
Coastal Children’s Clinic Immunization Policy 

 

At Coastal Children’s Clinic, we are committed to providing the safest and best 

healthcare for our patients. Immunizations are one of the most important tools to 

protect children against serious illness, brain damage, and death. While we 

respect parents as the ultimate decision makers for their child’s health, we 

require a minimum set of vaccines for continued care in our practice. The seven 

required vaccines include: DTaP/Tdap (Diphtheria, Tetanus, Pertussis), Hib 

(Haemophilus influenzae type B), MMR (Measles, Mumps, Rubella), 

Meningococcal Meningitis, IPV (Polio), Pneumococcal (Vaxneuvance) and 

Varicella (Chickenpox). These vaccines are designed to protect children from 

vaccine-preventable diseases and reduce transmission in our office and 

community. 

Many of our physicians have seen the devastating effects of diseases like 

meningitis before these vaccines were available. Thanks to immunizations, such 

cases are now rare, and we are committed to keeping it that way. 

 

Vaccines are safe, effective, and available through our office at modest cost. 

Please scan the QR codes below to be directed to reliable information from the 

Children’s Hospital of Philadelphia Vaccine Education Center and the CDC. 

 

If parents choose to decline any of these seven vaccines, it represents a 

fundamental difference in the goals of pediatric care. In such case, we will—with 

reluctance—discharge the patient from our practice. Care will be provided for 30 

days to allow transition to another provider. Medical records can be transferred 

upon completion of a release form. 

 

We encourage families to discuss any concerns with our providers. It is our hope 

that all families will choose vaccinating so your children can benefit from this 

lifesaving protection. 

 

                                                                                                                               

CHOP Vaccine Education Center                                          CDC Vaccine Sheets 

 



Q. What are the symptoms of autism?
A. Symptoms of autism, which typically appear during the 
first few years of life, include difficulties with behavior, social 
skills and communication. Specifically, children with autism 
may have difficulty interacting socially with parents, siblings 
and other people; have difficulty with transitions and need 
routine; engage in repetitive behaviors such as hand flapping 
or rocking; display a preoccupation with activities or toys;  
and suffer a heightened sensitivity to noise and sounds. 
Autism spectrum disorders vary in the type and severity of 
the symptoms they cause, so two children with autism may 
not be affected in quite the same way.

Q. What causes autism?
A. The specific cause or causes of autism in all children are 
not known. But one thing is clear: Autism spectrum disorders 
are highly genetic. Researchers figured this out by studying 
twins. They found that when one identical twin had autism, 
the chance that the second twin had autism was greater than 
90 percent. But when one fraternal twin had autism, the 
chance that the second twin had autism was less than  
10 percent. Because identical twins have identical genes and 
fraternal twins don’t, these studies proved the genetic basis of 
autism. Researchers have successfully identified some of the 
specific genes that cause autism. 

Some parents wonder whether environmental factors — 
defined as anything other than genetic factors — can cause 
autism. It’s possible. For example, researchers found that 
thalidomide, a sedative, can cause autism if used during early 
pregnancy. Also, if pregnant women are infected with the 
rubella virus (German measles) during early pregnancy, their 
babies are more likely to have autism.

Some parents are concerned that vaccines can cause autism. Their concerns center on three areas: 
the combination measles-mumps-rubella (MMR) vaccine; thimerosal, a mercury-containing 
preservative previously contained in several vaccines; and the notion that babies receive too many 
vaccines too soon. 

Q. Does the MMR vaccine cause autism?
A. No. In 1998, a British researcher named Andrew Wakefield 
raised the notion that the MMR vaccine might cause autism. 
In the medical journal The Lancet, he reported the stories of 
eight children who developed autism and intestinal problems 
soon after receiving the MMR vaccine. To determine whether 
Wakefield’s suspicion was correct, researchers performed  
a series of studies comparing hundreds of thousands of 
children who had received the MMR vaccine with hundreds 
of thousands who had never received the vaccine. They found 
that the risk of autism was the same in both groups. The MMR 
vaccine didn’t cause autism. 

