to report to me that the death count from Hib in 1991 was 480, 
but I caught it in the lie. This is another power move in the game of vaccine science. They use 
“statistical modeling estimates” to inflate the death rate from a disease prior to vaccines. In this 
case, they inflated the death rate by 2,723% to make the Hib infection appear much more 
deadly than it truly is. This is the snip of my conversation with Google Gemini, when I caught the 
lie of Hib death rate: 

 
 
With that in mind, let’s look at the disease risk for those targeted by newer vaccines… 
 
Pneumococcal Disease.. Strep Pneumoniae bacterial infection, spread by respiratory 
droplets. Typically mild infections. Rarely severe infections can lead to bacteremia, meningitis, 
pneumonia.  

●​ The death rate of Pneumococcal disease in 1999, the year prior to the vaccine? “There 
is no specific count of confirmed pneumococcal disease deaths for 1999”. Mainstream AI 
will report that 200 children died in 1999, but if you follow up, it will admit that this is a 
“modelling estimate” and that 10 children in the entire US died in a population of 71.9 
million children that year, and at least 50% of them had documented comorbidities. This 
is a 0.00001391% raw death rate, or 0.0139 per 100,000. 

●​ VAERS data through 2025 shows a total of 632,481 adverse events reported after 
pneumococcal immunization, which includes 2,837 deaths. Remember that estimates 
are that less than 1% of adverse events are reported to VAERS.  The PCV vaccine was 
introduced in 2000. This means that the reported deaths from the PCV vaccine per year 



calculates to 113.48. This is over 10 times greater than the number of raw deaths of 
children from pneumococcal disease.  

●​ There could be underreporting on both sides here- pneumococcal disease deaths prior 
to the vaccine and reported deaths from the PCV vaccine. Regardless, with a 10 times 
greater report from the vaccine, that is not a risk/benefit signal in favor of the vaccine.  

●​ Remember from above that this vaccine is given to all healthy babies THREE times in 
the first 6 months of life. Safety testing for licensure for these vaccines never used a 
placebo control group and deemed the most recent formulation safe with a 9.6% rate of 
serious adverse events. Concerning ingredients include aluminum adjuvant, diphtheria 
toxin variant, Polysorbate 80. 

●​ Look at the raw data. Anything can be explained away if you allow it to be. Stay focused 
on real data and trends so that you can identify signals.  

○​ The recorded fatality risk of the disease prior to any vaccination for 
pneumococcal disease was 0.00001391%.  

○​ The risk of serious adverse events (death, life-threatening, inpatient 
hospitalization, persistent disability) for the current pneumococcal vaccine on the 
childhood schedule, based on the company’s own clinical trials, is 9.6%.  

●​ Pneumococcal disease can be successfully treated with antibiotics. 
 
Rotavirus This is an intestinal virus that can cause diarrhea and vomiting, occasionally with a 
fever.  

●​ The death rate of Rotavirus in 2005, the year prior to the vaccine? “There is no specific 
count of confirmed rotavirus deaths for 2005”. There is no raw data. Only “modelling 
estimates”.  

●​ Disease Prevalence: very common in the first 2 years of life, esp in daycare 
●​ Risks of vaccine: Intussusception (the intestine telescopes in on itself, creating a bowel 

obstruction that can kill without treatment, typically surgery), death, vomiting, diarrhea 
●​ Risks if you don’t vaccinate: Diarrhea and vomiting with a 1 in 8,300,000 chance of 

death in the US. 
●​ VAERS data through 2017 (a ten year period) shows a total of 17,750 adverse events 

reported after Rotavirus immunization. Interestingly, when searching for deaths 
associated with this one, this is as close as you can get “did not isolate an exact death 
count out of its 3,020 serious reports”.  Remember that estimates are that less than 1% 
of adverse events are reported to VAERS.  

●​ Remember from above that this vaccine is given to all healthy babies THREE times in 
the first 6 months of life. Safety testing for licensure for these vaccines only monitored 
safety for a month and had no placebo control. Concerning ingredients include 
Polysorbate 80, pig virus, and fetal cow serum. 

●​ Rotavirus can be successfully treated with supportive care that includes plenty of fluids 
to prevent dehydration. 

 
Varicella. Chicken Pox. This was a normal childhood disease when I was growing up. I 
remember having it. Itchy and annoying, but no big deal.  



●​ The death rate of Varicella in 1994, the year prior to the vaccine? Raw data, not 
“estimates based on modeling”. 1 in 1,666,667. 

●​ VAERS data through 2025 (a thirty year period) shows a total of 40,684 adverse events 
reported after Varicella immunization, including 1,700 serious events (death, long 
hospitalization, permanent disability). Remember that estimates are that less than 1% of 
adverse events are reported to VAERS.  

●​ Remember from above that this vaccine is given to all healthy babies at 12 months and 
again at 4 years. Safety testing for licensure for these vaccines only monitored safety for 
about 2 months and showed double the rate of ear infections, 50% more respiratory 
infections, and all of the serious adverse events to children in the trial were deemed by 
Merck (the pharmaceutical company safety testing their own product) to be “unrelated to 
the vaccine”. Ingredients include MSG, Neomycin, Bovine calf serum, Human embryonic 
lung cell DNA. 

●​ Children who get wild chicken pox instead of the vax have 89% lower allergic 
sensitivities 

●​ Research has indicated that having chicken pox as a child lowers your risk of heart 
disease. 

●​ Varicella can be successfully treated by managing symptoms: calamine lotion, cool 
baths, oral antihistamines. 

 
Hepatitis A. This is a pretty harmless viral infection, especially in kids. It is spread via the 
fecal-oral route, like eating contaminated food.  

●​ In 2005, the year prior to adding the vaccine to the childhood schedule, the death rate 
for children from a Hepatitis A infection in the US was 0. Zero. Zero.  

●​ Under age 6, 70% of kids show no symptoms at all and it passes completely unnoticed. 
●​ VAERS data from 2006 to 2025 shows a total of 45,645 adverse events reported after 

Hep A immunization, including 3,628 serious events (long hospitalization, permanent 
disability), and 149 deaths. Remember that estimates are that less than 1% of adverse 
events are reported to VAERS 

●​ Remember from above that this vaccine is given to all healthy babies 2 times in the first 
18 months of life. Safety testing for licensure for these vaccines had no placebo control 
and safety was only monitored for a month. Concerning ingredients include Aluminum 
Adjuvant, Polysorbate 20, Formaldehyde, and Neomycin. 

●​ Hepatitis A can be successfully treated with rest, fluids, and nutritional support. 
 
