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Heidi Yoston Lawrence 
 

ABSTRACT 
 
 
Vaccination is power—power to prevent disease, power to shape populations, power to define 
sickness and health, and power to compel scientific beliefs into the bodies of people around the 
globe. It is unsurprising, therefore, that vaccinations have garnered centuries of dissent. 
Specifically, the conscience—the parent or patient’s perceived right to make vaccination 
decisions based on personal perceptions of acceptable risks—has been used since vaccination’s 
inception as a rationale for individual rights to refuse vaccines in the face of the very public 
health goals that vaccinations aim to achieve.  
 
Existing studies of vaccine disputes in medical literature have understood vaccine questions to be 
a problem of scientific knowledge or literacy, claiming largely that vaccine skepticism arises 
from a lack of proper comprehension or understanding of the scientific and medical bases for 
vaccination or statistical evidence proving vaccines are safe and effective. Studies of vaccination 
controversy in social science, communications, and historical literatures have largely examined 
the role that alternative notions of risk valuation, sources of trusted health information (such as 
preferring the advice of friends and neighbors to doctors), or conceptions of uncertainty have 
played in largely parental decision making about childhood vaccinations. Despite these extensive 
studies of vaccine sentiment, vaccine skepticism and refusal remains a small, though significant, 
voice in public debate. 
 
This dissertation examines vaccine discourses as object-oriented rhetorics—as rhetorics shaped 
and defined by the physicality of the vaccine’s operation—as a way of re-conceptualizing the 
vaccine debate. Using object-oriented theories from computer programming, philosophy, and 
rhetoric, this research examines the professional and public voices that make up contemporary 
vaccine controversy. Through three data sets, including interviews with physicians, parent 
discourses produced on the Internet, and survey responses from young adults, this dissertation 
observes that vaccines function as objects that have multiple, coexisting operations for different 
actors across the medical system. Consequently, vaccination controversy can be conceptualized 
not as accurate versus inaccurate understandings of science or as a conflict of perspectives, but 
instead as a by-product of multiple ontologies of vaccines at work under competing disease 
exigencies.  
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Introduction. 
“I Have a Conscientious Objection to Child Murder”: Objects, Rhetorics, and Vaccine 
Controversy 
 

“High flu season is also the time when some of the 
smartest people I know act in the most irrational ways. 
On Friday, a highly educated, very smart colleague at 
The New Yorker explained her decision to remain 
unvaccinated with these words:  
‘I never get a flu shot, and I never get the flu.’ 
The flu vaccine is not perfect, but it’s what we have” 
—Michael Specter 

 

The conscience has long been a key component in determining the acceptability of 

vaccine hesitancy or refusal. In the nineteenth century, those who protested compulsory 

vaccination of children against small pox used the concept of the “conscientious objection” to 

advocate for laws that would protect parents who did not want their children vaccinated from 

mandatory statutes that often carried substantial fines or imprisonment for non-compliance. W.J. 

Furnival, a nineteenth-century anti-vaccination activist, describes the conscientious objector to 

vaccination as a: 

parent residing in England, who, by reason of certain mild or bitter experiences of his 

own, by observing what has occurred in other families, by studying the special 

investigations of gifted scientific men, and by personal “bed-rock” inquiry into the real 

nature of vaccine itself, has become so firmly convinced of the futility, repulsiveness, and 

dangers of the operation of vaccination, that he cannot, as a devoted and intelligent 

parent, conscientiously consent, to subject the beloved children of whom he is natural 

protector to such a rite. (Durbach 175, emphasis added) 

Echoing this sentiment, the National Vaccine Information Center (NVIC) pronounces the 

following on its webpage today: 
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We as parents, who know and love our children better than anyone else, we, by U.S. law 

and a larger moral imperative, are the guardians of our children until they are old enough 

to make life and death decisions for themselves. We are responsible for their welfare and 

we are the ones who bear the grief and the burden when they are injured or die from any 

cause. We are their voice and by all that is right in this great country and in the moral 

universe, we should be allowed to make a rational, informed, voluntary decision about 

which diseases and which vaccines we are willing to risk their lives for—without fearing 

retribution from physicians employed by the state. 

Argue with us. Educate us. Persuade us. But don't track us down and force us to violate 

our moral conscience. (Fisher “Informed Consent,” emphasis added) 

Although over 140 years separate these manifestos, the concept of conscience, of rational, 

reasoned protest to vaccination, remains the rhetorical basis for allowing some parents to choose 

not to vaccinate their children. Although vaccine-hesitant parents might encourage others to “get 

educated” about their rights and responsibilities regarding vaccination, the rhetoric parents use to 

argue against vaccines remains largely individualistic—they do not campaign for vaccines to be 

made illegal, for mandates to be lifted universally, or for vaccines to be outlawed, the way that, 

say, Mothers Against Drunk Driving (MADD) lobbies for seatbelt mandates or steeper 

restrictions and tougher penalties for drunk driving. Instead, what vaccine-skeptical parents 

lobby, protest, and argue for is the right to question the necessity of vaccines for their children 

and, if they so choose, to refuse to follow the standard recommendations for their families and 

not vaccinate.  

 Or, put more simply: they fight for rhetoric.  
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These parents continue to pursue the opportunity to debate the merits of vaccination 

because of the nature of dominant discourses in support of vaccination. From doctors and health 

officials to local school ordinances to other parents on the playground or in a mommy-and-me 

group, the value of vaccination as an unequivocal beneficial and safe prophylactic medication is 

reified. In many states and local areas, children cannot go to school or daycare without required 

vaccinations; parents debate the topic of vaccinations in heated conversations in face-to-face and 

online parenting forums; and, in some physicians offices, parents who question vaccines are not 

welcome or feel they are treated as ignorant and ill-informed or are dismissed as denialists. As a 

result, professionals, parents, and patients exchange a range of discourses and rhetorics over 

what constitutes vaccine-related risks, valid forms of evidence, and the power of professional 

and scientific knowledge as they discuss vaccinations, discourses that have been exchanged now 

for hundreds of years with few meaningful, long-term changes that truly offer common ground. 

At the nexus of this problem is an impasse that vaccinations—as medical objects 

designed solely for disease prevention—create by their very nature. Once a disease becomes 

truly preventable through vaccination, its exigence changes, and it is no longer acceptable 

according to dominant, regulatory public health perspectives. This then makes a vaccination, 

essentially, no longer a personal decision, a product of one’s individual conscience, but instead a 

part of systems of authority responsible for the security of populations. In other words, 

prevention works in a cycle, where: first, disease has a significant presence; then, a vaccine is 

developed to address that disease; the disease begins to be perceived as preventable and therefore 

an unnecessary jeopardy to health. These circumstances further heighten the need to mandate the 

vaccine for everyone since, once it is preventable, even one incident of that disease is too 
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many—it could surprise, overwhelm, or tax a no-longer robust treatment system, and structures 

that used to be in place to protect those more vulnerable to disease may be discarded, putting 

them in precarious situations should they actually encounter the disease. 

Although vaccines seem like individual decisions of one’s family and conscience, 

because of their power to manipulate disease exigence and all of its related processes, systems, 

and objects, the decision to vaccinate affects everyone—parents and grandparents, roommates, 

even strangers on an airplane. 

Or, as one doctor put it in an interview: If you don’t want to vaccinate, that’s fine. You 

just can’t go to the ER if you come down with measles. If you’re not going to play by the 

system’s rules, you don’t get to reap the system’s benefits either. 

Such a communal perspective on health interferes with many conflicting notions that 

circulate about contemporary health and medicine, particularly concerns about the rights and 

responsibilities of parents and patients to dictate the nature and terms of their own care as well as 

generalized anxieties about the efficacy of biomedical and allopathic treatments over time. At 

present, we live in an age where medicines are not always proven to be safe over the long-term, 

medical mistakes happen with regularity, and over-prescription of drugs—from anti-depressants 

to antibiotics to pain killers—produces long-term effects on the environment and on our ability 

treat disease. Consequently, this tenuous contemporary state of medicine may breed more 

anxiety and skepticism than enthusiasm about the ability of medicine to predictably produce 

health. 

 In this Introduction, I first address public controversies concerning vaccination in history, 

beginning with a review of compulsory vaccination laws in America through the most recent 

iteration of vaccine concern occurring in the late 1990s. Then, I examine the nature of 
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approaches to vaccine mandates and controversy today, including the interaction of 

contemporary “pro” and “anti” vaccine discourses and additional background on the operation of 

today’s vaccine mandates (such as state- versus agency-specific mandates and 

recommendations). Finally, I argue that a re-orientation of this discussion to one that emphasizes 

an object-oriented approach to the analysis of this controversy can offer a new perspective on 

how vaccines generate controversy, why arguments against vaccination are persuasive for some 

parents and patients, and how professional responses to these concerns problematize 

contemporary stalemates in the debate. 

 

Standard History of Vaccination and Vaccine Controversy  

The first vaccinations were successfully developed by Dr. Edward Jenner in England in 

the late 18th century. Edward Jenner observed that milkmaids, after becoming infected with cow 

pox, tended to be immune from outbreaks of small pox when it arrived in different communities. 