Some parents wary of the safety of the MMR vaccine stopped 
getting their children immunized. As immunization rates 
dropped, particularly in the United Kingdom and, to some 
extent, the United States, outbreaks of measles and mumps led 
to hospitalizations and deaths that could have been prevented.

Q. Does thimerosal cause autism?
A. No. Multiple studies have shown that thimerosal in 
vaccines does not cause autism. Thimerosal is a mercury-
containing preservative that was used in vaccines to      
prevent contamination. In 1999, professional groups called 
for thimerosal to be removed from vaccines as a precaution. 
Unfortunately, the precipitous removal of thimerosal  
from all but some multi-dose preparations of influenza 
vaccine scared some parents. Clinicians were also confused  
by the recommendation. 

Since the removal of thimerosal, several studies have been 
performed to determine whether thimerosal causes autism. 
Hundreds of thousands of children who received thimerosal-
containing vaccines were compared to hundreds of thousands 
of children who received the same vaccines free of thimerosal. 
The results were clear: The risk of autism was the same in 
both groups; thimerosal in vaccines did not cause autism.
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Q. Is autism caused by children receiving too many 
vaccines too soon?
A. Several facts make it very unlikely that babies are 
overwhelmed by too many vaccines given too early in life. 

First, before they are licensed, new vaccines are always tested 
alone and in combination with existing vaccines. These 
studies determine whether new vaccines alter the safety and 
efficacy of existing vaccines and, conversely, whether existing 
vaccines affect the new vaccine. These studies, called 
concomitant use studies, are performed every time a new 
vaccine is added to the existing vaccination schedule. 

Second, although the number of vaccines has increased 
dramatically during the past century, the number of 
immunological components in vaccines has actually 
decreased. One hundred years ago, children received just one 
vaccine, for smallpox. The smallpox vaccine contained about 
200 immunological components. Today, with advances in 
protein purification and recombinant DNA technology, the  
14 vaccines given to young children contain only about  
150 immunological components. 

Third, the immunological challenge from vaccines is 
minuscule compared to what babies typically encounter  
every day. The womb is sterile, containing no bacteria, 
viruses, parasites or fungi. But when babies leave the womb 
and enter the world, they are immediately colonized by 
trillions of bacteria that live on the linings of their nose, 
throat, skin and intestines. Each bacterium contains between 
2,000 and 6,000 immunological components. And babies 
often make an immune response to these bacteria to prevent 
them from entering the bloodstream and causing harm. The 
challenge that vaccines present is tiny in comparison to that 
from the environment. 

Fourth, children have an enormous capacity to respond to 
immunological challenges. Susumu Tonegawa, a molecular 
biologist who won a Nobel Prize for his work, showed that 
people have the capacity to make between 1 billion and 100 
billion different types of antibodies. Given the number of 
immunological components contained in modern vaccines,    
a conservative estimate would be that babies have the 
capacity to respond to about 10,000 different vaccines at once. 
Although this sounds like a huge number, when you consider 
the number of challenges that babies face from bacteria in 
their environment, it’s not. 

Here’s another way to understand the difference in scale 
between immunological challenges from vaccines and natural 
challenges from the environment. The quantity of bacteria 
that live on body surfaces is measured in grams (a gram is the 
weight of about one-fifth of a teaspoon of water). The quantity 
of immunological components contained in vaccines is 
measured in micrograms or nanograms (millionths or 
billionths of a gram).

Q. Are the studies showing that neither the MMR 
vaccine nor thimerosal causes autism sensitive enough 
to detect the problem in small numbers of children?
A. The studies showing that neither the MMR vaccine nor 
thimerosal causes autism, called epidemiological studies, are 
very sensitive. For example, epidemiological studies have 
shown that a rotavirus vaccine used between 1998 and 1999  
in the United States caused intestinal blockage in one out of 
every 10,000 vaccine recipients; that measles vaccine caused  
a reduction in the number of cells needed to stop bleeding 
(platelets) in one out of every 25,000 recipients; and that an 
influenza (swine flu) vaccine used in the United States in 1976 
caused a type of paralysis called Guillain-Barré syndrome in 
one out of every 100,000 recipients. 