Haemophilus Influenzae Type B- Hib. Hib is a bacterial infection, with most cases of 
infection being asymptomatic.  Hib has never been a deadly infectious disease. A small portion 
of Hib infections can lead to invasive disease with fever, meningitis, stiffness/swelling/pain, very 
rarely with the potential for deafness. 

●​ Prior to the introduction of the Hib vaccine, invasive Hib was a disease of low incidence. 
Before Hib mass vaccination, most children contracted Hib and obtained immunity by 
age 5 or 6.  

●​ The death rate of Hib in 1991, the year prior to the widespread infant vaccine rollout? 
There were 17 recorded deaths from Hib infection. 



●​ Mainstream internet searches and AI will tell you this about the 1 in 1.49 million death 
rate: This low mortality exists because widespread infant vaccination has reduced active 
Hib circulation to a near-zero floor. What they forget to mention is that the death rate 
prior to the vaccine was still literally 1 in a million, at 1 in 1.13 million. 

●​ VAERS data through 2019 shows a total of 47,354 adverse events reported after Hib 
immunization, which includes 829 deaths. Remember that estimates are that less than 
1% of adverse events are reported to VAERS.  

●​ Remember from above that this vaccine is given to all healthy babies THREE times in 
the first 6 months of life. Safety testing for licensure for these vaccines had no placebo 
control and safety was only monitored for a month or less. Concerning ingredients 
include Tetanus Toxoid protein variant, Formaldehyde. 

●​ Infants receiving breastmilk exclusively (no formula) for 13 weeks are much less 
susceptible to invasive Hib, indicative of the effectiveness of a more robust immune 
system.  

●​ Invasive Hib can be successfully treated with antibiotics such as cephalosporin. 
 
Hepatitis B Hep B is a disease spread by sexual contact or shared drug needles. There is no 
risk to infants whose mothers do not have Hepatitis B.  

●​ Disease prevalence with or without the vaccine: ZERO for babies born to Hep B negative 
moms. Zero incidence of Hep B, thus zero deaths from Hep B, if the mom is not positive 
for Hep B. All pregnant women in the US are screened for Hepatitis B. 

●​ VAERS data from 1990 to 2026 shows a total of 95,000 adverse events reported after 
Hep B immunization, including 1,793 deaths. Remember that estimates are that less 
than 1% of adverse events are reported to VAERS.  

●​ Remember from above that this vaccine is given to all healthy babies THREE times in 
the first 6 months of life. Safety testing for licensure for these vaccines had no placebo 
control and safety was only monitored for FIVE DAYS. Concerning ingredients include 
Aluminum, yeast protein. 

●​ Effectiveness of the vaccine: Little to none by the time the child is old enough to engage 
in the sexual and IV drug behaviors that can result in Hepatitis B infections, as immunity 
wanes. 

●​ In Denmark, they use a targeted, risk-based approach.  All pregnant women are 
screened for Hepatitis B. If the mother tests positive, the newborn receives a vaccine 
dose. If the mother tests negative, the child is not vaccinated, as there is no risk for 
disease.  

●​ In the US, all pregnant women are screened for Hepatitis B. The results of the test don’t 
matter, as the vaccine is routinely and universally administered regardless of risk. 

 
HPV. There are more than 200 known types of human papillomaviruses. The current HPV 
vaccine targets 9 of these.  

●​ The most advertised “need” for getting this vaccine is to prevent cervical cancer. 
●​ Cervical cancer rates had been dropping prior to the addition of the HPV vaccine to the 

schedule in 2006, and according to data from the National Cancer Institute, that rate has 



not changed since its addition. 

 
●​ A myriad of adverse reactions have been more frequently observed with this vaccine 

than I feel comfortable with, ranging from syncope to disabling autoimmune and 
neurological conditions like complex regional pain syndrome (CRPS) and postural 
orthostatic tachycardia syndrome (POTS) and death. The serious adverse events have 
been more common in athletic young women.   

●​ As of December 1, 2025…77,909 adverse events have been reported to VAERS for the 
HPV vaccine. 504 of these were deaths. It had been on the schedule for less than 20 
years. Remember that estimates are that less than 1% of adverse events are reported to 
VAERS. Concerning Ingredients: a very high 500 mcg dose of aluminum, polysorbate 
80. 

●​ There is just not enough data yet to show true benefit to this vaccine. Yet, there is a 
great amount of risk. 

●​ I have had too many young people share with me their own experiences of horrible side 
effects of this HPV vaccine, most notably life disrupting autoimmune and/or neurological 
issues, to see benefit from it that outweighs risk…particularly when the risk of the 
targeted disease has been unchanged since its introduction. 

●​ In 2017, an independent investigation of the Guardasil clinical trials found that over 
11,000 trial participants were logged by researchers as developing a “new medical 
condition” during the trial, yet these new medical conditions (many autoimmune 
disorders and neurological issues) were dismissed as unrelated to the vaccine by 
investigators. Merck trial researchers, who were employed to prove their vaccines safe 
and effective for licensure, categorized multiple thousands of debilitating conditions that 
developed during the trial (like POTS, lupus, and chronic pain) as “not expected to be 
caused by the vaccine”. As with all childhood vaccines, Merck controlled the safety trials 

https://slate.com/health-and-science/2017/12/flaws-in-the-clinical-trials-for-gardasil-made-it-harder-to-properly-assess-safety.html


for a vaccine for which they had complete liability from lawsuits for harms and from 
which they stood to make multiple billions of $$ annually ($8.6 billion in 2024).  

 
Meningococcal. The bacteria that cause meningococcal disease can cause meningitis or 
sepsis, but incidence of the disease is rare and these dangerous adverse outcomes are even 
more rare. 

●​ The good news is that the disease has almost disappeared, and this happened prior to 
the intro of the vaccine, with the rate of decrease remaining the same as it had been 
prior to vaccination. 

 
●​ Risk if you don’t vaccinate: Risk of death 1 in 821,925. Concerning Ingredients: 

Aluminum, Polysorbate 80, Formaldehyde, Mercury (Menomune) 
●​ According the the CDC, “protection from the MenACWY vaccine wanes in most 

adolescents within 5 years” 
●​ Meningococcal disease can be successfully treated with antibiotics. 

 
Influenza. Influenza viruses cause fever, chills, sore throat, nasal congestion, cough, and 
body aches. People use the term “flu” to describe any kind of respiratory or GI illness, but over 
70% of respiratory infections are caused by pathogens other than influenza A or B.  

●​ Most people recover from influenza without any complications. 
●​ US flu statistics are misleading, as all respiratory pneumonia and most of those deaths 

are counted as “flu”. The falsely inflated number is used for promotion of the vax, when 
in reality only a small percentage of such sickness and deaths could possibly be 
prevented by a vax that only targets 4 of over a hundred strains of influenza virus. 