In 1796, Jenner used the pus from a milkmaid’s infected pock and applied it to small cuts in a 

child’s arm. The child, James Phipps, developed a mild case of disease. After recovering, Jenner 

infected the boy with small pox, and the boy did not become ill. After conducting some 

additional tests, in 1798 Jenner published his landmark treatise “An Inquiry into the Causes and 

Effects of the Variolae Vaccinae,” which formally endorsed the practice of infecting with cow 

pox to produce immunity to small pox. While some credited the practice with helping people 

avoid small pox, and there was significant demand for the vaccine, from the first vaccinations 

there were vocal opponents to the practice (Allen 49, Jenner). Government mandates for 

vaccination of children in particular quickly followed the successful deployment of the vaccine, 

which carried heavy penalties for non-vaccination. Government officials would even go to 
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homes during the day when fathers were not at home to administer vaccinations to children when 

only women, who were presumably less inclined to challenge authorities, were home (Durbach). 

 Despite significant penalties for non-vaccination, anti-vaccination sentiment remained so 

strong throughout the end of the 19th century that the British government ceased compulsory 

vaccination in 1898 with the passage of the conscientious-objection law in England (Offit 

Deadly Choices 125). Today, the U.K. does not have any compulsory vaccination, though 

vaccinations are highly encouraged.  

 Although there was similar anti-vaccination sentiment in America in the 18th and 19th 

centuries, progressive political measures during the 1890’s and early part of the 20th century 

produced a number of reforms (such as the Pure Food and Drug Act in 1906, which ensured the 

quality of vaccine ingredients, as well as the prior Biologics Control Act of 1902, which was 

motivated by a tetanus outbreak following vaccination in 1901) that may have reduced the 

perceived risks of vaccinations in America (Allen). However, James Colgrove connects the 

waning vaccine controversy until mid-century to increased incidents of non-communicable 

disease:  

By the 1920s, heart disease and cancer had already surpassed infectious diseases as the 

country’s leading causes of death. Thus, immunization was no longer a crisis-control 

measure designed to forestall an imminent threat to the common welfare. Not only was 

there less urgency that might spur the public to action; the argument that providing 

immunization for all was a public safety function that lay with the government was less 

compelling. (Colgrove “Immunity for the People” 251) 

 Vaccination was compelled by law in America with Jacobson v. Massachusetts in 1905, 

which declared that although the state could not require individuals to vaccinate, communities 
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could pass regulations that protected the health of the public in cases of health emergencies, such 

as small pox outbreaks and epidemics, and vaccination was a reasonable means of exerting this 

disease control (Albert). This decision would be the basis for all subsequent vaccine laws and 

requirements in the United States, though the provision that vaccines be mandated during a 

health emergency only continues to be a point of contention among vaccine critics. Significantly, 

and ominously, Jacobson v. Massachusetts also set the precedent for Buck v. Bell, in which the 

Supreme Court allowed the forced sterilization of “imbeciles,” as part of the eugenics movement.  

 Arthur Allen also speculates that the positive public opinion of the Government built 

during the Great Depression and New Deal era and World War II helped to further instill 

American confidence in public health measures, continuing to keep anti-vaccination sentiment 

relatively quiet. Minor vaccine controversies continued to occur through the 1930s and 1940s as 

vaccine technology improved and methods were devised to safely administer vaccines to the 

general public. Outbreaks of jaundice and hepatitis were associated with small pox vaccination in 

the 1880’s and “among recipients of human measles and mumps convalescent plasma” in the 

1930s (Monath 179).  Soldiers in World War II contracted Hepatitis B from the vaccine for 

yellow fever because human serum was used to stabilize the vaccine. This outbreak resulted in 

28,000 cases of jaundice and 62 deaths from hepatitis, and was determined to have been caused 

by the vaccine (Monath 179-180).  

  The next significant vaccine controversy would occur in 1955 when Jonas Salk 

introduced the polio vaccine initially to wide acceptance among Americans. Although Salk’s 

vaccine had gone through rigorous testing and had been highly effective during a testing phase 

with “Polio Pioneers,” the first round of mass vaccination was riddled with controversy. Polio 

viruses in the vaccines produced at Cutter Laboratories were not adequately killed, and 
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approximately 40,000 children were infected with polio from the vaccine. Eventually, the virus 

would spread from the vaccinated to a total of 220,000 people and would result in 20 deaths 

(Offit Cutter Incident 89). If Allen’s assessment of public sentiment by mid-century as generally 

positive about the trustworthiness of government officials is accurate, this incident certainly 

created skepticism in parents by highlighting the risks of vaccines.  

A number of events occurred in the 1970s to further re-shape popular perceptions of the 

risks and benefits of vaccines. While the Cutter Incident highlighted the risk of contracting a 

virus from its inadequately killed form in a vaccination, and the risk that the live, attenuated 

virus in the popular oral polio vaccine could produce paralytic polio remained well known, the 

1976 swine flu vaccine incited new fears about auto-immune and neurological diseases caused 

by vaccines. This change would create, in turn, a fundamental shift in the nature of the 

conversation concerning vaccination that would shape our modern-day vaccine debate. With the 

1976 release of the first swine flu vaccine, increased cases of Guillain-Barre Syndrome, an auto-

immune disorder, were reported among patients who received the vaccine (Israeli). Parents in the 

late 1970s and early 1980s also organized to publicize injuries from the pertussis vaccine, which 

parents felt had caused a range of neurological disorders in their children (Offit Deadly Choices). 

Parent groups organized (the most prominent of which was the group “Dissatisfied Parents 

Together (DPT),” a group of parents who believed their children had been killed or severely 

injured by the diphtheria, tetanus, and pertussis [DTP] vaccine) to protest DTP vaccinations and 

call for additional safety testing. Their advocacy ultimately led to the development of the 

National Childhood Vaccine Injury Act of 1986, which established a special fund to care for 

children who are injured by vaccines and protects vaccine manufacturers from liability in cases 

of vaccine injury. 
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In the 1990s, three events occurred simultaneously in two very different public arenas 

that would contribute to our present-day vaccination controversy. The first event concerns 

vaccine preservatives and the question of danger from vaccine ingredients, a longstanding 

concern in American history. Thimerosal had been used since the 1930s as a preservative in 

vaccines. Thimerosal contains ethylmercury, which became a concern given the health hazards 

of methylmercury in the environment and food system. Methylmercury is a well-known 

neurotoxin, the kind of mercury in fish that it is documented and known humans should avoid 

contact with. Ethylmercury, by contrast, is a different substance, and no evidence has 

demonstrated that it poses the same dangers for humans as methylmercury. As the U.S. Food and 

Drug Administration (FDA) reports, “Under the FDA Modernization Act (FDAMA) of 1997, the 

FDA conducted a comprehensive review of the use of thimerosal in childhood vaccines” (FDA). 

This review concluded that the quantity of ethylmercury in vaccines exceeded Environmental 

Protection Agency (EPA) guidelines for infant exposure to mercury, based on EPA guidelines on 

exposure to methylmercury (though it was, at that time, unclear whether ethylmercury carried the 

same risks). As a precaution, the FDA ordered the removal of thimerosal from vaccines in 1999. 

At roughly the same time (1998), Andrew Wakefield published the now-infamous 

“Wakefield Study” in The Lancet, which posited a connection between the MMR vaccine and 

autism based on a small case study of 12 children whose parents reported the onset of autistic 

tendencies following the MMR vaccine (Wakefield). Although thimerosal was never used in the 

MMR vaccine, these two reports were often conflated in the media, and a wide range of concerns 

about vaccine ingredients, mercury, and development disorders began to grow and coalesce. 

With incidents of Guillain-Barre syndrome from the swine flu vaccine in the 70s, to concerns 
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about the DTP in the 80s, to speculation about dangerous ingredients in vaccinations in the 90s, 

vaccinations have now had over 40 years of popular association with what some parents call 

vaccine-induced diseases—chronic, often debilitating diseases and conditions from being 

vaccinated—dramatically changing earlier perceptions of vaccine risk. Third, and perhaps far 

less significantly than the previous two events covered, the rotavirus vaccine Rotashield was 

recalled in 1999 after it caused an increased rates of intussusception (a disorder where the 

intestine folds in on itself) (CDC “Rotavirus Vaccine”).  

 

Vaccine Controversy Today 

Today, parents and patients express a wide variety of concerns about the safety of 

vaccines. Parents are concerned about the possibility of adverse effects in children from routine 

vaccinations as exigencies surrounding health and disease have continued to change and evolve. 

In today’s healthcare environment, vaccines facilitate the general position of health and medical 

practitioners that preventing—rather than treating—disease is preferable. Vaccines are one of 

very few medications to work reliably and quickly across large populations to prevent contagious 

disease. Consequently, they largely work at the population-level, based on a concept called herd 

immunity. Herd immunity, as Paul Fine, Ken Eames, and David Heymann describe, refers to a 

set of concepts regarding populations and protection from disease: 

Some authors use [herd immunity] to describe the proportion immune among individuals 

in a population. Others use it with reference to a particular threshold proportion of 

immune individuals that should lead to a decline in incidence of infection. Still others use 

it to refer to a pattern of immunity that should protect a population from invasion of a 

new infection. A common implication of the term is that the risk of infection among 



Heidi Y. Lawrence  |  Introduction 

11 

susceptible individuals in a population is reduced by the presence and proximity of  

immune individuals (this is sometimes referred to as “indirect protection” or a “herd 

effect”). (911) 

As a result, the exigencies surrounding vaccine-preventable disease are constantly shifting, and 

the appearance or uptick of any vaccine-preventable disease in a population is treated as 

unnecessary, improper risks for the public to take since these diseases are often fatal among 

community members who are most vulnerable, such as the very young, the very old, and the 

immune compromised. Responses to any appearance of vaccine-preventable disease consist of 

increased efforts distribute vaccination among as many community members as possible to 

cushion the risk for those who are vulnerable, in an effort to build herd immunity. 