About one out of every 59 children in the United States is 
diagnosed with an autism spectrum disorder. Even if   
vaccines caused autism in only 1 percent of autistic children, 
the problem would have easily been detected by 
epidemiological studies.

Q. If I am concerned that vaccines cause autism, what 
is the harm in delaying or withholding vaccines for  
my baby?
A. A study by Michael Smith and Charles Woods found that 
children who were fully vaccinated in the first year of life were 
not more likely to develop autism than those whose parents 
had chosen to delay vaccines. Further, all of the evidence shows 
that vaccines don’t cause autism, so delaying or withholding 
vaccines will not lessen the risk of autism; it will only increase 
the period of time during which children are at risk for vaccine-
preventable diseases. Several of these diseases, like chickenpox, 
pertussis (whooping cough) and pneumococcus (which causes 
bloodstream infections, pneumonia and meningitis) are still 
fairly common. Delaying or withholding vaccines only 
increases the time during which children are at unnecessary 
risk for severe and occasionally fatal infections.
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Q. Who determines when vaccines are added to the 
immunization schedule? 
A. Before a vaccine can be added to the immunization schedule, 
it must be licensed by the Food and Drug Administration (FDA). 
Scientists at the FDA closely monitor and review vaccine trials; 
sometimes they request additional studies before making a decision. 
The FDA determines whether the vaccine is safe and whether it 
works (efficacy). Studies prior to licensure often last five to 10 years 
and are extensive. For example, if all of the paperwork from the  
pre-licensure studies of one of the rotavirus vaccines was piled up, 
the stack would be higher than the Empire State Building. 

Once a vaccine is licensed, experts from the CDC, AAP and AAFP 
independently review data from scientific studies to determine 
whether or not a vaccine should be added to the immunization 
schedule. Not only will they look at the safety and efficacy of 
the vaccine, they will also look at disease rates and susceptible 
populations to determine if the vaccine is needed in the community 
and, if so, who should get it. Their recommendations are compiled to 
create the immunization schedule. 

If a vaccine is recommended at an age when other vaccines are 
already given, concomitant use studies will be required to make  
sure the vaccine works and is safe when given as part of the existing 
schedule. If these studies reveal any negative consequences of giving 
certain vaccines together, restrictions will be placed on their use.  
For example, concomitant use studies have shown that if two live 
viral vaccines (for example, measles, mumps and rubella [MMR]  
and chickenpox vaccines) are given on the same day or separated  
by at least one month, no problems occur; however, if they are given 
between one and 28 days of each other, the immune response to  
the one administered later will be diminished. This is reflected  
on the schedule so that healthcare providers administer the  
vaccines correctly.

Q. How are the amounts of immunological components  
in a vaccine determined? 
A. Vaccine doses are not chosen arbitrarily. During the four phases 
of vaccine development, different doses are tested to determine the 
lowest effective dose for the target group. For example, the rotavirus 
vaccine was tested at quantities as low as one-tenth the current dose 
and up to 10 times the current dose. 

Vaccine developers must practice good medicine and good 
economics. Giving larger doses of active ingredients than required 
would increase the side effects and giving too little of the vaccine 
would lessen efficacy. It’s a fine balance.

Although only one version of the immunization schedule is endorsed by the Centers for Disease Control and Prevention 
(CDC), the American Academy of Pediatrics (AAP) and the American Academy of Family Physicians (AAFP), some parents 
prefer to be selective about which vaccines their children receive and when. Unfortunately, this approach can leave children 
susceptible to certain diseases at a time when they most need protection; worse, some children never catch up completely.