●​ Natural infection can provide protection from future infections of the same or a related 
strain. 



●​ The symptoms of the “flu” could come from any one of over a hundred influenza strains, 
or from other viruses like parainfluenza, rhinovirus, coronavirus, and adenovirus. The flu 
shot only targets 4 strains of influenza each year. 

●​ At the height of flu season, only 5 to 15% of samples from the sickest “flu” patients test 
positive for influenza A or B 

●​ The influenza vaccine does nothing to prevent flu-like conditions caused by anything 
other than the four strains of influenza A and B selected that year for the vaccines.  

●​ The flu shot is only 10 to 60% effective each year. (if you try to ask AI how effective the 
flu shot is each year, it will try to give you a much higher rate… but if you call it out that 
the true data show just 10 to 60%, it will apologize and tell you that “you are actually 
completely correct, it is that low”). 

●​ The flu shot has not reduced hospitalizations and deaths from respiratory infections and 
pneumonia. The risk of side effects is real. The flu is essentially harmless for the majority 
of people. The shots are very unlikely to prevent you from having the “flu” in any 
particular year and very likely to make you more vulnerable to other respiratory 
infections. 

●​ Getting a flu shot focuses the immune system on the strain in the vaccine, which is a 
detriment to the ability to fight off all other viruses and bacteria, thus those who get a flu 
shot are more likely to get sick from other strains or other upper respiratory infections. 

●​ The worst flu-like sickness that I ever remember having was the one and only year that I 
ever had a flu shot. Emma was a tiny baby and the OB recommended that I get a flu 
show when I was in for a postpartum visit. A few months later, I got hammered by a 
flu-like illness unlike I had ever experienced before.  

●​ Mercury is in multi-dose vials of the influenza vaccine in the form of thimerosal. Mercury 
is one of the most toxic elements on earth to life. Single dose vials don’t need a 
preservative so they will not have mercury. If you do decide to get a flu shot, be sure to 
ask for a Thimerosal free single dose. 

●​ Flu shot injuries are compensated by the government’s vaccine injury program more 
than any other vaccine. Flu shot injuries include severe neurological conditions like 
vertigo, peripheral neuropathy, blindness, multiple sclerosis, encephalopathy, transverse 
myelitis, and Guillain-Barre syndrome (remember, G-B syndrome and transverse myelitis 
are two of the many conditions that used to be diagnosed as “polio” until 1955 when the 
diagnostic criteria changed) 

 
COVID 19. This was the disease and the “cure” that they attempted to sell us that woke me up 
to “vaccine science”, spurring the need to look at the childhood vaccinations I had blindly trusted 
for my kids up until that point. I was able to witness in real time the manipulation of disease 
statistics, the treatment protocols put in place that were accelerating death rather than saving 
lives, the scientific fraud for authorization of a novel vaccine, and the suppression of very valid 
information from brave and brilliant physicians and scientists regarding proper successful 
treatment of the disease.  

●​ While there is a great deal that I could say on this one, I think that much of the truth has 
now come out with the release of the vax clinical trial information and of internal 
communications among the “experts”, so I will make just a few remarks. It is so 



disheartening to now see that the “experts” pushing so hard for things to be handled the 
way that they were mishandled had knowledge of all of the harms they were causing, but 
they did it anyway.  

●​ While the COVID vaccine is the one and only vaccine on the childhood schedule that 
ever had a true placebo controlled safety trial… they still managed to get rid of the pesky 
delayed adverse events by unblinding and vaccinating the entire control group after only 
6 months of safety monitoring. So we will never have long term safety data. By design.  

●​ The Pfizer documents that were forced to be released by a lawsuit revealed a great deal 
of other shenanigans in the safety trials, such as making the initial higher death rate in 
the vaccinated group disappear by throwing out multiple deaths as “unrelated to the 
vaccine”.  

●​ mRNA is a dangerous technology for a vaccine. Using something that will turn our own 
cells into manufacturing centers for anything unnatural to our body (in this specific case, 
the spike protein- the most toxic part of the COVID virus) is never a good idea. The truth 
is that they had absolutely no idea how long it would last, how much spike it would make, 
or how it would turn off. They had hopes and desires for the answers to those questions 
that they confidently reported as truth, but they truly had no idea. We now have seen that 
it is highly variable for people in so many ways.  

●​ Lipid nanoparticle technology has been used in pharma before due to the LNP ability to 
easily penetrate the blood brain barrier, reproductive organs, etc. Again, a dangerous 
idea for a vaccine of this nature. 

●​ One example of the scientific manipulation that I watched in real time that I absolutely 
could not believe. As they were proclaiming in 2021 that the COVID vax was “safe and 
effective” for pregnant women…this study was published in the New England Journal of 
Medicine, concluding that “preliminary findings did not show obvious safety signals 
among pregnant persons who received mRNA COVID 19 vaccines”. This was blatant 
scientific fraud with intentional manipulation of numbers. How did they do it?  

○​ They made sure to minimize the number of first and second trimester participants 
in the study (only 127 participants out of 827) because they knew that this is the 
most susceptible time.  

○​ They intentionally and very fraudulently manipulated the math to falsely report 
that there was only a 12.6% rate of miscarriage, which would be in line with the 
background rate of miscarriage.  

○​ They got this rate by adding the 700 third trimester participants in the 
denominator for miscarriages, knowing full well that the third trimester has 
passed the 20 week cutoff to be considered a miscarriage. And that it how they 
weasled around reporting the 104 miscarriage out of 127 of pregnancies vaxxed 
prior to 20 weeks, a rate of 82% miscarriage with the COVID vax in 
pregnancy. That was the true finding of the study, and that’s how you complete 
scientific fraud to hide it and report only 12.6%.. 

○​ And that doesn’t include the 1 stillbirth and the 15 unaccounted for pregnancy 
losses in the study from those participants receiving the vax in the 1st or 2nd 
trimester. When you add those in, you get a 91% rate of fetal mortality with the 
COVID vax in the 1st or 2nd trimester.  



 
What the data actually show: 

 
I had two team members early in pregnancy in my office at the time of this study and the 
declaration of safety of the vax at any time during pregnancy. Their OB’s were pushing them to 
get the vax. I had seen this June study, had done the math, and I was horrified. A good portion 
of our July 2021 team meeting was me educating my team on how to evaluate science on their 
own in order to employ critical thinking and see through mainstream manipulation. I assured my 
whole team that I supported whatever decision that they decided to make for themselves 
regarding the COVID vax, but I wanted to be sure that they were able to make an informed 
decision for themselves. Interestingly, after the headlines blasted everywhere using this study to 
proclaim the vax safe for any and all pregnant women, they later realized the gig was up and 
quietly admitted to the fraudulent manipulation of numbers, but there were no headlines to let 
people know about this. 
 

