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The following pages show arguments in a debatetalibether vaccinations
should be compulsory. | have two purposes in mihgto further refine the
definition of “statistical literacy” by proposingat a statistically literate
person is one who possesses tools and skills fticipating in evidence-
based debates, and (2) to use this and otherextmigthates for student
instruction and assessment.

Because statistical conclusions are uncertain,ilyedependent on the form
of data collection, and in many other ways pronenisinterpretation, their
presence in a debate—in which one side attempésatalown the other’s
arguments—provides an ideal platform for learnind aharpening the skills
for critical evaluation of statistical arguments.



Resolved: That Vaccination Should be Compulsory

ARGUMENTSIN FAVOR
INTRODUCTION

For the benefit of individuals and society, vactima against specific diseases should be
mandatory except for people deemed likely to exqmee severe side effects.
Vaccinations have been shown to eliminate or siganiftly curtail smallpox, polio,
bacterial meningitis, diphtheria, measles, mumpstussis, rubella, hepatitis B and
chicken pox. These are diseases that can causendens suffering and death, as well as
an economic burden to society through the coseafth care and the disruption to
normal commerce. Vaccinations are not 100% effedtipreventing disease and they
can produce side effects, but the benefits to iddals and society far outweigh the risks.
According to the U.S. Centers for Disease Contratcinating all U.S. children born in a
given year from birth to adolescence would prewadaaut 14 million cases of disease and
save an estimated 33,000 lives (Park, 2008). derdio achieve the individual and
societal benefits of total eradication of a dise#fse vaccinations must be used by all
eligible people, not just some. For this reasongciveation should be compulsory.

In our argument, we will provide convincing evidertbat vaccination reduces the risk of
disease, that the risks and costs of side effeetsraall compared to the risks and costs
of the epidemics that would result in the abseria@ccination, that decliners cause
injury not only to themselves but also others, tirad it is therefore unethicabt to make
vaccination compulsory.

We start with small pox, a terrible infectious dise that causes death in 80% of children
affected (Riedel, 2005) and blindness in 65% to 8%he survivors (Jezek, 1981). At
one point in history, one in seven children in f@ralied from small pox (Fenner, et al,
1988). In the 19th century, an estimated 300 tor&don people died from the disease
(Koplow, 2003). In 1967, 2 million died from it.fir a global vaccination program in
the following decade, small pox was eradicated (&/Health Organization, 1979).

Another example is measles. In 1958 there were0Bd3;ases (Orenstein, et al, 2004)
and 552 deaths in the United States (Centers fagd3ie Control and Prevention, 2008).
With the help of new vaccines, the number of calsepped to fewer than 150 per year
(Centers for Disease Control and Prevention, 20!@8)evident in Display 1, there is
convincing evidence of a decline in the distribntai yearly measles cases in the U.S.
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In addition, there is substantial evidence tha¢a@lie cases have increased in areas where
vaccination has been discontinued or reduded. Wiképedia article on “vaccination
controversy” documents seven countries in whickabe has increased after a reduction
in vaccination rates, implying convincing evidenicat there is more chance of an

increase than a decrease in disease rate aftepandvaccination rate (p-value = 0.008). -

!One U.S. study found that non-vaccinated childrenan22 times more likely to acquire
measles than vaccinated children (95% confidertegvial: 16 times to 31 times more
likely; Feiken, et al, 2000). A similar study of,B51 children in Guinea-Bissau, West
Africa showed that the morality rate among thoseciraated was estimated to be 74% of
the mortality rate among those who weren’t (95%ficiemce interval 53% to 103%;
Kristensen, etal.,, 2000).
An interesting feature of the graphs in Displayanl 2 is the spike around 1989, which
corresponds to a time when more parents were deglio get their children vaccinated.
In the case of measles, the incidence increasd@®% over the previous year. Of the
7,149 measles cases in the reporting period, @f®twere in people who were not
vaccinated (MWWR, 6/1/1990). Some of these casze whildren whose parents
declined vaccination but some were children whoawteo young to be vaccinated or
who could not be vaccinated due to medical condltioThis highlights a very important
point: The choice by parents to decline vaccinat@riheir children affects not just their
children but also others who are too young or atise deemed medically unsuitable for
vaccination. Because of a critical mass of disegasdence among the decliners, it also
causes disease in some who are vaccinated (bett&ugaccination is not 100%
successful) who would not otherwise have been egtisthe disease.