Q. How can the recommended schedule be appropriate  
for all children? 
A. A common misconception is that the recommended immunization 
schedule is determined using a one-size-fits-all approach. These 
concerns are based on misconceptions about how vaccines work and 
misconceptions about the schedule itself:
•	 Vaccines and drugs aren’t distributed in the body in the same 

manner. Medications must be distributed throughout the 
bloodstream to have the desired effect, so dosing is determined 
by body size. This is similar to the effects of a glass of alcohol on 
a large man compared with a small woman. In contrast, vaccines 
work by introducing cells of the immune system, known as B 
and T cells, to the parts of a virus or bacteria that cause disease. 
These cells are typically “educated” near the site the vaccine 
is given. Once they are equipped to recognize the agent that 
causes illness, they travel throughout the body. These educated 
patrol cells are known as memory cells; it typically takes about a 
week to 10 days after immunization for the memory response to 
develop completely. Memory cells allow for shorter infections 
and less severe symptoms if a person is exposed to the pathogen 
in the future. 

•	 The immunization schedule is confusing. For this reason, it is 
often described more simply in terms of the age at which each 
vaccine is given. However, healthcare providers who administer 
vaccines know that many rules exist regarding when and if a 
vaccine can be given based on individual situations. Illnesses, 
allergies, age and health conditions all influence whether 
someone can get a vaccine. In fact, the published immunization 
schedule for children from birth through 18 years of age is eight 
pages long and is supported by a 195-page document on general 
recommendations as well as vaccine-specific recommendations. 
Documents describing specific vaccines are typically 25 to 40 
pages long.

Q. How do we know who should get a vaccine?  
A. A vaccine is added to the immunization schedule only after it has 
been studied in people who will receive it. Before a vaccine can be 
licensed, it must undergo rigorous scientific studies to make sure that 
it is safe and that it works in the age group for which it will be used. 

One might reasonably ask then, how we know which age group might 
need to receive the vaccine. The answer is that scientists and public 
health officials perform “epidemiologic studies,” which determine 
who gets a disease (susceptibility), when they get it (seasonality), 
how many people get it (morbidity), and how many people die from 
it (mortality). All of this information provides scientists and public 
health officials with a good understanding of how the disease is 
affecting communities and which individuals would benefit the most 
from a vaccine.
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Q. Why are multiple doses of some vaccines necessary? 
A. Most vaccines require more than one dose. This happens for a 
few reasons, including the type of vaccine, the level of disease in the 
community, and the nature of immunity: 
•	 Vaccines that are given as live, weakened versions of the virus 

(e.g., MMR and chickenpox) usually require fewer doses because 
they reproduce at low levels in the body. The advantages are 
that the resulting immune response will be more robust in 
terms of quantity and diversity of antibodies. In contrast, when 
the vaccine is made from polysaccharides, individual proteins 
or toxoids (e.g., Haemophilus influenzae type B, hepatitis B, 
tetanus and pertussis), the immune response is limited to the 
specific antigens and the levels of antibody tend to be lower, so 
additional doses are needed to boost the immune response. 

•	 When a vaccine is first made available, levels of disease in the 
community are typically high, so a child who was immunized 
will come in contact with the organism (i.e., virus or bacteria), 
but does not get sick. Even though as parents and healthcare 
providers, we often do not know about these encounters, they 
serve to boost the child’s immunity to that organism. However, 
after the vaccine has been available for several years, the levels 
of disease in the community are often reduced making these 
anonymous encounters less frequent. As a result, immunity may 
wane making a second dose of vaccine necessary. This is what 
happened following introduction of the measles and chickenpox 
vaccines, so children are now recommended to get one dose 
around 12 to 15 months of age and a second dose before starting 
school around 4 to 6 years of age. 