________________________________________________________________________ 
 
…and there began my venture into looking into the “vaccine science” of childhood vaccines, 
woefully finding scientific fraud and manipulation everywhere there, as well. What’s frustrating is 
that it seems that this should be criminal; however, the data is all right there in this study and in 
all of the vaccine inserts for the childhood vaccines…you just have to know how and where to 
find it. While they often report a scientifically fraudulent conclusion, the information is all there, 
so it could not be considered criminal fraud. While frank scientific fraud, they aren’t hiding the 
data.  I have spent the last 5 years now researching the childhood vaccine schedule, and the 

https://youtu.be/j4ER9vEHoUc


sad truth that I share in this document is what I found. While I have a great deal of regret 
about blindly following the schedule with my own kids until 2020 when COVID alerted me 
to the fraud of “vaccine science”, I’m focused on the future to intentionally yet sensibly 
reduce our toxic burden in the ways that I can and to share my findings with interested 
parents to allow them to make informed decisions for their kids. 
___________________________________________________________________________ 

 

 
 
And, a look at another shot given on the first day of life that is not a vaccine, but 
rather a vitamin. Seems like a no brainer on the surface, but let’s explore. 
 
Vitamin K. Low Vitamin K at birth is normal physiology.  A hot topic of debate in the natural vs 
conventional medical communities is whether a newborn’s blood is designed to clot slowly and 
safely during rapid early healing, tissue growth, and development from stem cells (the natural 
argument) or a design defect (conventional argument).   

●​ The Vitamin K shot injected into a newborn on the first day of life is a dose 20,000 to 
30,000 times higher than the natural amount they would ever encounter. 

●​ It contains a synthetic Vitamin K1, polysorbate 80, aluminum, preservatives, and 
solvents.  It is a pharmaceutical product, not a supplement. These ingredients cross the 
blood brain barrier even more easily during the newborn period and there is no long term 
safety data for injecting this into the muscle of a minutes-old infant.  

●​ Universal injection began in the 1960’s, a time when immediate cord clamping was 
standard medical protocol and formula feeding was far more common than 
breastfeeding. The recommendation was not based on randomized trials or long-term 
safety data. It was a blanket policy that stemmed from a desire for efficiency and a fear 
of litigation.  A universal protocol removes liability even when not medically necessary.  

●​ In contrast to the typical immediate clamp, delayed cord clamping allows the baby to 
receive sufficient cord blood, which is rich in clotting factors, iron, oxygen, and stem 
cells. Breastfed babies receive some Vitamin K through colostrum. 

●​ Europe uses oral Vitamin K safely and effectively. Their multiple dose protocol has been 
successful for decades, and avoids injecting aluminum and preservatives into a 
newborn. https://simplybirth.com/products/natal-k-oral-vitamin-k1-by-dr-green-life 

●​ If using oral Vitamin K, compliance with dosing protocols is important.  
●​ Again, please understand that this is NOT medical advice. I am merely providing 

information for people to research further on their own and make the decision that is best 
for their family. 

 
 

https://apexdentaliowa.com/liveyourbestlife/avoiding-toxins/
https://apexdentaliowa.com/liveyourbestlife/avoiding-toxins/
https://simplybirth.com/products/natal-k-oral-vitamin-k1-by-dr-green-life


How are we surviving the thousands of infectious diseases 
for which there is no vaccine? 
 
Note how the death rates for vaccinated diseases Diphtheria, Measles, and Whooping Cough 
followed the same trend of plummet as the coexisting diseases of Typhoid and Scarlet Fever, 
neither of which ever had a vaccine. This plummet strongly coincides with clean water, waste 
management, and refrigeration. As discussed above, the reduction in vaccinated diseases had 
not only significantly dropped prior to any vaccine, but also followed the same reduction rate 
and timing as those diseases for which there was no vaccine. Trends do not lie. 

 
 
There are literally thousands of other infectious diseases. The reason that we don’t fear them is 
because there is no vaccine for them.The end of the typhoid epidemic gives credit to clean 
water and sanitization. The end of the dysentery epidemic gives credit to clean water and 
sanitation. The end of the Scarlet Fever epidemic gives large credit to hygiene and sanitation, 
even before the introduction of antibiotics. The end of the pertussis and measles epidemics are 
solely credited to the vaccines even though they followed the same decline as scarlet fever with 
no vaccine, and even though the death rate of these diseases had decreased by well over 90% 
prior to vaccination. I can’t make it make sense when I look beyond what we are told to believe 
and review the true data. 
 



Scarlet Fever. There is no vaccine. Note how the death rate from scarlet fever and its 
decline are almost the exact same as that of Measles. Antibiotics are a very effective treatment 
for scarlet fever. Before you allow someone to tell you that antibiotics are what caused the 
decline in death rate, look closer. Antibiotics weren’t available to treat scarlet fever until the 
1940’s. By that time, the death rate in the US had already decreased, with the advent of 
sanitation and clean drinking water, from 0.014% in 1901 to 0.001% in 1940. This was a 
decrease of 93% that came PURELY from improved living conditions- just the same as the 
decrease in measles, typhoid, whooping cough, and diphtheria- with sanitation, clean drinking 
water, and refrigeration. I just saw a young patient in my dental chair a couple months ago 
whose mom let me know that he had recently had scarlet fever. He got pretty darn sick, he 
recovered, and life went on. There were no news headlines about it. Why don’t we hear about 
scarlet fever cases and outbreaks in the news like we do the measles? I mean, same reduction 
in death rate simply from improved living conditions, prior to the time when treatments were 
available. Same residual background cases. Do we hear about scarlet fever cases in the news? 
Nope. Do we hear about every single measles case in the news? Yep. What’s the main 
difference between the two diseases? There is no vaccine for scarlet fever. There is a vaccine 
for measles. The media is funded by pharmaceutical companies. We are trained to only be 
scared about infectious diseases for which there is a vaccine.  
 
This graph is straight from the CDC. 

 
 
 



There was hysteria over 285 measles cases in 2024 (where no one died or was permanently 
harmed), and you heard nothing about 34,000 cases of Scarlet Fever in 2024. According to 
healthcare surveillance networks, scarlet fever cases rebounded aggressively through 2024. 
Yet, we heard nothing about it while 285 measles cases were all over the news. Why? Per the 
government regulators, “The United States does not track the exact national number of scarlet 
fever cases because it is not a reportable condition to the Centers for Disease Control and 
Prevention”. Why? Because there is no vaccine for Scarlet Fever. In 1960, before there was a 
vaccine for measles, both Scarlet Fever and Measles were pretty mild and routine childhood 
illnesses. Remember the Brady Bunch episode with the laugh track about all of the kids thinking 
that it was great getting measles because they got to stay home from school and play?