The costs of not vaccinating are enormous comparéue costs of treating the illnesses
they prevent. In 2001, routine childhood immuniaas against seven diseases were
estimated to save over $40 billion per birth-yegiart in the U.S. (Zhou, et al., 2005).

With these arguments, we have shown that vaccim&ieffective in preventing disease,
that decliners can cause adverse effects—in tefimsaith and economics—not just
upon themselves but upon others and, for thesemeat is morally imperative that
vaccination be compulsory.
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ARGUMENTSAGAINST
INTRODUCTION

The evidence that vaccines are effective is flaamdl exaggerated. There is, however,
strong evidence of serious side effects, sometimishigher probability and with more
serious health consequences than the disease @setfpulsory vaccination produces
great profits for pharmaceutical companies, whesegnently have great incentive to
overstate the benefits of compulsory vaccinatich @mderstate the risks. Making
vaccines compulsory violates freedoms that we Hekit. Since we know there is a
chance that vaccination can cause death or permdisaibility, it is unethical to force it
upon people.

!The evidence from observational studies in Displagsid 2 is unpersuasive because the

the same time. To demonstrate this, we have maner mhanges to the graphs—in - { Comment [ds6J: important rebuta
Displays 3 and 4—to show some other possible “clusfethe decline. Note, for e cannot draw causal conclusions fro

example, that there is convincing statistical entethat the median number of measles
cases per year decreased after the Beetles relgesefirst album “Please Please Me” in
1963 (p-value < 0.0001). Does that mean that thenataused a decrease in measles
cases? No, of course not; we would see similarlosive evidence of a decrease after
any event that occurred in 1963. This demonstratesthied'convincing” evidence from
Displays 1 and 2 does not provide any proof whatsothat the vaccination is
responsible for the decline in disease rates.
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In fact, disease rates were already decreasingédtfe vaccinations were introduced,
due to better hygiene and health conditions. Rigplshows the number of deaths due to
scurvy in England between 1901 and 1967 (Armstedray., 1999). Although there is no
vaccine for it, the incidence of scurvy has deadgast as dramatically as for measles
and rubella.
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Furthermore, the introductions of the vaccines iaéffect on theate of decline of
disease. Display 6, for example, shows the de#tls feom four diseases for children in
England and Wales between 1860 and 1!970. As appartre graph, there is no effect
of the introduction of the vaccines on the raté@dfrease of the death rate (p-value =
0.08 for change after the Diptheria vaccination wa®duced, for exampld).

Display 6
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The proponents of vaccination point to observatishiadies such as the one in West
Africa showing that the mortality rate is lower amgathose who got vaccinated than

among those who didn\t. First of all, the evideonta difference between the two groups

in that study is very tenuous, since the 95% cemiog interval for the ratio of mortality
confounding variable, wealth of the family. The fies that were wealthy were more
likely to get their children vaccinated and wergoamore likely to live in better
conditions and with better health care. It is ptibahat these better health conditions

The exaggerated effectiveness of vaccinations woolde so critical if vaccinations

were safe, but they have been linked to autisniyedés, and brain damage. In 2008, the
U.S. government acknowledged that vaccination @eargia girl as an infant caused

brain disorder with autism-like symptoms (Park, 20&van DelLeo, son of a New York
science teacher, was developing normally until hs wyear oldi. The day the boy
received his fourth dose of Hib vaccine, he wasedgo the hospital with tremors and a
104 deg F fever, which later led to seizures. Hevered, but several months later he
received the first of two measles, mumps, and fal{®MR) vaccination shots. Within -
months, he stopped talking was diagnosed with mufizark, 20081. This is not an v
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isolated event. In a 1998 Lancet article, a Britigtroenterologist reported on a dozen
similar young patients who were suffering from antilike developmental disorders.
Eight of the children began exhibiting signs ofismtdays after receiving the MMR
vaccine” (Wakefield, 1998).