•	 As people get older, their immune systems may not be able to 
fend off bacterial and viral encounters as readily as they once did. 
For example, most of us have the virus that causes chickenpox 
living silently in cells of our nervous system. This virus can also 
cause shingles, but shingles only occurs if our immune system 
fails to keep the virus “in check,” such as during times of high 
stress, compromised immunity or with increasing age. For this 
reason, people 50 years and older are recommended to get two 
doses of shingles vaccine. 

Q. When is it OK to use a different vaccine schedule? 
A. Children who have certain health conditions or acute illnesses 
may not be able to get vaccines according to the routine schedule. 
Contraindications are reasons not to get one or more vaccines; they 
include things like having an allergic reaction to a previous dose of 
vaccine or not getting a live virus vaccine, such as MMR or 
chickenpox, when receiving chemotherapy. Precautions are reasons 
to delay getting one or more vaccines either because of an increased 
chance of experiencing a severe side effect or a situation that may 
compromise the ability of the vaccine to work. Examples of 
precautions can include situations such as moderate or severe illness, 
recent blood transfusion, uncontrolled seizures or unstable 
neurological condition. If you are concerned about conditions that 
might delay or prevent getting vaccines, talk to your healthcare 
provider or contact your local health department.

Q. Why are so many 
vaccines necessary?  
A. While it may seem like a lot 
of vaccines when you are 
watching your baby get 
multiple shots during the 
course of several office visits, 
the reality is that vaccines only 
protect babies from a small 
fraction of the potential 
disease-causing agents in the 
environment. The good news 
is that vaccines have been 
developed for the most deadly 
diseases, increasing life 
expectancy and decreasing 
infant mortality rates in the 
countries that use them.

Q. Wouldn’t it be better for children to get some of these 
diseases naturally?  
A. For each virus or bacteria, a specific level of immunity is needed  
to avoid getting sick. Once this protective level is reached, any 
additional protection doesn’t make much difference. Vaccines are 
designed to introduce enough viral or bacterial antigens to induce 
protective immunity but not enough to cause symptoms of disease. 
So, while getting the disease usually creates better immune 
responses, not much is gained in terms of protection as compared 
with vaccination, and the price paid for natural infection can be great 
in terms of suffering and, sometimes, death.
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Q. Why is aluminum in vaccines?
A. Aluminum is used in vaccines as an adjuvant. Adjuvants enhance the 
immune response by allowing for lesser quantities of active ingredients and,  
in some cases, fewer doses. Until recently, aluminum salts were the only class  
of adjuvants approved for use in the United States. 

Aluminum  
Aluminum salts have been used as adjuvants in vaccines in the United States 
since the 1930s. Some people wonder whether aluminum in vaccines is  
harmful — the facts are reassuring.

First, vaccines are not the only way we are exposed to aluminum. It is present in 
our environment — in the air we breathe, the water we drink, and the food we eat.

Second, the quantity of aluminum in vaccines is small. For example, in the first 
six months of life, babies receive about 4 milligrams* of aluminum if they get  
all of the recommended vaccines. However, during this same period, they will 
consume about 10 milligrams of aluminum if they are breastfed, 40 milligrams  
if they are fed regular infant formula, and up to 120 milligrams if they are fed 
soy-based infant formula. Even though the amounts of aluminum in a baby’s 
food are larger than those from vaccines, these quantities are all very small  
and, therefore, safe.

Some people wonder about the difference between aluminum injected in 
vaccines versus aluminum consumed in food. Typically, infants have between  
1 and 5 nanograms (billionths of a gram) of aluminum in each milliliter of  
blood. Researchers have shown that after vaccines are injected, the quantity  
of aluminum detectable in an infant’s blood does not change and that when we 
are exposed to aluminum, about half is eliminated from the body within one 
day. In fact, aluminum causes harm only when kidneys are not functioning 
properly, or at all (so aluminum cannot be effectively eliminated), AND large 
quantities of aluminum, such as those in antacids, are administered.

Other adjuvants 
Monophosphoryl lipid A 
Monophosphoryl lipid A was isolated from the surface of bacteria and detoxified 
so that it cannot cause harm. This adjuvant has been tested for safety in tens of 
thousands of people and was approved for use in the United States in 2009.