 Some parents remain concerned about the connection between vaccines and autism, so 

refutations of the Wakefield study (Andrews, et al., Halsey, et al.) that first posited a connection 

between vaccination and autism have not completely quelled those fears. However, it is 

important to note that a range of concerns have emerged about vaccines that extend beyond the 

MMR-autism connection posited in the Wakefield study. Parents remain concerned about the 

possible side-effects of adjuvants, preservatives, and other ingredients in vaccines, connecting 

those agents not only to autism but to a wide range of childhood problems, including asthma, 

allergies, and generalized developmental delay. Parents object to the quantity of vaccinations 

given to small children, which can begin moments after a hospital birth and total up to 24 

separate injections during the first year of life. The number of vaccinations seems to continue to 

expand, such as through the CDC’s 2010 recommendation to vaccinate all individuals over 6 

months of age for flu. Others argue that it is good for children to contract diseases “naturally,” 

especially those that are perceived to be mild like chicken pox, mumps, and flu. Still other  
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parents claim that preventative measures like hand washing and good nutrition are better at 

preventing disease. 

 At the same time that these parents debate vaccine choices, doctors, public health 

officials, scientists, and other stakeholders remain baffled and angry about this small but vocal 

segment of the population that questions vaccines. These stakeholders most often take on the 

rhetorical challenge these parents present with the tools of the scientist: aberrant behavior is 

identified, dissected, studied. Hypotheses are made, conclusions are drawn, and article after 

article is published about “who ‘anti-vaccinationists’ are.” These articles bear the tell-tale signs 

of science, publishing survey after survey about different parent beliefs and how they affect 

vaccination, measuring risk perceptions, and codifying “likelihood to vaccinate” on a scale from 

low to high. 

 Robert Jacobson, Paul Targonski, and Gregory Poland’s “A Taxonomy of Reasoning 

Flaws in the Anti-vaccine Movement” offers a particularly unhelpful perspective on this issue. In 

just one example of their characterization of vaccine skeptics, Jacobson, Targonski, and Poland 

cite charges made by vaccine skeptics that there are “hot lots” of vaccines that are more likely to 

produce adverse affects than others. They call this argument an “erroneous misinterpretation of 

the Vaccine Adverse Events Reporting System (VAERS)” (3149). Although the CDC has 

assured the public that vaccines are safe and that “hot lots” have not been officially identified, 

Jacobson, Targonski, and Poland see the vaccine skeptic’s inability to be assuaged by CDC 

statements as an example of “wishful thinking and self-serving distortions of reality” (3149). 

Although it may be the case that “hot lots” have not occurred recently, to think or suspect that 

they have occurred is historically accurate (most infamously, the Cutter Incident) and  
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suppression of unfavorable information by government officials is also not entirely unheard of 

(for example, Tuskegee Incident, Watergate).  

 Studying vaccine skepticism in this manner is not simply problematic or unkind; most 

significantly, the conclusions from studies like Jacobson, Targonski, and Poland’s will fail to 

ameliorate the concerns parents have or give doctors a useful set of tools when it comes to 

addressing parents who may want to delay or refuse some vaccines. With this kind of perspective 

and advice, it is no wonder that increasing numbers of physicians and pediatric practices are 

refusing to treat families that will not vaccinate according to approved schedules (Kluger). Why 

take the time to try to reason with someone you’ve been told has a self-serving, distorted vision 

of reality?  

As this brief history of past and present vaccination controversy demonstrates, vaccine 

rhetorics have always reflected an array of notions about what vaccines are and how to best 

mediate choices about them. While the field of “anti-vaccinationists” has always been at least 

partially populated with conspiracy theorists, the majority of discourses about vaccination 

transcend these more exceptional cases. For example, in 2009, only 60.2% of parents had neither 

refused nor delayed any vaccinations for their children by 24 months of age (Smith et al. 135). 

Although many participants in this study reported delaying vaccinations because children were 

ill at the time of their appointments, the results also revealed that those who delayed were less 

likely to believe that vaccines are safe and were more likely to believe that the side effects of 

vaccination are serious, that too many vaccines can overwhelm a child’s system, and that 

children receive too many vaccines than parents who neither refused nor delayed any 

vaccinations for their children (138). Thus vaccination skepticism, or at least concern, seem to be 
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rather mainstream, affecting a plurality of parents who negotiate legal mandates for compulsory 

vaccination in the context of a variety of concerns about the material effects of vaccines on their 

children.  

The next sections outline some basic aspects of vaccines that contribute to controversy 

today: how they are administered, what they protect against, and how they are currently 

regulated and function at the policy level. 

 

Vaccines and Delivery Mechanisms 

 Vaccines are prophylactic medications given to infants, children, and adults to protect 

against (usually) contagious viral or bacterial disease. Vaccines work by introducing small 

amounts of antigen, in the form of deadened virus proteins, weakened attenuated viruses, or 

toxoid. Most vaccinations today are given via either subcutaneous or intra-muscular injection, 

and these vaccinations can come in either single-dose (pre-filled vials with a hypodermic needle 

attached) or multi-dose vials (CDC Epidemiology and Prevention). But other delivery 

mechanisms are available as well, including oral administration (oral polio vaccine) and intra-

nasal (flu mist), and other means for delivering vaccines are currently being developed, including 

patches and discs that would transmit antigen through the skin. 

 Historically, vaccines have been administered through a variety of means; originally, 

immunity was produced through a procedure called variolation, which involved the grinding of 

crusts from those infected with small pox into pastes or powders that would then be rubbed into 

small scrapes and cuts on the arms of uninfected people. The small amounts of weakened small 

pox virus contained in the crusts would produce mild forms of disease that would not produce 

full-blown disease but then would make the person immune. These procedures would not  
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produce life-long immunity usually; people would perform the procedure more than once 

(sometimes even seasonally).  

 Edward Jenner formalized the process of vaccination, which involved infecting people 

with a purified cow pox serum that was then injected into the body. Cow pox was, again, a mild 

form of disease that would then produce immunity to small pox as well. These were again 

applied to people through the process of rubbing serums onto the skin, which would be broken or 

scraped using a lancet. The resulting process of vaccination could be potentially very risky even 

when vaccination was successful; the abrasions created to administer vaccine could become 

infected which, in an era prior to proper antiseptic procedures and antibiotics, could produce 

system-wide infections and sepsis, leading to death. Over time, vaccinator needles (early 

versions of the hypodermic needle) would also be used to administer vaccines in ways that were 

more hygienic and safe. Jet-injectors began to be used to administer vaccines the 1960s and 

1970s, and the oral polio vaccine also reached the height of its popularity during this time given 

its ease and low-cost administration. Today, oral polio vaccine has fallen out of favor because it 

carries a higher risk of causing paralysis and is no longer given in developed nations (Offit 

Deadly Choices). In developed nations, single-dose vials attached to hypodermic needles are the 

preferred methods of vaccine delivery, though multi-dose vials for a variety of vaccinations are 

still widely used in developing nations, and oral polio vaccine is still used as part of polio 

eradication efforts in the Indian sub-continent. 

 

On Vaccine Requirements 

In the United States, we have compulsory vaccination, which is largely controlled 
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through public school and daycare entry as well as entry into colleges and universities and some 

professions. Most states offer limited exemptions to mandatory vaccinations, with varying 

degrees of leniency, but all states have some kind of vaccination mandate. Recommended 

vaccinations begin shortly after birth and are administered throughout infancy and childhood 

protect children from diseases such as hepatitis B, meningitis, polio, flu, and many others.  

To fully understand the scope of this controversy, it is necessary to note that vaccine 

controversy operates in response to a very wide range of regulatory processes that vary based on 

state requirements for school entry, state requirements for daycare participation, and exemption 

allowances. Each state also has different programs and practices available for enforcing these 

laws and conducts different measures to ensure compliance; some states offer vaccines for free 

even for individuals who are uninsured but not on Medicaid, for example, but that is not the case 

in all states. It is important to note all of this because, when we talk about vaccine skepticism or 

controversy, I’d argue that what we are really talking about is vaccine skepticisms and vaccine 

controversies—a collection of discourses that emerge around different vaccination moments 

during different life stages and that require different kinds of agency and circumstances for 

vaccines to become controversial at any given moment. 

In the section that follows, I am going to discuss the different vaccine requirements that 

occur at different points; however, I will need to make a number of distinctions. 