. The Brady Bunch Clip: Deals With The Measles (Episode Pulled From Networks)
 
Everyone knows when there is a measles outbreak. It's all over the local news in LA that there 
are THREE cases of chicken pox (in vaccinated kids). Yet, crickets when it comes to another 
common and mild childhood illness for which there is no vaccine…Scarlet Fever. 
 
You are afraid of what we vaccinate for because these illnesses are hyped up all of the time. It's 
propaganda. You are told what to fear, so they can then sell you a solution. 
 
Measles and chicken pox are a concern for you because you are told that it should be.  
 
 

Where can I find reliable information?  
 
A note on the readily available sources of information: 

●​ If you look for information online or with AI, remember that pharmaceutical companies 
are on track to spend $24.8 BILLION on digital and internet advertising in 2026- the 
algorithms must be designed to protect their interests 

●​ If you’re looking to mainstream media for information, know that pharmaceutical 
companies spend well over $10 BILLION in advertising- any reported stories must not 
discredit their biggest advertisers. 

●​ If you’re looking to government agencies for information, know that they have historically 
been filled with “experts” who have past or future high $$ positions in pharmaceutical 
companies- just look into the revolving door of former CDC and NIH officials that 
transition into cushy jobs in pharma companies. 

●​ If you are looking to organized medicine groups or their members (American Medical 
Association, American Academy of Pediatrics) for information, know that pharmaceutical 
companies are among their highest level donors and their highest sponsors for their 
member meetings and conferences and they control the information and education 
around these products. 

 
I showed some examples of this in the sections above. It truly amazes me that the push to 
preserve the mainstream narrative is so strong that it absolutely dictates what information can 
be presented to an inquiring mind.  

https://youtu.be/5289k-dbOMY?si=BvYagKBeYmD_ykkA


●​ Those medical doctors, researchers, and investigators that have dared to share truth 
that challenges the mainstream have had their names drug through the mud and their 
careers destroyed.  

●​ Two things that are held as true in science and medicine outside of vaccinology are not 
allowed to be looked at together within vaccinology.  

 

 

 



 
●​ Untruths are presented as fact unless you know otherwise. AI would give me a false 

piece of data and, when I would challenge it with the true data, it would then apologize 
for not giving me real data.  

 
 
Some books I would recommend to find a great report of the true raw data regarding the 
vaccines and the history of their diseases are as follows: 

●​ Vaccines, Amen by Aaron Siri 
●​ Vax Facts by Dr. Paul Thomas, MD 
●​ Dissolving Illusions by Dr. Suzanne Humphries, MD 
●​ The Moth in the Iron Lung by Forrest Maready 
●​ Vaccines. Mythology, Ideology, and Reality by Dr. Peter McCullough, MD and John 

Leake 
●​ Zero Accountability in a Failed System by Dr. Sherri Tenpenny, DO 
●​ Vaccines and the Diseases They Target by Physicians for Informed Consent 
●​ Forbidden Facts by Gavin de Becker 
●​ “Cause Unknown" by Justin Dowd 

And one that gives some insight into how a mainstream narrative based in a belief system 
without true scientific support can capture so many: 

●​ The Indoctrinated Brain by Michael Nels 
 



 
 
Here is a link to a very thoroughly researched and prepared chart of the safety monitoring of 
each of the vaccines on the current childhood schedule: 

●​ ICAN Vaccine Safety Trial Chart 
 
If you are looking for a well organized way to evaluate the risk of specific diseases vs the 
risk of their vaccines, a group of physicians with a passion for true informed consent has a 
very informative website: 

●​  https://physiciansforinformedconsent.org/education/.  
Other great resources on the subject are:  

●​ Chapter 7 of Aaron Siri’s book Vaccines, Amen 
●​ Part 2 of Dr. Paul Thomas’ book Vax Facts.  

 
A few podcasts that present raw data and actual science, and call out the areas where there is 
truly a lack of science: 

●​ This segment: . An overview of Siri Takes Center Stage | The HighWire Episode 483
vaccine safety, stating all scientific data used to support any and all points. 

●​ This episode: . A Hey Siri, why are American kids so sick? Aaron Siri on DarkHorse
comprehensive discussion, all supported by facts and review of FDA, CDC, and 
pharmaceutical company data. Keep in mind that this was recorded December of 2025, 
so the landscape of vaccine recommendations and mandates is in an everchanging 
landscape since then.  

●​ The Highwire Podcast with Del BigTree: multiple episodes are relevant 
 
And...this movie is a must-see for any parents or to-be parents.  

●​ An Inconvenient Study movie 
 
How do we make sense of the data that we can find on vaccine safety? First and foremost, we 
must consider that not just one vaccine is given per well child visit. Most visits inject multiple 
different vaccines into healthy children. Not only do we not know the true safety of each 
separate vaccine, we really don’t know the true cumulative effect of multiple vaccines, 
each with their own antigens, adjuvants, emulsifiers, and other ingredients all injected 
within minutes.  
 
You know what would tell us that? A study of vaccinated vs unvaccinated. Certainly the CDC 
has conducted such a study, as they have historically been one of the largest voices of “safe 

https://youtu.be/AaGOb5VtzqY?si=11HajDttOZBPrVwb&t=931
https://youtu.be/8ZReO6cVLlA?si=9vrScJKKZ5TZmU0N
https://icandecide.org/wp-content/uploads/2026/08/No_Placebo_Vaccine_Trials_Summary_Chart_2026.pdf
https://physiciansforinformedconsent.org/education/
https://www.aninconvenientstudy.com/
https://www.aninconvenientstudy.com/
https://www.aninconvenientstudy.com/
https://www.aninconvenientstudy.com/


and effective”. An appropriately conducted vaxxed vs unvaxxed study not only would settle the 
debate, but it would settle parents' minds about something so consequential to their children's 
health. 
 
There, of course, have been multiple studies done comparing the health outcomes of 
vaccinated vs unvaccinated kids, and each of them has multiple things in common. Each of 
them has shown that the unvaccinated children were significantly healthier than the vaccinated. 
Hundreds of percentage points difference in allergies, autoimmune conditions, and 
neurodevelopmental conditions. All of them statistically corrected with appropriate and specific 
statistical techniques to account for disparities in group sizes and make up. Yet, all of them 
discredited and/or unpublished and/or retracted under questionable circumstances due to vague 
statements like “the study’s conclusions were not supported by strong scientific data”. Cue C & 
C Music Factory “Things that Make you Go Hmmm” again. The most popular reasons given for 
refusal to publish, for retraction, and for discreditation are the following:  

●​ “The study was underpowered”. This is often used to discredit and refuse a vax vs unvax 
study with hundreds to thousands of kids in the study. Interestingly, this same “vaccine 
science” argument doesn’t count when a novel vaccine is being tested for safety for 
licensure to be given to every healthy newborn on the first day of life…remember, the 
Hep B vaccine clinical trial for licensure only included 147 kids. This handful of kids used 
in the study included an age range up to 10 years of age, even though this vaccine is 
given to infants 3 times in the first 6 months of life, starting on day of birth.  