QS21 
This soap-based molecule was isolated from the bark of Quillaja saponaria trees. 

MF59 
This substance is a mix of an oil, called squalene, and water. Squalene is found in 
people, animals and plants.

CpG 
This substance is a mix of two nucleic acids that make up DNA, known as 
cytosine and guanine.

*A milligram is one-thousandth of a gram, and a gram is the weight of about one raisin.

Q. Why is formaldehyde in vaccines?
A. Formaldehyde is a byproduct of vaccine production. Formaldehyde is used 
during the manufacture of some vaccines to inactivate viruses (like polio and 
hepatitis A viruses) or bacterial toxins (like diphtheria and tetanus toxins). 
While most formaldehyde is purified away, small quantities remain.

Because formaldehyde is associated with the preservation of dead bodies, its 
presence in vaccines seems inappropriate. However, it is important to realize 
that formaldehyde is also a byproduct of protein and DNA synthesis, so it is 
commonly found in the bloodstream. The quantity of formaldehyde found in 
blood is 10 times greater than that found in any vaccine.

Some parents are concerned about ingredients in vaccines, such as aluminum, mercury, gelatin and antibiotics. Parents can be reassured by two 
facts. First, the quantities of each ingredient are minimal. Second, only necessary ingredients are used, and any ingredients present are tested as 
part of the vaccine during safety studies. This sheet describes some of the ingredients used in vaccines and why they are necessary.

Q. Why is gelatin in vaccines?
A. Gelatin is used in some vaccines as a 
stabilizer. Stabilizers are added to vaccines to 
protect the active ingredients from degrading 
during manufacture, transport and storage. 
Gelatin, which is made from the skin or hooves  
of pigs, is concerning because some people 
(about 1 of every 2 million) might have a severe 
allergic reaction to it.

Also, because religious groups, such as Jews, 
Muslims and Seventh Day Adventists, follow 
dietary rules that prohibit pig products, some 
parents are concerned about using vaccines that 
contain gelatin. However, all religious groups 
have approved the use of gelatin-containing 
vaccines for their followers for several reasons. 
First, vaccines are injected, not consumed 
(except the rotavirus vaccine, which does not 
contain gelatin). Second, gelatin in vaccines has 
been highly purified and hydrolyzed (broken down by water), so it is much 
smaller than that found in nature; therefore, religious leaders believe it to be 
different enough that it does not break the religious dietary laws. Finally, leaders 
from these religious groups believe that the benefits of receiving vaccines 
outweigh adherence to religious dietary laws.

Q. Why is mercury in vaccines?
A. Mercury is contained in some multi-dose preparations of influenza vaccine 
as a preservative. Preservatives prevent contamination with bacteria. Early in 
the 20th century, most vaccines were packaged in vials that contained multiple 
doses. Doctors and nurses would draw up a single dose and place the remaining 
vaccine back in the refrigerator. Unfortunately, sometimes bacteria would 
inadvertently enter the vial, contaminating the remaining doses of vaccine. 
When another patient received vaccine from that vial, they might also be 
injected with the contaminant, occasionally causing abscesses at the site of 
injection or bloodstream infections that could be fatal. Preservatives, originally 
added in the 1930s, solved this problem.

The most common preservative used was thimerosal, a mercury-containing 
compound. As more vaccines were given, children received greater quantities  
of thimerosal. By the late 1990s, the American Academy of Pediatrics and the 
Public Health Service requested that mercury be removed from vaccines to 
make “safe vaccines safer.” No evidence existed to suggest that thimerosal was 
causing harm, but they wanted to be cautious. Unfortunately, their caution 
worried parents who wondered whether mercury in vaccines was causing  
subtle signs of mercury poisoning or autism. Addressing these concerns, 
scientists performed several studies, all of which showed that thimerosal at  
the level contained in vaccines hadn’t caused harm. Today, the only routinely 
recommended childhood vaccine that contains thimerosal is some preparations 
of influenza vaccine.