Since the 1980s, the number of vaccinations U.iBlreim receive has doubled, and in
that same time, autism diagnoses have soared ohdteBlisplays 6 and 7 show the autism
prevalence and vaccination rate in California betw&980 and 1994 (Dales, et al.,
2001). These data provide convincing evidencelwfkabetween MMR vaccination and
autism (p-value = 0.000002). Associated with eaplertentage point increase in the
MMR rate was an estimated 6.7% increase in the aneglinual number of autism cases

in California (95% confidence interval 5.4% to 8.2%rease). The MMR vaccination - | Comment [ds11]: Here's a statistical
””””””””” conclusion with confidence interval.
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The vaccination for diphtheria, pertussis, andniesaDPT) is also dangerous. The part
of the DPT vaccine that carries the greatest digets is the pertussis (whooping cough)
part. From a large case-control study of Britielidren, it was estimated that the odds of
death or physiological, behavioral, neurologicapbysical dysfunction was 5.5 times
greater in children who had the diphtheria, tetaand pertussis (DPT) vaccination than
for those who didn't (95% confidence interval: fires to 23.7 times greater; Miller et
al., 1993). The incidence rate of pertussis inUtte. is about 5 cases per 100,000 people
and the mortality rate among those who get itiis 300, which implies that the

probability of dying from pertussis in the U.S1ién ten million. The probability of a



serious adverse reaction to the vaccination is14n000.
Display 7
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These arguments have shown that the tradeoff battheerisks of disease and the risks
of serious adverse effects of vaccination is naitagously one-sided as the
pharmaceutical industry wants us to believe. Téneeghment should not force
individuals to take the government’s gamble. Eatividual should have the freedom to
choose what to put in their and their children’slibe. As with what we eat and drink, we
should be given autonomy over our own bodies.



ARGUMENTSIN FAVOR
REBUTTAL

!The Volvo Fallacy, also known as the Fallacy of Ilg&sling Vividness, is committed

when an individual bases a decision on a rare ibid &necdote despite statistical

evidence that the decision is unwise—such as adeeiding for safety reasons not to

buy a Volvo, despite it's positive record of safdigcause he heard about a Volvo whose

wheel fell off on a highway, leading to a fiery afiadal crash. The human mind tends to

place undue weight on the vivid image at the expaifisational evaluation of statistics. - | Comment [ds13]: The Volvo Fallacy.
The anti-vaccination movement is driven by the \oRallacy in this way: Since disease | [/ e easoie Wy Peope shorid ot
rates are now low, people don’t tend to have nedator neighbors with horrible diseases | making decisions, but a vivid image is
like polio, and we don't hear news reports aboilticén suffering or dying from probably not a good one.
pertussis. We do, however, hear anecdotes abddtemiwho get autism after receiving

vaccinations. The terrifying image of the possipibf a vaccination-autism links causes

some parents to misjudge the overwhelming statisticidence that the consequences of

non-vaccination (and the epidemics that would tgsmeé much worse than the

consequences of vaccination.

In this rebuttal, we will counter the opposing $delaim that the evidence of
effectiveness of vaccines is flawed. We will alsow that the evidence for side effects is
misleading, that the comparison of probabilitieslisease and side effects is deceptive,
and the actual tradeoffs between vaccination amdévaacination make it clear that the
anti-vaccination proponents are misreading théssizdl evidence.

The anti-vaccination side states that the evidémcthe effectiveness of vaccines is from
observational studies and therefore not prooftthet/accine causes the reduction in
mortality rate.! The observational evidence is, &eosv, very clearly consistent with the
proposition that the vaccine works. Further, untike release of the first Beetles album,
there is a scientific theory by which the vaccimexpected to work and there is also
evidence of a “dose-response” effect—that greaiecwation rates lead to greater
reductions in disease rates. There is, therefqueg@onderance of observational evidence

that is consistent with the hypothesis that vadmna are effectivé. In addition—and - | Comment [ds14]: The Pro side is

P . ; ; WA ~AN A~ N saying here that even though statistical
very importantly—there are alsandomized experiments which provide convincing conclusions of causation cannot be drakvn
evidence that vaccinesused a reduction in disease rates. from observational studies, that doesn

mean that observational studies are
worthless, and here’s why.

!In the Salk polio vaccine trials of 1954, for exdepesearchers randomly assigned
children to receive a polio vaccine or placebo.ti@f200,745 vaccinated children, 82
got polio. Of the 201,229 placebo-treated childdes®, got polio. The statistical analysis
of these data indicates overwhelming evidencethi@avaccinecaused a reduction in

polio probability (1-sided p-value = 0.0000001).dther words, there were only two
possible explanations for the reduced polio ratdéwvaccinated children: either (1) the
vaccination caused a reduction in the probabilitihe disease or else (2) the children
who were bound to get the disease anyway wereapispionately allocated to the
placebo group. The p-value—one in ten million—dims the probability that a
disparity as large as the one observed could beniirly to explanation 2. Thus
explanation 2 is not realistic, leaving convinciddence for the causal explanation. The - | Comment [ds15]: Ah ha—a %l

————— - randomized experiment and a statistic
conclusion of causation!




lodds of getting polio, incidentally, were estimatedbe 97% greater for those who
receive placebo than for those who receive theinad®5% confidence interval: 51% to
157% greater).