●​ “The study had no or not enough unvaccinated kids”. This is another favorite to throw out 
a study showing vaccine harms- there was no control group, or too small of a control 
group. Again, this argument is only used on one side to throw out science that doesn’t fit 
the narrative. “Vaccine science” for clinical safety trials of a novel vaccine to be given to 
all healthy children again works differently. Not one routine vaccine on the childhood 
schedule has had a placebo control, not even the vaccines for new conditions that had 
no existing approved Tx, thus no ethical barriers excuse. Still, “vaccine science” doesn’t 
require it. Remember, the first Pneumococcal vaccine was tested against a “control 
group” receiving another experimental vaccine for meningococcal disease- the adverse 
event occurrence was huge, yet deemed “safe” because the occurrence was similar in 
the “control” group receiving the other experimental vaccine. The Hep B vaccine clinical 
safety trials didn’t even bother to use a control group. Both the PCV and Hep B vaccines 
are given to all healthy infants 3 times in the first 6 months of life. 

 
Again, the studies that compare exposed vs unexposed have all been consistent in their 
findings. They all show multiple rates of chronic health issues in vaxxed vs unvaxxed.  Some 
are small, they’re not funded by the government so they have funding limitations, and all 
retrospective because you can’t do a prospective randomized study due to ethical barriers. 
There are about a dozen of them- here are a few.  



 
 
The best and most impactful way to refute them would be for the universal vaccine advocates to 
conduct their own exposed vs unexposed study, controlling for the criticisms that they have of 
those studies that have already been done, and publish it to settle the debate. They know this, 
they would love to have this, and they know how to properly do this, they’ve actually now done 
this but, as you’ll see below, they won’t release it for publication.  
 
In 2011, the US Dept of Health and Human Services commissioned the Institute of Medicine 
(IOM) to provide them with the science to prove the safety of the entire recommended childhood 
vaccination schedule. The 2013 IOM report declared that there was insufficient evidence- 
there was no science- that supported the cumulative safety of the vaccine schedule. They 
couldn’t find any studies that compared vaccinated to unvaccinated kids to determine that health 
outcomes of the schedule were equal or better, which is what they said they would need to do 
this assessment. Due to ethical reasons, a prospective clinical trial of this can never be 
done, as we discussed earlier the ethical barriers that you cannot withhold a licensed and 
approved treatment from a control group. The IOM did say, however, that the science can 
legitimately be done with historical data. They determined that this could easily be done using 
the CDC’s Vaccine Safety Datalink (VSD), which has 10 million individuals in it, including 
around 20,000 unvaccinated kids. 
 
In 2014, the CDC commissioned a white paper through a contract with Kaiser Foundation 
Hospitals that brought in outside methodology experts to determine how VSD could be used to 
study the safety of the childhood vaccine schedule. In 2016, the white paper was published, and 
titled “White Paper on Studying the Safety of the Childhood Immunization Schedule in the 
Vaccine Safety Datalink”. It laid out the methodology for study design, analytic approaches, 
exposure definitions, outcome selection, and statistical methods to address confounding 
variables and bias, comparing ICD-9 and ICD-10 codes to kids whose data in VSD from birth 
onward. Over a decade later and the CDC still hasn't published the comparison study of 



health outcomes to determine safety of the vaccine schedule. I can’t imagine that they haven’t 
done it. Perhaps they can’t get the results to show what they need it to show, so it remains 
unseen and unpublished. We may never know. 
 
In 1986, Congress told the HHS to do a review of whether or not the Pertussis vaccine could 
cause a list of 11 conditions. HHS commissioned IOM to do the review. In 1991, IOM completed 
the report and stated that there was no existing science to make a determination. Again, in 
2011, HRSA and CDC paid the IOM to find scientific evidence that childhood vaccines don’t 
cause the 158 most commonly claimed injuries from vaccines. The 2012 report stated findings 
from a search of all existing scientific data: For only 5 of the injuries, the available science 
supports that vaccines are not causal. For 16 of the injuries, the available science supports that 
vaccines are causal. And for 134 of the injuries, the available science “is inadequate to 
determine a causal relationship". That doesn’t feel “safe and effective” to me. That also doesn’t 
support the definitive claim that “childhood vaccines are safe, highly effective, and rigorously 
tested”.  
 
I suspect that government agencies have done the research for a report of the health outcomes 
of vaccinated vs unvaccinated, however they have never released or published in the scientific 
literature so we still have no scientific evidence showing that the childhood schedule is safe. 
With that unsettling reality, I was encouraged to learn that an exposed vs unexposed study 
has been completed that fulfills the common complaints against the smaller, underfunded 
research and this study was completed by scientists and physicians in response to safety 
signals they’ve seen. This particular study was completed in 2020. It was led by a very 
prominent researcher, who is a vaccine advocate working at and thus using data from a very 
large health system, so all of the complaints against any prior exposed vs unexposed subjects 
have been resolved for this study.  
 
Dr. Marcus Zervos, MD conducted the study. Dr. Zervos is a prominent, board-certified 
infectious disease specialist, researcher, and educator. He is the Division Head of Infectious 
Diseases at Henry Ford Health Center and is an Assistant Dean and Professor of Medicine at 
Wayne State University’s medical school. He is nationally recognized for his investigation in the 
Flint Water Crisis, for his research on resistant pathogens like MRSA, for his global health 
initiatives, and for his work in vaccine trials. Dr. Zervos is very accredited and extremely 
supportive of mainstream medicine and the vaccine program. He has publicly stated, “I’m for 
vaccines…I think it’s the best way of controlling infectious diseases, which are deadly. I’m for 
mandatory vaccination. Henry Ford is mandatory vaccination because of me”.. Dr. Zervos set 
out in this study with the intent to provide the first vaccinated vs unvaccinated study that fulfilled 
the criteria of sufficiently powered with enough total kids, a large enough unexposed control 
group with sufficient statistical method to account for the difference in group size and makeup, 
and sufficient control of confounders to be the quality science necessary to support the claim 
that vaccinated children’s health outcomes are better than those of unvaccinated kids. This 
scientist was prominent, very experienced, and pro-vaccine. A study by him is exactly what the 
mainstream and the world needed to settle the debate without the claimed bias and 
shortcomings of every other vaxxed vs unvaxxed study that has been done. The problem? It did 