First, there are a number of regulatory bodies that determine what vaccines are required:  

! American Academy of Pediatrics (AAP). The AAP is a professional organization of 

pediatricians in the United States. As an independent professional body of significant 

importance, it evaluates evidence about disease trends and vaccine safety and makes 

recommendations on current vaccines to best protect pediatric patients and populations. 
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AAP also releases official vaccine recommendations that are taken under advisement by 

members of the AAP as well as adjacent organizations (such as the American Academy 

of Family Physicians [AAFP] and the CDC, respectively); however these organizations 

each make independent determinations about the current schedules they are officially 

recommending to their members and/or the general public. AAP recommendations have 

no formal, regulatory, or punitive authority in the process of vaccination.  

! Centers for Disease Control and Prevention (CDC). The CDC is a government body 

made up of regulators who make official determinations about nationwide vaccination 

recommendations. CDC is responsible for tracking incidents of contagious disease and 

working with other government bodies (such as the National Institutes of Health [NIH] 

and World Health Organization [WHO]), non-governmental organizations (NGOs), and 

professional organizations like the AAP and AAFP to track disease incidents, research 

epidemiological data, and assess disease and resulting vaccine priorities. Their regulatory 

power is significantly limited, however; states are not required to comply with CDC 

recommendations and are empowered to make their own determinations. Furthermore, 

professional organizations do not have to adopt CDC recommendations, and outside of 

health emergencies, there are no federal laws requiring individual citizens to comply with 

CDC recommendations specifically. 

! Advisory Committee on Immunization Practices (ACIP). ACIP is an advisory body made 

up of 15 individuals and 8 ex officio members that falls under the CDC. ACIP is 

responsible for evaluating and selecting the official age-based recommendations made by 

the CDC. The ACIP panel consists of 14 experts in “vaccinology, immunology, 

pediatrics, internal medicine, nursing, family medicine, virology, public health, infectious 
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diseases, and/or preventive medicine” along with one “consumer representative” (ACIP). 

Although these organizations are incredibly powerful national voices in the vaccine debate and 

determine national directions for vaccine programs and funding for vaccine research and 

development through federal grants, they are actually the least empowered to compel vaccination 

decisions.  

Vaccination is regulated by state health agencies, which are responsible for determining 

the vaccinations and schedules required for school attendance in the state, and individual 

doctors’ offices, which can determine which vaccines are required for participation in the 

practice and can choose or choose not to see patients based on their vaccination practices. In 

most states, policy makers in the state legislature determine actual vaccine requirements, using 

CDC and AAP guidelines but not bound to them, and also deliberate and determine the number 

of doses of vaccine that are acceptable for school entry and the types of exemptions—and the 

requirements for those exemptions—that the state will allow. The final gatekeepers of 

vaccinations are also school officials who review and adjudicate vaccination compliance and 

special circumstances on a case-by-case basis; in some cases, other medical professionals or even 

religious officials may play a part in verifying medical or religious exemptions to vaccine law.  

Overall, the scope of vaccine requirements is incredibly large, spanning national 

governmental and professional requirements and recommendations (which carry virtually no 

legal power but incredible professional and rhetorical influence) that are, ultimately, up to local 

school districts and individual medical providers to enforce. As a result, parents experience 

highly local constraints on and consequences for their choices in their communities as they 

navigate the expectations of medical, governmental, and even religious leaders. Local 

community values may dictate the vaccines parents are required to get for their children more 
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than the CDC, in this sense. In the case of Virginia, which I will use as the chief case example 

throughout this document, there is actually significant variation between what the AAP/CDC 

recommend and what vaccines are required for daycare or school admission. 

The following vaccines are recommended by the AAP for all children by the age of 6: 

! 3 doses of Hepatitis B 

! 2-3 doses of Rotavirus (depending on brand and timing) 

! 5 doses of TDaP 

! 2-3 doses of Hib (depending on brand and timing) 

! 4 doses of PCV 13 (protects against pneumococcal infection) 

! 4 doses of IPV (inactivated polio virus) 

! 6 doses of flu vaccine (initially at 6 months and annually thereafter) 

! 2 doses of MMR 

! 2 doses of varicella  

! 2 doses of Hepatitis A  

If a parent follows the AAP-recommended schedule, therefore, by the age of 6, the child will 

have received up to 34 doses of vaccine that protect against 14 different diseases (AAP).  

Compare this to the state requirements for school entry in Virginia: 

! 4 doses of TDaP 

! 3 doses of Hepatitis B 

! 2 measles, 2 mumps, 1 rubella (though most children receive 2 doses of all since these 

vaccines are not available in separate doses, but still the official requirement is only 1 

dose of rubella) 

! 4 doses of polio vaccine 
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! 2 doses of Varicella or proof of immunity 

Virginia has additional requirements for daycare entry: 

! 2-3 doses of Hib (depending on brand and timing) 

! 2-4 doses of PCV 13 (protects against pneumococcal infection) (number of doses 

depends on brand and timing) (Virginia Department of Health [VDH]) 

A child in Virginia, by contrast to AAP recommendations, would have only a minimum of 15 

doses of vaccine protecting against 9 diseases and a maximum of 22 doses and 11 diseases if 

compliant with daycare regulations. A child in another state would be subject to a different range 

of requirements, and different physicians’ practices might require a different range of 

vaccinations still (and often do; increasingly, pediatrics practices in particular require all AAP-

recommended vaccinations. This is discussed in greater length in Chapter 4). These components 

to how vaccinations operate at a regulatory level also shape vaccine ontology, since different 

mandates and requirements create different exigencies for vaccines in different communities at 

still different moments in a child’s development.  

 

Object-oriented Rhetorics and Vaccine Ontology 

 This dissertation examines how rhetorical analysis of vaccination controversy might 

helpfully address existing impasses and possibly offer alternative approaches to this important 

contemporary issue. As the above discussion has demonstrated, vaccinations are more than just 

points of confusion for recalcitrant parents, or sites of power for doctors, or sources of 

conspiracy theory for “alternative” voices. In fact, they are all of those things and more. What 

this dissertation argues, overall, is that vaccinations are dynamic, aggregate human-made objects 

that generate multiple meanings in medical and public settings. As a result, singular ways of 
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understanding what vaccinations are versus how they are misunderstood by those who distrust 

them, as has largely been the method for understanding this controversy for as long as it has been 

studied, is misguided. Vaccinations are not any one thing—they are complex objects with 

multiple forms of being and that are part of separate, though co-existing, systems of disease 

response.  

 In addition to contributing analysis of vaccination controversy to the extensive body of 

vaccination studies that have occurred outside of rhetoric and writing studies, which are fully 

explicated in Chapter 1, this dissertation also contributes to a number of existing conversations 

about the rhetoric of science, medical rhetoric, professional communication, and rhetorical 

theories in rhetoric and writing studies. Studies in the rhetoric of science interrogate the means 

through which scientific information is formulated and disseminated; studies in professional 

writing and medical rhetoric have examined how the workplace contexts of health care workers 

shape understanding and construction of health and disease as well as examining the social roles 

medicine plays in definitions of both illness, health, and professionalism.  

Broadly stated, research in the rhetoric of science examines a range of texts and 

discourses in the natural sciences with the goal of understanding how science is socially 

constructed by examining a range of texts and spaces. One of the most significant early studies 

of the social aspects of science was Bruno Latour and Steve Woolgar’s Laboratory Life: The 

Construction of Scientific Facts, published in 1979. Laboratory Life explores the spaces within 

scientific facts are constructed, including both scientific articles and the physical space of the 

laboratory, using an anthropological lens. This work formed the basis for many future studies of 

the social construction of science because it suggested the specific spaces within which science 

and scientific facts were created and validated. Other studies of the rhetoric of science have 



Heidi Y. Lawrence  |  Introduction 

22 

expanded on Latour and Woolgar’s observational study by focusing on rhetorical analyses of 

scientific publications or the popular effects of scientific discoveries. Charles Bazerman’s 

Shaping Written Knowledge: The Genre and Activity of the Experimental Article in Science is a 

historical study of publications of the Royal Society of London that examines how, over time, 

the scientific article moved from being a collection of natural observations to a place where 

replicable, empirical evidence was reported. According to Bazerman, this shift in the rhetoric of 

the scientific article reified experimental laboratory science since that particular kind of scientific 

inquiry is designed to produce generalizable results that can be replicated in and therefore 

verified by other laboratories. In a similar study of scientific publications, John Angus Campbell 

analyzes Charles Darwin’s rhetorical choices in The Origin of Species through a close reading of 

Darwin’s published text as well as his journal writing, where he reflected on his rhetorical and 

persuasive choices. Leah Ceccarelli, in Shaping Science with Rhetoric: The Cases of 

Dobzhansky, Schrodinger, and Wilson, conducts a rhetorical analysis across three works that 

advocate for interdisciplinarity in scientific efforts, examining how each text works rhetorically 

to not only advocate for interdisciplinary work but to also use language, terminology, metaphors, 

and other rhetorical devices that will make the work more relatable to the other disciplines with 

which these texts aim to connect. As each of these texts demonstrate, studies in the rhetoric of 

science examine how scientific information, which claims to be objective and non-rhetorical, is 

actually subjective and situational in many contexts. These studies inform paradigms that 

examine how scientific knowledge is constructed socially as a way of demonstrating that 

scientific facts do not just reveal “truths” but also operate within social and cultural contexts as 

units of persuasion. Hence, these studies show how science is rhetorically constructed through its 

use of language. 
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 Studies in professional writing and medical rhetoric examine a wide range of professional 

contexts within which language and discourse are examined in medical contexts. Some 

examinations of medical discourses in professional communication focus on specific professions 

to gain an in-depth understanding of the language, genres, and practices used by members of that 

profession. Mary Lay’s studies into the professionalization of midwifery show not only how 

professions use language in public spheres to describe and defend their practices but also how 

they situate themselves within dominant knowledge systems and ideologies, as midwifery must 

do as it relates to medicine. Lay’s studies also examine how different knowledge-producing 

practices work within professions; her study of birth stories exchanged on a listserv shows how 

these discourses function epistemologically within midwifery to establish best practices, identify 

lessons learned, and peer review midwives’ decisions, particularly in emergency or other special 

cases. Other studies of medical rhetoric, such as Amy Koerber’s studies of infant feeding and 

Roger Munger’s study of emergency personnel, have demonstrated how the discourses health 

professionals use and are authorized to use within their institutional contexts are important to 

study to gain a deeper understanding of how medical policy and practice are developed, the 

unique problems and concerns of health care workplaces, and how scientific and lay perspectives 

come in to conflict. 