A meta analysis of randomized experiments on titggis vaccine carried out between
the 1930s and 1950s, as another example, showetth¢éhadds of pertussis for placebo
users were estimated to be 4.5 times as great &soke who received the vaccine (95%

confidence interval: 3.8 times to 5.6 times greatefferson, 2006).

Regarding the link between the MMR vaccine andsautWakefield, the lead author of
the study was later accused of improper scientieduct and falsifying the data. Ten of
the thirteen authors of the original paper wroteteaction of the conclusion that there
was evidence of a causal link between the vaccideMiMR. Because the Wakefield
study caused such a great public health conceleagitto the reduction in vaccination
rates which lead to increase in diseases, as dviden the spikes around 1990 on
Displays 1 and 2), many other studies consideregdssible link between MMR and
autism. Importantly, the collection of 12 familiegth children who developed autism
was not a random sample of such families. It waplgewho suspected an MMR-autism
link who were self selected to go to Wakefield'mid. For this reason, the evidence is
entirely anecdotal representing an extreme cabe&aséd sampling; there are no valid
statistical conclusions to be drawn about any lapggulation of families.

As a result of the controversy started by Wakefigldny studies investigated the MMR-
autism link. A Danish study of 537,000 childreniresited the probability of autism in
vaccinated children to be only 92% as large aptbbability of autism in unvaccinated
children (95 percent confidence interval: 68% td%2as Iargej. The authors concluded
that this was strong evidence against the hypathibat MMR causes autism (Madsen et
al,2002.
In claiming a connection between MMR vaccinatiod &utism with Displays 6 and 7,
the anti-vaccination side is committing the FallayDver-Interpreting Spurious
Clrrelation. They claim that the hi(?h correlatafrMMR and autism in California

implies a causal link. But the spurigus correlatibrvariables that change over time is a - -

more likely explanation. If there is one variatilettincreases by about 5% per year and
another than also increases by about 5% per year they will be very highly \

\

correlated, even if there is absolutely no causationship. In Display 8, below, for

example, we show the same California annual autmmts along with the U.S.
consumer price index at the beginning of the ))(Ahhough a causal link between these
two variables is preposterous, the consumer pnidex can explain 89% of the variation
in autism incidence—essentially identical in itplkxatory power to MMR vaccination
rates, thus illustrating the weakness of the cati@ argument to establish a link
between MMR and autsm.
About the DPT and brain damage link, we have sdamemments]. First, even though
there may be a statistically significant assocrafrom the British between death or
physiological, behavioral, neurological or physidgsfunction and the DPT vaccine, the
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size of the effect was estimated to be very sriiak incidence of these results would be
extremely rare and rarer still if children with ionpant pre-conditions are screened out.
Second, the DPT vaccination is no longer in us@énJ.$. The safer DaTP is used now.

In general, as more is learned, the vaccines fet aad safer.
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We, too, love freedom, but freedoms have limitsaniety. We are not free to endanger
our neighbors by driving through red lights, driyidrunk, or pouring toxic chemicals in
their water supply. Because of the serious consepseof vaccination avoidance on
others, declining to be vaccination is immoral ahduld be illegal for the same reasons.
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ARGUMENTSAGAINST
REBUTTAL

As evidence that disease has increased when véocimates have been reduced, the
pro-vaccination side reported seven occurrencesurfitry-wide disease rates increasing
in response to reduced vaccination rates, as exportthe Wikipedia article on
vaccination controversy (p-value = 0.000}8). Therea indication, however, that these

seven occurrences are a random sample of a papultchanges in vaccination rétes. -

There is every reason to believe that they werectsd because they showed what the
authors wanted to show. This is like claiming ttigarettes have no affect on health by
finding seven smokers who lived long lives. Theuangnt is anecdotal and the
conclusion should not be taken seriously.