Because mercury is a naturally occurring element found in the earth’s crust,  
air, soil and water, we are all exposed to it regardless of whether it is contained  
in vaccines. In fact, infants who are exclusively breastfed consume more than 
twice the quantity of mercury than was previously contained in vaccines. Today, 
breastfed infants consume 15 times more mercury in breast milk than is  
contained in the influenza vaccine.
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Q. What about the cumulative effect of vaccine ingredients 
when my child receives multiple vaccines in a single day?
A. Questions about the cumulative effect when multiple vaccines are given  
on the same day are reasonable. However, several sources of information 
provide reassurance:

•	 A study by Michael Smith and Charles Woods showed that 7- to  
10-year-old children vaccinated according to the recommended  
schedule as infants did not have neuropsychological delays, such as  
speech and language delays, verbal memory, fine motor coordination, 
motor or phonic tics, and intellectual functioning.

•	 If a new vaccine is added to the schedule at a time when other vaccines  
are given, studies must be completed to show that neither vaccine 
interferes with the safety or ability of the other to work. Known as 
concomitant use studies, these studies are numerous and extensive, 
offering additional information regarding interference of vaccine 
ingredients or effects caused by too much of an ingredient.

•	 Studies of the immune system estimate that we can respond to  
about 10,000 different immunologic components at any one time.  
The number of immunologic components contained in all of the  
vaccines recommended for young children today is less than 200 
immunologic components.

•	 Finally, vaccine additives, such as aluminum, have been studied  
regarding how they are processed in the body as well as what levels are 
toxic. For example, people who suffer toxic effects of aluminum must  
have had long-term exposure to aluminum (months or years) as well as 
non-functioning or improperly functioning kidneys. 

With all of this information, we can conclude that multiple vaccines given in  
one day are not overwhelming an infant’s immune system. 

Q. Are some vaccines made using fetal cells?
A. Fetal cells are used to make these vaccines: rubella (the “R” in MMR), 
chickenpox, hepatitis A, (one version of ) rabies, and the adenovirus-based 
COVID-19 (like J&J/Janssen). Fetal cells used to grow the vaccine viruses  
were isolated from three elective abortions. The cell line used for the  
COVID-19 adenovirus-based vaccines was isolated in 1985. Those used for  
the other vaccines listed were from two elective abortions performed in  
Sweden and England in the early 1960s. Because of cell culture technology, 
further abortions are not necessary as these three cell lines continue  
to be maintained in laboratory cultures.

Some people wonder why scientists would choose to use fetal cells at all. There 
are several reasons for this. First, viruses, unlike bacteria, require cells to grow, 
and human cells are often better than animal cells at supporting the growth of 
human viruses. Second, fetal cells are less likely to be contaminated with other 
viruses because the womb is a sterile environment. Finally, fetal cells can 
reproduce more times than older cells before dying, making it easier to  
maintain a supply to use over time. 

Some questions have been raised regarding the use of vaccines grown in fetal 
cells by people whose religious beliefs are against abortions. In 2005, when  
Pope Benedict XVI was head of the Catholic Church’s Congregation of the 
Doctrine of Faith, this question was addressed; it was determined that because 
of the life-saving nature of vaccines, Catholic parents could reasonably give 
these vaccines to their children. Similarly, the National Catholic Bioethics 
Center determined that use of vaccines grown in fetal cells isolated from 
historic abortions was morally acceptable. In 2017, the Pontifical Academy for 
Life also clarified their position in support of using vaccines grown in fetal cells.

Q. Do ingredients in vaccines cause allergic reactions?
A. In addition to gelatin, other ingredients in vaccines, such as egg proteins, 
antibiotics and yeast proteins, might cause an allergic reaction. Latex used in 
vaccine packaging is also a concern related to allergies.