not produce the results that the mainstream narrative required. So it was never submitted 
for publication. Dr. Zervos refused release of the study for publication. In a private and 
recorded conversation, he admits that he knows [releasing it] “is the right thing to do. But the, 
uh. I just don’t want to.” He continues, “Publishing something like that. I might as well retire. I’d 
be finished”.  Dr. Zervos admits that it the study uncovered important information that definitely 
showed a difference between the groups, he states that the study was not flawed and that it 
accounted for everything statistically speaking, states that they followed the methodology of 
the 2016 white paper by the CDC on how to properly conduct such a study “to a tee”, but 
reluctantly maintains that he will not publish it and admits “there’s a political agenda to it”. “I’m 
not going to do it because I don’t want to…suffer what McCullough did…I give him credit for 
standing up to it, but I’m just not going to do it”... “Part 
of my reluctance to do anything is that nothing is going to come out of it other than me losing my 
job, which I'd rather not see happen”...  This recorded conversation was during the Biden 
administration, when vaccine mandates of all varieties were an administrative priority…“Unless 
there's a change in leadership, Nothing that's going to happen. Publishing one study like this 
one is, um, it's actually the right thing to do. I don't want to say it's not the right thing to do. It's 
the right thing to do. But the, uh. I just don't want to, um. And I don't want to say I have enough 
problems, but I've got enough things that I'm already dealing with, and I don't want another 
one.”. Although the study was never released for publication, it is available to review, and the 
bird’s eye view of findings is below: 
 
Henry Ford birth cohort traced 18,468 total children from birth for 10 years. 16,511 were 
vaccinated and 1,957 were unvaccinated. The methodology of the 2016 white paper by the 
CDC on how to properly conduct such a study was followed “to a tee”. 

 
 
You can review the study for yourself here. Done exactly as the CDC had determined an 
accurate study would need to be done in order to account for all confounders… 
Impact of Childhood Vaccination on Short and Long-Term Chronic Health Outcomes in Children: 
A Birth Cohort Study Lois Lamerato, PhD1 , Abigail Chatfield, MS1 , Amy Tang, PhD1 , Marcus 

https://www.hsgac.senate.gov/wp-content/uploads/Entered-into-hearing-record-Impact-of-Childhood-Vaccination-on-Short-and-Long-Term-Chronic-Health-Outcomes-in-Children-A-Birth-Cohort-Study.pdf
https://www.hsgac.senate.gov/wp-content/uploads/Entered-into-hearing-record-Impact-of-Childhood-Vaccination-on-Short-and-Long-Term-Chronic-Health-Outcomes-in-Children-A-Birth-Cohort-Study.pdf


Zervos, MD2,3 Henry Ford Health System, Detroit MI Department of Public Health Sciences1 
Division of Infectious Diseases2 Wayne State University School of Medicine, Detroit MI3  

 
 

Just one more thing to determine how much we can “trust the science”. As a litmus test to 
determine how strongly safety claims are actually supported by science, we can look at the 
most commonly and confidently claimed statement that mounds of science exists that “vaccines 
do not cause autism”. I am not making a claim here of whether they do or do not, I am just 
wanting to know whether or not the science actually exists for what mainstream claims to 
be the most thoroughly researched condition as related to vaccines and confidently and 
repeatedly states that the overwhelming science shows that vaccines do not cause autism. In 
1991, and again in 2011, the CDC and HRSA asked the IOM to review the science and provide 
all of the science showing that the Pertussis vaccine does not cause autism. In both instances, 
the IOM who searched strenuously to provide the government agencies the science they 
needed to fight the claim of a multitude of parents who claim that the pertussis vaccine caused 
their child’s autism. Both times, the IOM couldn’t find any science to deny a causal 
relationship between vaccines and autism. 

https://www.hsgac.senate.gov/wp-content/uploads/Entered-into-hearing-record-Impact-of-Childhood-Vaccination-on-Short-and-Long-Term-Chronic-Health-Outcomes-in-Children-A-Birth-Cohort-Study.pdf
https://www.hsgac.senate.gov/wp-content/uploads/Entered-into-hearing-record-Impact-of-Childhood-Vaccination-on-Short-and-Long-Term-Chronic-Health-Outcomes-in-Children-A-Birth-Cohort-Study.pdf


 
The IOM actually did find one study regarding DTaP and autism, but it showed a positive 
correlation between vaccines and autism. However, the IOM threw it out and called it irrelevant 
because it did not have an unvaccinated control group for comparison. .  

 
Interesting how vaccine science works. In licensure clinical trials that are supposed to test the 
safety of new vaccines that they plan to give to all healthy infants, they don’t need a control 
group, much less an unvaccinated placebo control. They just call it safe and unleash it. 
However, when they need to get rid of a study showing a correlation of vaccines with adverse 
health outcomes, they throw it out because it doesn’t have an unvaccinated control group. 
Again, I’m not trying to debate the cause of autism here. I’m just saying that this is the most 
commonly and confidently stated condition that has claimed robust and rigorous scientific 
evidence showing that none of the childhood vaccines, nor the combo of the childhood 
vaccines, cause autism. If this is the government’s own finding behind closed doors, what 
else don’t we know and why does the claim about robust and rigorous existing science 
continue? 
 
The science is not there to definitively say that vaccines don’t cause autism, yet they repeatedly 
state that the claim is backed by science. Under oath, they admit that the science isn’t there 
to make a claim one way or another. You can see this in the 2018 deposition of Dr. Stanley 
Plotkin, virologist, author of the definitive reference book Vaccines, and widely considered the 
“Godfather of Vaccines”. He admits that the science does not exist, yet he does not hesitate to 
say that he will continue to definitively tell parents that vaccines do not cause autism, regardless 
of the lack of science to support it. He is allowed to have his belief, but it is misleading to 
parents to definitively tell them that mounds of science support that vaccines do not cause 
autism when there is admittedly no science to back up that belief. I encourage you to watch the 
full deposition, but here is the clip. 

 Aaron Siri asking Stanley Plotkin about Vaccines and Autism
The “Godmother of Vaccines” Dr. Kathryn Edwards, who has a long history of conducting clinical 
trials for licensure of childhood vaccines and one of the editors of Plotkin’s textbook on 

https://youtu.be/QakEWt_DdWE?si=ZCu2NG9G2fcdIJnO
https://thehighwire.com/ark-videos/the-deposition-of-stanley-plotkin/


vaccines, had a similar admission of no science yet maintenance of belief and refusal to stop 
confidently telling parents that mounds of science support that vaccines don’t cause autism. Full 
deposition below. 