The pro-vaccination side claims that anti-vaccoraidvocates are committing the Volvo
Fallacy by succumbing to fears brought on by ssooieserious side effects at the
expense of considering statistical evidence. Vjget¢his argument. Instead, we say we
are simply interpreting the statistical evidenceectly. The disease probabilities are
now small and the pharmaceutical companies arengdkige profits by making people
fearful of epidemics that no longer exists

The pro-vaccination side argued that there is emidef a causal connection between
vaccinations and reduction in disease rates froxdomized experiments, but these are

The pro-vaccination side reported the conclusiomfthe Danish study of 537,000
children as strong evidence against the hypothleaidMMR causes autism With this
conclusion, they committed the Fallacy of Accepting Null Hypothesis. In fact, the
Danish authors report a 95% confidence intervatdtative risk of 68% to 124%. While
the data are consistent with an equal risk of autisvaccinated and un-vaccinated
populations, they are also consistent with the tygsis that the risk of autism for
vaccinated children is 124% of the risk for noneraated children. The pro-vaccination
side consistently commits the Fallacy of Acceptimg Null Hypothesis by incorrectly
interpreting “no evidence of an association of Mgl autism” as “evidence of no
association of MMR and autism.” In fact, it is yerasy to design a study showing no
evidence of an association—simply make a very vetadty, such as one with very few
subjects,
We still maintain that despite their use of randoedi experiments to argue for evidence
of a causal connection, the pro-vaccination sitleuses observational data to estimate
the size of the benefit of the vaccination (fromuetions in Displays 1 and 2, for
example), so they are still producing a misleadtiogure of the relative risks of disease

and side effects. Similarly, there’s no proof ttiatliners cause disease rates to increase

in any other subgroups. In order to convince ugite up a fundamental freedom of
autonomy over our own body, we should be given naidnger evidence of the claims
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made. Until then, it is simply unethical to foraeople to take something which could kill
them are cause permanent injury.



ARGUMENTSIN FAVOR
CONCLUSION

Since 1900, the average lifespan of persons itJthied States has increased by more
than 30 years. On the top of the list of the 1&tmportant public health achievements
that have lead to this improvement is vaccinatibisplay 9 shows that the decreases in
incidence of nine deadly diseases have all been3Bé and some have been completely
eradicated (“Achievements in Public Health, 19009 émpact of Vaccines Universally
Recommended for Children -- United States, 1998199

Display 9
Baseline 20th Percentage

century annual 1998 annual decreasein annual

mor bidity (cases) mor bidity (cases) mor bidity
Smallpox 48,164 0 100%
Diptheria 175,885 1 100%
Pertussis 147,271 6,279 95.7%
Tetanus 1,314 34 97.4%
Poliomyelitis 16,316 0 100%
(paralytic)
Measles 503,282 89 100 %
Mumps 152,209 606 99.6%
Rubdlla 47,745 345 99.3%
Haemophilus 20,000 54 99.7%

influenzae type b

LAt the heart of the evidence of effectiveness aicuzes are randomized experiménts. - —{Comment [ds26]: Randomized
SN Experiments!

The anti-vaccination side claims that these shbeldiscounted because they are old.
The reason there aren’t more modern randomizediexgets is because it would be
unethical to give a child a placebo when we knoat thvaccination will prevent disease.
Although perhaps conducted on a different poputatibe causal conclusions of the
randomized experiments are very strong and releVanthe extent that there is
convincing evidence of a difference in diseasesratéhe placebo and vaccinated groups,
we can be sure that it is convincing evidence cdusal effect of the vaccine. That the
experiments were conducted in the past does nahidimthe strength of the conclusion
about a causal effect on humans.

!Fears about vaccination safety are based largelyndranecdotal evidence and the Volvo

Fallacy. Typically, several families realize thagir children developed autism (as an - { Comment [ds271: Aneccota
example) shortly after receiving a vaccinatiora Hollection of 12 such families, say, evidence and the Volvo Fallacy.

unite around a common lawyer, the autism onset aftecination appears to be more
than a coincidence, but it's not because the samfiiased. If you look at enough
families you are bound to find some for which datldieveloped autism shortly after
being vaccinated, just as you are bound to findrh@kers who live long and healthy



lives. By establishing some importance to this grdbe anti-vaccination side is

committing the Prosecutor’s Fallacy. ~__ { Comment [ds28]: The Prosecutor's
’’’’’’’’’’’’’’’’’’’’’’’’’’’’ Fallacy