Egg proteins 
Because the influenza and yellow fever vaccines are grown in eggs, the final 
products may contain egg proteins. Advances in protein chemistry and 
alternative technologies have resulted in no or significantly lower quantities  
of egg proteins in the influenza vaccine; therefore, people with egg allergies  
can now get influenza vaccine. However, it is recommended that severely 
egg-allergic vaccine recipients remain in the office for 15 minutes after  
getting the influenza vaccine in case of any reaction. People with egg allergies 
who may need yellow fever vaccine should discuss their situation with a 
healthcare provider.

Antibiotics 
Antibiotics are used to prevent bacterial contamination during production  
of some vaccines. However, the types of antibiotics used in vaccines, such as 
neomycin, streptomycin, polymyxin B, chlortetracycline and amphotericin B, 
are not those to which people are usually allergic.

Yeast proteins 
A couple of viral vaccines are made in yeast cells; these include hepatitis B 
vaccine and the human papillomavirus vaccine. Although the vaccine is  
purified away from the yeast cells, about 1 to 5 millionths of a gram remain  
in the final product. The good news is that people who are allergic to bread  
or bread products are not allergic to yeast, so the risk of allergy from yeast  
is theoretical.

Latex packaging 
A small number of vaccines are packaged with materials that include latex. 
While it is rare that patients have a reaction to latex in vaccine packaging, people 
with latex allergies should consult with their allergy doctor before getting any 
vaccines packaged in this way.
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MEASLES
THERE’S A CURRENT OUTBREAK OF

Measles symptoms appear 7 to 14 days after contact with  
the virus. Common measles symptoms include:

Possibly 
even death

Measles is a very contagious disease caused by a virus. 
It can be dangerous, especially for babies and young 
children. Protect your family and your community.

Measles spreads through the air when a sick person coughs or sneezes. The virus can stay in the air for 2 hours 
after a person with measles leaves the space. It is so contagious that about 9 out of 10 people who come near a person 
with measles and are not protected by vaccination will also become infected.  

The best way to protect against measles …
is with the measles, mumps, and rubella (MMR) vaccine. It’s never too late 
to get vaccinated. Vaccination helps protect you, the people around you, and 
your community. If you are not vaccinated, consider staying at home or away 
from crowded areas until measles cases in the area decrease, especially to 
protect people in your family that could get very sick.

If you think that you or someone in your family have measles, 
stay away from others and call a healthcare provider, urgent 
care, or emergency room.

High fever
(may spike to more  

than 104°F)

Rash
(breaks out  

3-5 days after  
symptoms begin)

Cough Red and/or 
watery eyes

Pneumonia Swelling of 
the brain

(encephalitis)

Runny nose

Measles can cause severe health 
problems, including:

BE READY FOR MEASLES 
cdc.gov/measles
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Vaccination Education Packet  
 
 

 Enclosed are several documents including: 
1) Coastal Children’s Clinic Immunization Policy Statement 
2) Vaccine Ingredient List 
3) Measles Fact Sheet 
4) Vaccines and Autism 
5) Recommended Vaccine Schedule 
6) Authorization to Transfer Medical Records 

   
You have been given this Education Packet because of concerns you 
have over the safety of childhood vaccinations and /or because you have 
chosen to delay one or more very important vaccines - vaccines that we 
require of our patient(s) to remain our patient (s).  
 
Please review the information presented. We feel this is the best available 
and should help you to realize that vaccinations are in the best interest of 
all children. There are no medical interventions; vaccines, medicines, 
surgeries, and procedures that are one hundred percent safe. Just by 
driving here you have put yourself at a small risk. We feel that there is no 
question but that any possible risk of vaccination is much less than the 
risk of catching a disease without the vaccination.  

  
Please review this information and our immunization policy. We ask that 
you call our office in the next two weeks to either schedule a conference to 
answer additional questions you may have, or to schedule an 
immunization visit, or to arrange for transfer of your children's records to 
another physician's office.  
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