Other studies in professional communication in medical and scientific settings focus 

more exclusively on the genres that medical professionals produce as a way of understanding the 

ways professionals exchange knowledge through text. Studies such as Lucille McCarthy’s “A 

Psychiatrist Using DSM-III: The Influence of a Charter Document in Psychiatry” demonstrate 

the ways that authorized professional discourses shape individual practices and doctor-patient 
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relationships. Ellen Barton’s studies “Discourse Methods and Critical Practice in Professional 

Communication: The Front-Stage and Back-Stage Discourse of Prognosis in Medicine” and 

“Sanctioned and Non-Sanctioned Narratives in Institutional Discourse” focus on typified actions 

in clinical encounters as a way of analyzing how power influences and authorizes medical 

discourses.  

This dissertation also engages rhetorical theories in object-oriented rhetorics as well. 

Essentially, object-oriented theory, as an overall project, de-centers human and symbolic action 

from their primacy in studies of existence and philosophy. Instead of seeing the world as a series 

of social constructions that give objects resonance, and therefore defining objects through how 

humans interact with them, object-oriented theories reverse or equalize human and object worlds 

to see how the materiality of things constrains and shapes human action. Object-oriented 

ontology (as theorized by Graham Harmon, Martin Heidegger, Ian Bogost, Bruno Latour, and 

Levi Bryant) considers the ways in which objects have meaning beyond what humans might 

assign to or use them for. In each of these senses, ontologies of objects are essentially multiple—

this is a main conceit of the object-oriented philosophical project. Object-oriented theory moves 

away from positivistic notions of a world natural of objects that are stable in meaning and 

function with only humans responding in dynamic ways to them or even socially constructed 

worlds of meanings assigned by humans and contexts; instead, by exploring multiple ontologies 

of objects, objects reveal that they do not exist in singular, stable states, but instead contain a 

range of possible existences, determined, constrained, and demanded by their interactions with 

other objects, not necessarily by humans. 

Object-oriented rhetorics take the philosophical questions of object-oriented ontology one 

step further and ask how an object’s ontology might operate rhetorically—how it might persuade 
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certain actions, generate constraints or discourses, or in other ways manipulate the human world. 

Although object-oriented rhetorics have consequently been critiqued by Bogost for re-

introducing too much of the human into the object-oriented discussion, the project of object-

oriented rhetoric is perhaps slightly different than that of Bogost’s object-oriented philosophy. 

Object-oriented rhetorics offer a means for accounting for the materiality of objects—non-

human, non-symbolic rhetorics—while still acknowledging that rhetoric is a human process with 

both symbolic and non-symbolic consequences, making humans part of the picture—just not as 

the main actors in it. Chapters 2 and 3 offer a fuller discussion of object-oriented theory and 

outline object-oriented rhetoric as it applies to vaccine discourses more specifically, respectively. 

In this dissertation, I argue for an object-oriented rhetoric and multiple ontologies 

approach to the issue of vaccination controversy. These lenses offer two new perspectives on 

vaccination controversy that have not yet been explored. First, examining vaccines as objects 

with multiple ontologies offers a more nuanced way of understanding how non-standard 

discourses about vaccine safety or efficacy are not a result of misunderstandings, patient 

illiteracy, or even alternative views, but instead are reflective of how vaccines are different 

objects to different actors at different moments. The object-oriented ontology of the vaccine 

reflects, therefore, the full range of states and behaviors that a vaccine is capable of, instead of 

looking at controversy as evidence of correct and incorrect viewpoints on a stable object. 

Second, because, in its various ontological positions, vaccinations 1.) exist to produce 

population-level health, 2.) respond to chronic, rather than acute, disease exigencies, and 3.) are 

unstable objects that could produce harm alongside remedy in response of disease, they invite 

discourses of dissent and rhetorics of risk. Risk rhetorics are therefore so pervasive in vaccine 

discussion because risk is a way of conceptualizing the unacknowledged gaps between 
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ontologies of the vaccines for different groups. Each of these arguments are more fully fleshed 

out and expanded throughout the dissertation. Therefore, the historic preoccupation with 

understanding and combating competing notions of disease risk is misguided and an imprecise 

means for addressing this issue. 

In chapter 1, I provide a review of existing literature that analyzes vaccine controversies 

from history, public health, social science, and related fields. In chapter 2, I discuss object-

oriented theories as they have developed in computer programming, philosophy, and rhetoric 

alongside the multiple ontologies approach (Mol) that demonstrate how objects are essentially 

polymorphic, with unstable, multiple existences in any given situation. In chapter 3, I argue for a 

class of objects called “medical objects,” that is objects that are encoded into use by medicine for 

one of three purposes—to treat, to diagnose, or to prevent illness. I then show how, as vaccines 

operate as preventative medical objects, their ontological positioning shifts in response to 

different disease exigencies and work as a part of different object systems. In chapters 4, 5, and 

6, I examine three data sets—interviews with physicians, parent discourses on the internet, and a 

college student survey—to unpack how these ontologies are reflected in discourses and rhetorics 

that physicians, parents, and patients report in different settings. Finally, I conclude by arguing 

that the object-oriented view on vaccine controversy is useful to rhetoricians of medicine, 

science, and professional communication in that it explores a developing theoretical lens in the 

context of vaccination and has potential to help advise professional and lay publics engaged in 

vaccine discussions by helping people to see the different ways in which vaccine function, 

possibly leading to more informed debate and discussion. 
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Chapter 1. 
Studying Vaccination Sentiment: A Review of Literature 
 

“There’s a war going on: Science is under siege. And 
the casualties are mounting. The victims aren’t 
professors or researchers—they’re children.”  
—Paul Offit 

 
Vaccination has been a successful means for reducing disease burden across populations 

the world over. Currently, there are vaccines that prevent a wide range of once-deadly childhood 

diseases, such as pertussis, polio, and meningitis, as well as vaccines that prevent milder diseases 

that could create considerable complications in children with underlying conditions, such as 

chicken pox and flu. Looking to the future, there are therapeutic vaccines in development to treat 

advanced forms of dementia, prostate cancer, and AIDS (“Therapeutic Vaccines”). As a result of 

this widespread success and extensive development effort, vaccination will continue to be 

pursued by health officials as a viable means for preventing the current range of communicable 

diseases that health officials are concerned about, and vaccination will continue to be a 

technology that doctors, researchers, and public health pursue in an effort to seek out prevention 

of disease—rather than treatment or cure—worldwide. 

In other words, vaccinations aren’t going away, and therefore they remain an important 

site of conflict that brings together many diverse voices. In turn, both popular and scientific 

publications have attempted to examine vaccine controversy, using a variety of different angles, 

paradigms, and rationales to explain public skepticism about vaccines. In this chapter, I provide a 

discussion of some key selected texts that have appeared in popular and scientific literatures to 

discuss how this issue has been traditionally characterized. First, I discuss two of the most recent 

texts that attempt to delineate the “pro” and “anti” vaccine sides of this debate. Then, I examine 

vaccine controversy analyses as conducted in the social sciences and medicine. Overall, these 

studies reflect a variety of perspectives on vaccine controversy, how it is understood in different 
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contexts, and why certain, often unhelpful, perceptions of the debate are sustained in both 

popular and scientific outlets.  

 

Deadly Choices vs. Vaccine Epidemic: Threats, Choices, and Victims 

Published within two months of one another in late 2010/early 2011, Deadly Choices: 

How the Antivaccine Movement Threatens us All by Paul Offit (December 28, 2010) and Vaccine 

Epidemic: How Corporate Greed, Biased Science, and Coercive Government Threaten Our 

Human Rights, Our Health, and Our Children by Louise Kuo Habakus and Mary Holland 

(February 28, 2011), are two popular press books that promote the message of vaccine support 

and vaccine choice1, respectively, in the public sphere. While there are many examples of 

opposing voices in the vaccine debate, I chose to examine these two books because they were 

both published recently (the proximity of their publications puts them into close, if not direct, 

conversation with one another); they also both seek out doctors, health officials, and parents as 

their main audiences for effecting changes in vaccine policies and debates as well as informing 

the “other side” about the problems with their opposition. As opposed to discussions exchanged 

on specialized websites and blogs, these books are widely available in book stores—I actually 

found both of them on separate occasions while browsing the new release shelves at Barnes and 

Noble. While this wide availability does not guarantee who will buy the books or be persuaded 

by their messages, their presence at a major bookstore chain indicates that their writers at least 

intended to speak to the wider public sphere, rather than a specialized audience, as is the case 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
!

