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Vaccine Refusal and the Risks of Vaccine-Preventable Diseases
To the Editor: Omer et al. (May 7 issue)1 skirt 
the crucial question: Does a developed, educated 
democracy such as that in the United States still 
need compulsory vaccination laws to achieve tar-
get compliance rates of 90 to 95%? It was the 
legislation for compulsory smallpox vaccination 
that led to the conscientious objector laws in the 
United States and the United Kingdom. Jacobson 
may have lost the 1905 Supreme Court case2 
against the Commonwealth of Massachusetts, but 
the court concluded that the state government 
could not pass laws in order to protect an indi-
vidual person but could do so to protect the pub-
lic. The U.K. compulsory smallpox vaccination 
laws of 18533 led to riots, demonstrations, the cir-
culation of tracts, and vaccine refusal, leading the 
Royal Commission to amend the laws with a con-
scientious objector clause in 1898 and culminat-
ing in the end of compulsory vaccination in 1946. 
Most member states of the European Union, es-
pecially the Scandinavian countries, achieve high 
levels of compliance with the use of information, 
education, persuasion, and subtle coercion — but 
not compulsion. The European Academy of Pae-
diatrics is campaigning to make access to immu-
nization a stated right of children. Surely com-
pulsory immunization is anticonstitutional with 
respect to parental autonomy?
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To the Editor: Omer et al. review vaccine refus-
al, vaccine mandates, and disease clustering, but 
only in the context of the United States. In Aus-
tralia, low levels of vaccine coverage (53% com-
plete at 2 years of age in 1995) led to a national 
plan that instituted delivery of all recommended 
vaccines free of charge and financial incentives 
for parents whose children were fully immunized 
by 2 years of age. Parents who did not want their 
children to be vaccinated were also eligible for the 
payment (approximately 200 Australian dollars, 
or about 156 U.S. dollars) if they submitted a 

signed conscientious objection form that docu-
mented discussion with an immunization pro-
vider.1

In 2009, coverage by 2 years of age is stable at 
approximately 94%, but for vaccines due at 4 years 
of age it falls to 88%. In contrast, in the United 
States, immunization coverage at school entry is 
approximately 95%, but among preschoolers it is 
about 86%.
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The Authors Reply: In the United States, the 
constitutionality of immunization requirements 
is well established. The perception articulated by 
Gill that U.S. immunization laws are “anticonsti-
tutional” perhaps results from a misreading of 
the current laws. The laws are less draconian than 
might be perceived, as states allow exemptions to 
the requirements (all states allow medical exemp-
tions and 48 have nonmedical exemptions). In 
our report, we are not advocating elimination of 
exemptions. As indicated in the U.S. data we de-
scribed, many of the exemptions are exemptions 
of convenience, and more stringent procedures 
are associated with lower rates of exemption.1 
The laws play a role in tilting the balance of con-
venience in favor of vaccination while providing 
avenues for opting out. Given the availability of 
exemptions, forced vaccination is unlikely.1,2 But 
we do believe that the procedures called for in 
seeking exemptions should not be any less rigor-
ous than those involved in obtaining vaccination.

There are no data to support the notion that 
U.S. immunization laws delay vaccination. In fact, 
states that were early implementers of school 
laws for varicella vaccine had higher rates of 
coverage for preschool children than states with-
out varicella requirements. Moreover, vaccine cov-
erage for preschool children is generally 90% or 
higher.

Although not labeled “mandatory immuniza-
tion,” approaches to ensure immunization cover-
age in Australia share some similarities with their 
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U.S. counterparts. For example, in a majority of 
Australian states and territories, legislation re-
quires provider-authenticated documentation of 
immunization before school entry.3,4 Children 
with incomplete immunization records are al-
lowed to enroll but may not be allowed to attend 
school during an outbreak.4 Moreover, in Austra-
lia, the Family Assistance Act provides a means-
tested maternity allowance and universal child-
care benefits, contingent on proof of vaccination 
(while permitting conscientious exemptions).3

Mandatory immunization is not the only tool 
available to immunization programs, and it may 
not be appropriate for all countries. It may be 
that school entry requirements are most useful 
in countries, such as the United States, that have 
fragmented health care systems. When health 
care is delivered and controlled by multiple enti-
ties, school entry provides a uniform time point 
relevant to almost all children. In other situations, 
such as in the United Kingdom and Australia, 
where health care delivery is more centralized, 
other approaches to maintain high coverage, such 
as physician incentives, may be more appropriate.
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Case 15-2009: A Man with Coma after Cardiac Arrest
To the Editor: Kotton et al. (May 14 issue)1 
present the case of a 25-year-old man with car-
diac arrest. The initial rhythm was ventricular 
fibrillation. Despite successful resuscitation, brain 
death was declared and the heart was procured 
for transplantation. Although no structural ab-
normalities were identified on echocardiography 
or cardiac catheterization, primary ventricular 
fibrillation has many causes that are not readily 
diagnosed,2 and when idiopathic it has a high 
rate of recurrence.3 Therefore, the suitability of 
the donor’s heart for transplantation needs to 
be determined by means of a thorough anatom-
ical and electrophysiological assessment, which 
may be difficult to perform under the time con-
straints of donor evaluation. An implantable 
cardioverter–defibrillator should be considered 
for the recipient.
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To the Editor: In Case 15-2009, the discussion 
focused mainly on the patient’s colonic schisto-
somiasis and its implications for the recipients of 
his transplanted organs. Little was said about why 
this otherwise healthy 25-year-old man was seen 
to have had seizurelike movements and to have 
collapsed, without pulse or respirations. Exami-
nation by emergency medical personnel approxi-
mately 7 minutes after his collapse disclosed ven-
tricular fibrillation. Later, urinalysis revealed the 
presence of cannabinoids and cocaine metabo-
lites. An echocardiogram revealed no abnormali-
ties and a normal ejection fraction, and a cardiac 
catheterization revealed no coronary artery dis-
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