Our side admits that there are possibilities ofosirside effects, but they are very rare
and getting rarer as we learn more. According éoGknters for Disease Control and
Prevention (“Vaccines and Immunizations,” 2009 $lerious side effects rates for some
of the vaccinations are currently as shown in Rigdl0. We include Smallpox, even
though it is not a required vaccine in the U.Sshow that even one of the least safe
vaccines has very little chance of serious sideceff
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The chance of a serious (life threatening) sidectfs very small today. Many of the
statistics that the anti-vaccination side repogambased on old versions of vaccines,
such as the DPT. The vaccination effort is nofgur but it is constantly improving.
Furthermore, if we can just get to the point whtrediseases are eradicated—as is
planned for measles by 2012 in the U.S.—therenaillonger be a need for vaccination
and no need for this debate. We should strivedolr¢hat endpoint and doing so requires
vaccination to be compulsory.

]So many of the decisions we make in life are a gam8hould we buy an expensive car
with side airbags or a cheaper one without? Howhinsurance should we buy? Should
we urge our close relatives to seek surgery or oleenapy for their cancer? These kinds
of decisions require us to weigh probabilities,ts@nd consequences. Sometimes, we
make the best choice in a gamble, but still losen&people, in fact, will experience - { Comment [ds29]: A central issue in
severe side effects due to vaccination and mighhage gotten the disease at all if they | [0 oae B o e e T e
were unvaccinated. But the probabilities from dathcate that the much greater risk and | existing evidence to clarify the risks.
the much greater consequence is that associatbdaiitvaccination. The anti-

vaccination side reports that current disease eatefow, but these aren’t the ones we

need to consider; it's those we would experieneelérge number of people declined to

be vaccinated that must be weighed against theapiiity of side effects, such as the

400,000 cases of measles per year in the 1960’s.

If it were only the decliners health that was aket this wouldn’t be such an important
debate, but decliners injure the health of those are too young or who are medically
ineligible for vaccination, so their action mustdmnsidered the same way as the actions
of others who risk injury to their neighbors, sashdrunk drivers. Based on the evidence,
it is ethically imperative to make vaccination cargory.



ARGUMENTSAGAINST
CONCLUSION

Disease rates have declined since the 1800's dugpt@vements in hygiene and health
conditions, not vaccinations. The pro-vaccinatimie £ontinues to give a misleading
statement about the reduction in risk from vacaéimest based on observational data.

!Regarding safety, the pro-vaccination side consiisteommits the Fallacy of Accepting
the Null Hypothesis. In light of the confidenceentals for relative risk, it is unethical to - - { Comment [ds30]: The Pro side migh
force parents to do something to their children thay cause autism, brain damage, or e e R
death.| There is a decision to be made in asses®nisks of vaccinating and not the other hand, there does seem to be
vaccinating, but that decision should reside withparents, not the government of the tendency to overstate the resuits of nor-

. . significant side-effect studies.
pharmaceutical mdustry.

- - - Comment [ds31]: Like most
important debate topics, the central issues

Pharmaceutical companies have much to gain throagtpulsory vaccination and here involve values and ethics, not
3 . A . statistics. It's essential, though, to resol
substantial resources to promote the public’s febmut diseases and downplay the risks | the existing *evidence* in order to get t
of side effects. Statistics on effectiveness apho-vaccine side’s conclusions are UG I FTRfEIE VEINES GIEEEE,
mostly based on observational data collected oner &nd present a misleading picture
of vaccine effectiveness because of the confounafingiccine introduction with
everything else that is changing with time. In falitease rates were already declining
before the introduction of vaccines due to improkigdiene and health conditions, and
there is no evidence that the introduction of vaesihad any effect on the rate of decline.
While there may be evidence of a causal associafiwaccination and disease reduction
from randomized experiments, the pro-vaccinatiorertheless continues to use
observational data to play up the appearance arigei effect than was shown from the
experiments. In addition, diseases such as p&tassnot as serious as they once were.
The requirement to take a potentially life thre@igrvaccination to prevent a disease that
is not, itself, life threatening, is preposterods.the very least, each individual should
have the right to decide for themselves and thHeidien whether to take the vaccination
given the various risks involve. While societylasicertain freedoms—such as the
freedom to drive while drunk—to prevent some pedmen endangering their neighbors,
compulsory vaccination takes a step beyond byrigrpeople to put something into their
body, which could kill them. Compulsory vaccinatisrunethical.

@
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