1 Habakus and Holland adopt the term “vaccine choice” from abortion rhetoric in their text in an effort to 
avoid the “pro” and “anti” vaccination language in which vaccine positions are typically characterized. I use their 
terminology in this section to characterize their language and view. This position underscores their aim to re-shape 
the discussion into a debate about what parents and patients should be able to choose to do with their bodies, not 
about the validity of vaccination as a practice per-se. 
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with scientific and social science journal publications. Each text makes a very different and 

distinct argument not about the content of vaccine support and vaccine choice but about the place 

that their side’s voice should occupy in public discourse as well. 

Deadly Choices describes the current state of the vaccine movement from the perspective 

of a vaccine supporter. Offit’s book begins with an overview of outbreaks of vaccine-preventable 

diseases that have occurred roughly in the past 10 years as a result of decreasing vaccination 

rates. The majority of the book is devoted to a historical treatment of the roots of current 

vaccination fears, stemming from early concerns about vaccinations in nineteenth-century 

Britain to concerns about DTP in the 1980s to the 1998 Wakefield study that posited that the 

MMR vaccine (specifically, the weakened measles virus in the measles component) might be 

responsible for rising rates of autism. In each case, Offit traces problems with vaccines back to 

the proliferation of fears that gain traction in society. In each case, be it Barbara Loe Fisher in the 

1980s, Jenny McCarthy in the 1990s and 2000s, or Richard Butler Gibbs who staged “anti-

vaccine rallies” in the 1860s in England to protest mandatory small pox vaccinations, anti-

vaccine sentiment is told as a story that begins with (or at least substantially involves) someone 

who gains accidental fame from creating panic and fear around vaccines and who ultimately puts 

others in either direct or indirect harm (109).  

In his chapter, “Past is Prologue,” Offit identifies the arguments and features that have 

been used by the anti-vaccine movement since the nineteenth century: doctors are evil (111), 

paranoia (112), false claims of vaccine harm (114), vaccines are unnatural (116), rejection of the 

germ theory (117), the lure of alternative medicine (119), fear of medical advances (120), 

vaccines are an act against God (121), and mass-marketing (of anti-vaccine literature) (123). In 

each of these cases, with the exception of mass marketing, each feature of the anti-vaccine 
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movement begins with a misunderstanding or mischaracterization of the science behind vaccines.  

For example, Offit says the following about rejection of germ theory:  

In 1796, when Edward Jenner showed that fluid taken from the blisters of cows protected 

against smallpox, many didn’t believe it. Their disbelief is understandable. Jenner’s 

observation was pure phenomenology, occurring eighty years before the discovery of 

germs—he had no way to explain why it worked. (117)  

In response to the discovery of germs and the development of germ theory, Offit quotes members 

of the anti-vaccine movement responding in disbelief: “This infection scare is a sham, fostered, if 

not got up originally by doctors as a means of raising their own importance and tightening their 

grasp on the throat of the [nation]” (117). This disbelief in the germ theory of infection allowed 

vaccine skeptics to reject the bases of the need for vaccines since the principle of vaccination—

the intake of a weakened form of a microbe to protect form its stronger form—did not hold. This 

adherence to an unscientific way of understanding the body and disease led to questions about 

vaccination and refusal to vaccinate, fueling the anti-vaccine movement’s fire. This example is 

just one instance that illustrates a larger pattern in Offit’s narrative about the anti-vaccine 

movement: that challenges to scientific knowledge lead to decreased vaccination rates, which 

lead to more illness and death among those most vulnerable in a population.  

 Habakus and Holland take a different approach to telling the vaccine choice story. Their 

book is a collection of essays written by a variety of stakeholders in the vaccine debate. Some of 

essays are written by parents who claim their children were injured by vaccines, while other 

essays argue for a range of reasons why vaccine choice should be protected: issues related to 

informed consent, moral arguments surrounding the ethics of asking some to take the risk of 

disease for the greater good, charges that medicine and public health are too indebted to 
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pharmaceutical companies’ agendas to push vaccines to be trusted, and calls for more scientific 

research to produce safer vaccines. While Offit’s points about the perpetuation of particular 

discourses in vaccine controversy over time are evident in some of the essays in the book (“A 

Holistic Health Perspective,” “God, Government, and Parental Rights,” and “Pediatrics: Sick is 

the New Healthy”) others, particularly those involving medical ethics and the law, are not 

identified or addressed in Offit’s account of the vaccine choice movement. 

The books also come into direct conversation in interesting ways. For instance, even the 

titles use overlapping terms: Offit’s Deadly Choices directly attacks the vaccine choice rhetorical 

retooling of the debate that vaccine choice advocates attempt. Habakus and Holland re-

appropriate Offit’s argument in his subtitle that “the anti-vaccination movement threatens us all” 

in their subtitle, by stating that that vaccine supporters are threatening human rights, health, and 

children by their insistence upon vaccine mandates in their subtitle, “How corporate greed, 

biased science, and coercive government threaten our human rights, our health, and our 

children.” 

The ways that each book introduces the debate also offer insight into how each side 

attempts to rhetorically configure the debate. Offit begins his book with the following 

description: 

There’s a war going on out there—a quiet deadly war. On one side are parents. Every 

week they’re bombarded with stories about the dangers of vaccines. . . . On the other side 

are doctors. Weary of parents who insist on individualized schedules, scared to send 

children out of their offices unvaccinated, and concerned that their waiting rooms, packed 

with unvaccinated children, are becoming a dangerous place. . . Caught in the middle are 

children. Left vulnerable, they’re suffering the diseases of their grandparents. (ix-x) 
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By contrast, Habakus and Holland begin their book with a different assessment, though using a 

similar encampment/war metaphor: 

Vaccination evokes strong opinions and emotions. Some are grateful and relieved to get 

vaccines. Others are angry and resentful about vaccination mandates. Many are caught in 

the middle—afraid, confused, and looking for the straight scoop. . . . The vaccination 

debate has two distinct viewpoints, one ‘pro-vaccine’ and the other ‘pro-choice.’ The 

camps usually hurl the same insults at one another, characterizing the other side as 

irresponsible, dangerous, denialist, corrupt, and antiscience. (ix) 

Each of these excerpts, while obviously making vastly different arguments, is constructed in a 

similar way. Both seek to cast a set of groups as “against” one another with a third party in the 

middle that falls victim as a result of the conversations going on around them.  

Habakus and Holland place a more nebulous “some” on each side, with confused 

individuals in the middle who are unsure who to believe, what information to trust, and how to 

make decisions that best protect their families and communities; most significantly, they 

characterize this group as looking for “the straight scoop,” as though the information that is 

available is somehow tainted with bias or misinformation on both sides. In Offit’s case, he 

situates those confused parents and patients inside the debate, with doctors desperate to protect 

their patients on the opposing side, and children put at risk for disease as the victims in the 

middle. The likes of Habakus and Holland are also situated within Offit’s scene—as those who 

confuse and distract parents with misinformation about vaccines that create the dangerous 

position for children to begin with. These two configurations of arguments, and where children 

factor do or do not factor in to them, indicates an important point of tension in this debate.  
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 The exchange between these two books reflects the rhetorical struggle playing out among 

patients and doctors over vaccines as well. Offit draws upon scientistic discourse, which is a 

source of power and dominance, to argue for the validity and need of vaccination. At the same 

time, he continues to characterize “anti-vaccinationists” as crazy, irrational, and illogical, not just 

in their current iteration, but throughout the history of vaccine policy in the past 200 years. Such 

a rhetorical configuration does more than cast doubts on the validity or credibility of the 

arguments of the vaccine choice “camp.” Offit divorces any connection between vaccine refusal 

and the legitimacy of science, thus automatically making vaccine refusers “others” whose 

discourses are undesirable and indecorous.  

By contrast, Habakus and Holland’s book functions largely as an attempt to legitimize 

their discourse in an effort to make vaccine choice an acceptable, even logical, practice in an 

ethical society. There are some obvious attempts made to gain credibility, such as placing the 

credentials of each contributor after his/her name. But by including lesser-heard legal arguments, 

cultural critiques regarding the nature of health and wellness in current practices in pediatrics, 

and calls for more scientific research into possible reasons for unexpected adverse reactions to 

vaccines (such as genetic predispositions to certain diseases that may make some patients more 

prone to complications), Habakus and Holland paint a very different picture about the nature and 

bases of their arguments. Far from the nonsensical rantings of denialists, each essay attempts a 

linkage between itself and a dominant discourse, be it science or law or even contemporary 

ethics.  