 THE 2020 DEPOSITION OF THE GODMOTHER OF VACCINES, DR. KATHRYN EDWA…
Under oath and in response to her expert disclosure that “the issue of whether vaccines cause 
autism has been thoroughly researched and rejected”, she states that it is her testimony that 
MMR, Hep B, IPOL, Hib, Varicella, Prevnar, DTaP each cannot cause autism. When she was 
then asked if she had any scientific study to support that each of those vaccines cannot 
cause autism, she admitted that she does not have any science to support this claim with the 
same agitated responses for each that she does “not have any study that it does cause autism 
or that it does not cause autism”. Taking it a step further, when asked about existing studies that 
do show an association, she states that she doesn’t feel any of the studies are credible… yet 
she can’t cite a study and rather says, “Well, why don't you show me the study and then I'll see 
whether I agree with it.” This doesn’t feel like the answer of someone rooted in science. It 
sounds like a strongly held belief with a mind made up to support that belief regardless of the 
evidence presented. This is vaccine science. 
 
In 2019, ICAN FOIA requested CDC to give the studies that the 5 vaccines given 3 times each 
in the first 6 months of life don’t cause autism because 40 to 70% of parents with a child with 
autism claim that vaccines caused an undeniable and extreme neurologic event with the onset 
of the autism. Crickets. So they sued the government in the New York court system. Days 
before the initial hearing, the CDC provided a list of 20 studies. 19 of them had nothing to do 
with the vaccines on the routine schedule in the first 6 months of life. The other one was the 
2012 IOM review that showed that there are no studies that show that DTaP doesn’t cause 
autism. When pressed on the lack of relevance of the provided studies to the information 
requested, the CDC admitted that this was all they had- they had no relevant science. 
 
If autism is the one thing they claim to have studied most and this is their evidence, the critical 
thinking type should take pause before believing any of the other safety claims. If they haven’t 
studied the one injury that they claim to have studied most, you know that they also haven’t 
studied the association with neurological, autoimmune, and other disorders.  Every parent 
deserves the chance to make these types of decisions in their children’s health based on 
fact, not faith. Clearly, there are safety signals. The fact that these signals have not been 
explored, and have rather been swept under the rug is frightening at best. 
 
OK, I know that I keep saying “one more thing”, but this time I mean it and this will be my final 
point in helping anyone to find and examine information on their own. The August 2024 MMWR 
report from the CDC is frequently cited as evidence of the benefits of childhood vaccines. If 
anyone uses THIS as supportive “science” and they have thrown out or prevented so much of 
the legitimate science, then that should be another huge moment of realization that if they 
say this then you should be very hesitant to believe the next thing coming out of their 
mouth.  

https://youtu.be/dbFkDTePotM?si=vEdYZ9qBtiZXOOoa


 
The MMWR report states that "Among children born during 1994-2023, routine childhood 
vaccinations will have prevented approximately 508 million cases of illness, 32 million 
hospitalizations, and 1,129,000 deaths.” 
…what they neglect to mention in the large print and hide in the small print is that this review 
ignores ALL confounders: “factors other than immunization (e.g. hygiene, clean water, 
improved living conditions, sanitation, refrigeration) might have contributed to lower disease 
risks in recent decades, and reductions resulting from these contributions have not been 
incorporated into the model”. We saw earlier that the historic infectious diseases had all 
decreased by anywhere from 85 to 98% prior to the introduction of a vaccine, thanks to all of 
those confounders. However, for this modelling estimate, they left all of that out and estimated 
what the deaths and hospitalizations would have been from 1994 to 2023, using made up 
numbers based on living conditions in 1900 without clean water, refrigeration, sewage systems, 
and sanitation in a time that they were drinking water with their doo doo in it. This report is not 
peer reviewed. It is propaganda. Take diphtheria in the report, for example, which totals 750,000 
of the claimed 1.1 million lives “saved” from 1994 to 2023.  

●​ The MMWR report claims that 25,000 diphtheria deaths were prevented each year from 
1994 to 2023. But wait…  

●​ In 1947, the year prior to the routine use of the Diphtheria vaccine, CDC data reports 
that there were only 634 total deaths from diphtheria 

●​ In 1900, when the disease was at its deadliest, around 21,000 people died of diphtheria. 
●​ The MMWR report is based on modelling estimates that 25,000 mortalities from 

diphtheria would have occurred each year from 1994 to 2023.  
●​ From 1900 to 1948, a 97% decline that occurred naturally from improved living 

conditions was a confounder that, while 100% responsible for this reduction, was 
completely ignored so that a modelling estimate could report a near 4,000% increase in 
estimated deaths.  

●​ Remember, 1948 was a time when acute care for sickness was nowhere near what is 
available today and when there were still pockets of the US like developing countries 
without sanitation and clean water.  

●​ Yet, this report includes 750,000 lives saved (25,000 per year) from diphtheria alone, 
when the total mortality prior to routine vaccination in 1947 was only 648 (a number that 
continued to steadily decline at the same rate, regardless of the vaccine, as those 
remaining pockets of the US improved living conditions and as acute care became more 
available).  

The other disease modeling estimates are just as ridiculous.  
 



Again, be careful where you get your information. Don’t take anything at face value (even what 
I’m telling you here). Look for yourself, employ critical thinking, do your own math. Most 
importantly, use all available information to make the decision that is right for you. I support your 
decision to vaccinate just as much as I support your decision not to vaccinate. 
 
If you are in Iowa and you choose not to vaccinate, rest assured that it is easy to get and 
execute a religious exemption, regardless of which religion you belong to. It doesn’t need to be 
complicated. If after doing your research, you hold a genuine and sincere belief that our human 
bodies were designed perfectly by God and can and should not be burdened with an unnatural 
medical intervention, then you are perfectly qualified for this exemption. It’s as easy as printing 
the form or getting it from your school nurse, taking it to the bank to have it notarized when you 
sign it, and turning it in to the school.  I can’t speak for other states, as this is a state specific 
thing. If you choose to decline, reduce, or delay vaccination, please understand that some 
pediatric offices will require the routine immunization schedule to remain a patient. If that is the 
case, don’t be upset. They can have the freedom to make that choice for their office just like we 
can have the freedom to decide on an alternative for our kids. You will be able to find one who 
allows flexibility. If you’re near Des Moines, I have taken my kids to Be Well in Altoona since 
2020 and they are absolutely wonderful. I’m sure there are others around here or in your area if 
you are not near Des Moines. You’ll just need to ask around. 
 
✌️ 
~Dr. Mindy…Mindy, Max and Emma’s Mom 
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