!
!
!
!
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Studies of “Anti-vaccinationism” 

Numerous studies about vaccine beliefs typologize vaccine concerns according to parent 

discourses by looking for trends and patterns in discourse. As the studies discussed below 

demonstrate, however, researchers are far from unanimous in their characterization of what 

vaccine skepticism is, how it works, and whether or not “anti-vaccination” exists as a coherent 

social movement. Each of these studies, however, offers important insight into different facets of 

vaccine concerns as they are expressed in a wide variety of situations in the U.S. and abroad; in 

response to different kinds of vaccines and disease exigencies; and in different historical and 

contemporary contexts. 

 

Categorizing “Vaccine Refusers” in Social Science 

Studies such as “Patterns of Vaccination Acceptance” by Pieter Streefland, A.M.R. 

Chowdhury, and Pilar Ramos-Jimenez, describe how vaccination acceptance works in 

predictable patterns (or at least patterns) across a variety of populations worldwide. This study 

surveys parents in Bangladesh, Ethiopia, India, Malawi, The Netherlands, and The Philippines 

and identifies a variety of factors that influence perceptions of vaccination across these 

populations. Chiefly, they argue that the vaccination experience is interpreted along a continuum 

from routine to campaign (1707). Elements of the vaccination situation that make vaccination 

seem more routine are having a vaccination given by one’s doctor, during a routine appointment, 

or according to a pre-set, known schedule. “Everything unfamiliar—staff from another town, a 

different site, strange jargon, extra media attention, new vaccination technology, a newly 

introduced vaccine—will be experienced as campaign,” according to Streefland et al. (1707). 
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Routine doesn’t necessarily mean better—but anything that makes the experience of vaccination 

seem special, different, or exceptional in some way is likely to draw increased attention and may 

fuel acceptance, social demand, and non-acceptance, which Streefland et al. claim are the main 

determinants of whether vaccination programs will be successful at any given time. Acceptance 

and social demand are predictors of positive vaccine outcomes, and include things like incidents 

of disease that promote requests for vaccines or respected authorities endorsing or otherwise 

supporting vaccination.  

 Non-acceptance tends to occur in three modes: 1.) those who are willing to vaccinate but 

are unable to; 2.) those who refuse to participate based on “malfunctioning or inadequacy of the 

vaccination services;” and 3.) those who “question the need for vaccination” in the first place 

(1710). Reasons for vaccine non-acceptance range (in some countries) from post-colonial 

problems associated with opinions on and perspectives about the west to religious ideas to 

vaccine-specific concerns. Some of these problems emerge as larger, organized movements 

against vaccination, while others only have to occur at the local level in order to take hold and 

affect herd immunity. Regardless, Streefland et al. argue that all forms of collective skepticism to 

vaccination “must, therefore, also be understood in the specific context of ongoing social 

conflicts” (1711). Vaccine skepticism connects to and builds upon some existing conflict in the 

local culture or society that enables skepticism about vaccinations to gain traction or develop in 

an environment in which it can take hold and grow.   

Streefland et al. identify the following themes among collective vaccine non-acceptance, 

as demonstrated in a variety of settings worldwide: 

1.  Subscribing to alternative health beliefs that maintain that vaccinations damage the 

immune system: “These parents adhere to alternative sets of assumptions about the 
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immune system and how to keep it strong, and might causally link a specific 

vaccination to some serious illness” (1711). This includes concern about adverse 

effects and interactions as a result of vaccination. 

2.  Advocacy for vaccine choice and parental autonomy in making vaccine decisions. 

3.  Associating vaccination with “a child’s death or another negative occurrence.” 

4.  Religious concerns, including issues about the cell lines of materials used to develop 

vaccines (as possibly coming from aborted fetuses), or worries about vaccinations 

actually working as abortificants or to unknowingly sterilize women. 

5.  Political differences, where protesting the vaccine becomes a way of protesting the 

political system or actors who support vaccination.  

6.  Drug use culture that does not prefer the use of injections for the delivery of 

medications. 

Furthermore, Streefland et al. argue that risk can affect vaccine acceptance, either by 

encouraging parents to see the risks involved with their child catching a deadly disease or by 

encouraging parents to see the risks from adverse events resulting from vaccination. They 

identify a number of factors that will contribute to increased risk, including: 

1.  Mistrust of experts and their technologies. 

2.  Health status of the child (healthy child doesn’t need to be protected). 

3.  Perception that the risk of side effects from the vaccine is greater than the risk of 

getting the disease—or getting long-term, chronic side-effects from the disease or 

vaccination. 

4.  Perception that the benefits of getting disease “naturally” are greater than the benefits 

of the vaccine. 
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Streefland et al. conclude that these risk perceptions reflect risks outside of just risk associated 

with the vaccination and extend to concerns about disease, treatment, and health of the child and 

family. 

 Issues of vaccine uptake are also addressed in “‘I don’t believe in Needles’: Qualitative 

Aspects of a Study into the Uptake of Infant Immunisation in two English Health Authorities” by 

Suzanne New and Martyn Senior. New and Senior report on the uptake of vaccination in 

different health districts in England, focusing on how social constraints produce problems with 

vaccination beliefs and uptake. New and Senior find that incomplete immunizers are more likely 

to be uncertain about the safety of the conditions necessary for being vaccinated (in the case of 

their study’s focus, against pertussis); respondents reported that they weren’t sure what a 

“contraindication” for their children being vaccinated actually was and if underlying illnesses—

even relatively mild ones—made getting the vaccine less safe. Hence, the vaccine carried a high 

level of variability and uncertainty about timing, efficacy, and safety. However, other mothers 

stated that contracting pertussis “was something out of their control and ultimately survivable, 

whereas if their child was left brain damaged as a result of vaccine damage, it would be entirely 

their fault” (513). In this case “whooping cough was regarded as a ‘natural’ intervention, whilst 

vaccination to prevent whooping cough was regarded as an ‘unnatural’—and by implication, 

negative—intervention” (514). In this case, New and Senior conclude that non-compliance with 

immunisation recommendations among those studied was not a result of ignorance or irrational 

thinking. In fact, mothers (the only ones studied in this research) reported having a consistent 

method of rationalizing and had sought out extensive information about the validity and efficacy 

of pertussis vaccine—but instead, decisions against vaccinations actually corresponded with 
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concern about safety of vaccination in the presence of underlying conditions, such as teething 

and mild colds. Also, the number of children a mother cared for under the age of 12—which 

would dictate how many other children the woman would have to care for while also tending to a 

sick baby following vaccination—impacted whether or not her children were likely to be fully 

immunized. 

 “Vaccine Beliefs of Parents who Oppose Compulsory Vaccination” by Allison Kennedy, 

Cedric Brown, and Deborah Gust compiles data from a 2002 survey about risk and vaccine 

perception and examines how parents who are opposed to vaccination configure disease and 

vaccine risks for their children. In this article, Kennedy, Brown, and Gust conclude that parents 

who oppose compulsory vaccination are less likely to see vaccines as essential to child health 

care than parents who support compulsory vaccination; they also warn that skepticism over the 

benefits of vaccination is a problem writ large, “as vaccine-preventable diseases, which formerly 

created a visible reinforcement of the importance of immunization, have become increasingly 

rare” (257), linking likelihood of vaccine acceptance to lack of familiarity with disease.  

This conclusion is particularly interesting considering the findings of Lyndal Bond and 

Terry Nolan, in “Making Sense of Perceptions of Risk of Diseases and Vaccinations: A 

Qualitative Study Combining Models of Health Beliefs, Decision-making and Risk Perception.” 

Bond and Nolan also conclude that vaccine perspectives are complex and involve a number of 

factors, including “risks of vaccines, diseases, and robustness of the child’s health,” and also note 

that that familiarity and unfamiliarity with disease shapes perception of “control over risks or 

outcomes” for parents. However, contrary to Kennedy et al., Bond and Nolan find that,  

diseases with which parents are least familiar are perceived as more severe than those 

with which parents are more familiar and therefore worth taking preventive action. Being  
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a familiar disease contributed to delays in immunisation, or not immunising as these 

familiar diseases were not considered to be severe. (12) 

Bond and Nolan, quoting Hilton et al., report specifically that “measles. . . . was the one that 

parents most commonly reported having as a child” and the result was that parents perceived 

measles to be a “less threatening disease” (12). They conclude by stating, “From this, it would 

appear that it is too simplistic to attribute reduction in immunisation uptake to a growing lack of 

familiarity with diseases because of the success of the immunisation programmes” (12). As 

discussed later, this finding is highly significant within the context of studies of vaccine 

controversy; many existing assumptions and analyses of vaccine refusal maintain that the main 

contributor to vaccine refusal is the disappearance of many vaccine-preventable diseases. This 

position maintains that, because parents today have not “seen” many of the diseases against 

which we currently vaccinate, such as measles or mumps, they are no longer afraid of those 

diseases and are less likely to vaccinate against them. Thus, vaccination is often called a “victim 

of its own success”—it becomes so successful at reducing disease that people stop being afraid 

of it and reject the vaccine instead of the disease. However, the conclusions reached by Bond and 

Nolan suggest the exact opposite—that experience with a disease is what makes a disease less 

worrisome to parents, who actually may fear the unknown more than something they 

experienced or witnessed themselves.  

Other research has examined how discourses emerge to express resistance to and 

skepticism of specific vaccines and diseases. Elena Conis, in “’Do We Really Need Hepatitis B 

on the Second Day of Life?’ Vaccination Mandates and Shifting Representations of Hepatitis B” 

argues that the perception of disease and the need for the vaccine are co-constructed through 
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popular and media portrayals of what a disease is, who is at risk for it, and how severe it is. In 

this analysis, Conis uses the example of the Hepatitis B vaccine, which was added to the 

recommended vaccination schedule in 1994, first as a recommended vaccine for 11- and 12-year-

olds, and then as a standard infant vaccine in 1998, the first dose to be administered prior to 

release from the hospital. Although a Hepatitis B vaccine had been available since the early 

1980s, few of those at highest risk for Hepatitis B—prostitutes, intravenous drug users, men who 

have sex with men (MSM)—were actually getting vaccinated. The difficulties in vaccinating 

these groups included their lack of access to health care facilities and low public perception of 

disease risk. In order to achieve wider success for the vaccine and rates of vaccination, the 

Clinton administration recommended adding the vaccine to childhood vaccination schedules, to 

ensure universal vaccination and encourage recommendation for vaccination upon school entry 

at the state level. These expanded recommendations initially were met with resistance from 

parents, who claimed that their children were not at risk of this disease so early in life.  

Conis argues that the government and media changed reporting strategies about Hepatitis 

B disease and infection, contributing to more widespread acceptance of the vaccine. Instead of 

describing Hepatitis B as a disease contracted through sexual or illicit activities, Hepatitis B was 

described as a “cancer-causing infection of teenage lifestyle” including getting ears pierced or 

tattoos. Conis’s overall argument, therefore, is that if vaccine mandates meet resistance, then 

authorities must do one of two things to achieve wider acceptance: change the perception of the 

vaccine or change the perception of the disease. This analysis demonstrates both the interrelated 

nature of disease and vaccine perception as well as how skepticism does not necessarily emerge 

from ignorance or even differing perceptions of disease risk and benefit, but from rhetorically 

shaped perceptions of disease.  
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 Finally, “Parental Delay or Refusal of Vaccine Doses, Childhood Vaccination Coverage 

at 24 Months of Age, and the Health Belief Model” by Phillip Smith, Sharon Humiston, Edgar 

Marcuse, Zhen Zhao, Christina Dorell, Cynthia Howes, and Beth Hibbs offers the most recent 

report of the National Immunization Survey interview data. Smith et al. find that different beliefs 

about the efficacy of vaccines traced to different vaccine behaviors—specifically, likelihood to 

vaccinate on time or refuse vaccines). Parents who delayed or refused vaccines (39.8%) were 

less likely to believe that vaccines were important to maintaining health of their children. 

Although a majority of those parents delayed vaccines at some point during the 24-month period 

because of the child’s illness or other contraindication, those who had delayed were still more 

likely to have concerns about vaccines in general and see them as less essential to overall 

childhood health. 

 

Risks, Benefits, and Uncertainties 

Parental notions of risks and benefits are frequently examined in studies of vaccine 

sentiment and related decision making as well. As Pru Hobson-West points out in 

“Understanding Vaccination Resistance: Moving Beyond Risk,” understanding parental 

decisionmaking through the lens of risks and benefits oversimplifies the field of contexts within 

which parents form opinions and make decisions about vaccines. Instead, Hobson-West 

advocates conceptualizing vaccination decisions as made among a field of uncertainties. As she 

states,  

The concept of uncertainty could instead be used to admit ‘unknowable unknowns’. For 

example, some groups opposed to [mass childhood immunization] have expressed concerns 
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about long-term evolutionary consequences for human health of using vaccines derived 

from animal tissue (People Advocating Vaccine Education 2000). Such unknowns would 

clearly be difficult to factor in [to a risk/benefit equation], no matter how much risk 

assessment is carried out. (279) 

Additionally, the risk/benefit means of understanding vaccination decisions leads to the (also 

unhelpful) increased calls for scientific literacy. Hobson-West states: “It is then only a short step 

to the assumption that any public resistance can be explained as a miscalculation of risk, and a 

further short step to arguing for a policy that aims to explain the known risks more clearly, or 

commissions further research to generate more risk statistics” (276). Uncertainty accounts for the 

unknowns—both those internally persuasive and specific to the parent as well as those 

acknowledged by science, which is often uncertain about its own work and conclusions—that 

parents face when deciding whether or not to vaccinate.  

The problems with a risk/benefit way of understanding vaccination decisions and 

skepticism is analyzed by Stuart Blume as well in “Anti-vaccination Movements and their 

Interpretations.” Blume makes a point of saying that skepticism is not about the ignorance or 

lack of scientific understanding, misunderstanding or irrationality on the part of those who are 

skeptical about vaccines or improper risk evaluations. Blume calls such conclusions both 

“sociologically inadequate” and “unlikely to have the desired effect”:   

“Sociologically inadequate” because a sociological analysis must see both sides as 

mutually engaged in a process of contestation, in which the reflexive analysis of (shared) 

experience, differences in the assessment of risk, and the place of expertise in democratic 

decision making are all at stake. “Ineffective” because what is being contested goes far 

beyond establishment of some objective measure of vaccine-risk, to the heart of modern 



Heidi Y. Lawrence  |  Chapter 1 

43 

citizenship and democratic politics. (640) 

As Blume argues, these conclusions are a problem for a variety of reasons. First, because of the 

unequal power dynamics between those who are “for” and “against” vaccination, sociological 

study of those “against” vaccination is limited when it is conducted by those who are “for” it—

the resulting analyses are going to produce results are not reflective of the situated spaces in 

which vaccine skeptics make these determinations. As a result, analyses that conclude that 

vaccine decisions are made based on a judgment of vaccine risks versus benefits reflect an 

incomplete picture of the scope of this decision making.  

Although “Children’s Health and the Social Theory of Risk: Insights from the British 

Measles, Mumps, and Rubella (MMR) Controversy” by Rachel Elizabeth Casiday overall 

accepts a risk/benefit way of evaluating vaccine behaviors among parents, Casiday’s study 

argues for a more nuanced mechanism for evaluating and understanding how parents weigh risks 

and benefits overall. Casiday looks at parent risk perceptions through three theories of risk: 

cultural theory, risk society, and psychometric models of risk perception, focusing on the autism-

MMR scare in particular. 

 The competing risks parents in this study expressed were concerns about the risk of 

developing autism as a result of MMR vaccination; worry about developing other health 

problems, such as allergies and asthma; overloading the immune system (by giving the child not 

just MMR but MMR alongside numerous other vaccinations that could, in total, be harmful to 

the immune system); experience with or prevalence of disease (this worked to either encourage 

or discourage vaccination in different ways); and—uniquely among other studies of vaccination 

behavior—social risk of being ostracized from social settings because improper immunization 

practices. Casiday finds that parents perceive high consequences for their vaccination decisions, 
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whatever those are: “getting this decision ‘right’ came to symbolise what it means to be a good 

parent” (1065). They know that, whatever they choose, the consequences would affect their 

children, and therefore they felt the added weight and responsibility for making the proper 

decision. Overall, Casiday concludes that the field of risk perceptions that parents take into 

consideration when evaluating vaccinations is incredibly wide, and much more complex than 

“should my child risk measles or autism?” Casiday concludes by stating, “Parents differed in 

how they weighed the relative risks of immunising and not immunising. Thus, it is important not 

to treat all parents as a homogeneous group, but rather to look for differences between parents’ 

risk concerns. Even more importantly, we should consider how social contexts and experiences 

can help make sense of those differences” (1068). Ways to change this conversation, as 

suggested by Casiday, include looking for explanations for differing susceptibility to different 

side effects among different children or providing rationales about why it is important to protect 

a child against a certain disease at a certain time.  

Casiday notes, significantly, that “debates about children’s risks may need special 

theoretical consideration. Selecting between competing risks, making risk judgments on behalf 

of dependent others, and tensions between private and public good (in the issue of ‘herd 

immunity’) are key issues currently under-considered in the risk literature” (1060). She goes on 

to state:  

Risks that are particular to children have not been treated explicitly in the ‘classical’ risk 

literature, although other work on childhood and children’s health has described the 

importance of ideas about children’s vulnerability to parental decisions and perceptions 

about the role of a ‘good parent’ (Frankenberg, Robinson, & Delahooke; Kelley, Hood, & 

Mayall; Sobo). The notions of ‘voluntariness of exposure’ and ‘acceptable risk’ take on a 
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new level of significance when those who would potentially be most affected are unable 

to participate in the decision, while those making the decision are engaged in wider 

debates about individual choice, community health, and the relative responsibilities of 

various actors for protecting children’s health. If risk is invoked to hold individuals and 

governments accountable (Douglas and Wildavsky; Nelkin), then it becomes all the more 

important for parents holding themselves as ultimately accountable for what befalls their 

own children. An appropriate theoretical framework for dealing with risks to children 

should take account of the ways that notions of children’s vulnerability and inability to 

make their own medical decisions impact upon worries about risks to children’s health, 

decision making and allocation of responsibility between parents and other actors. (1068) 

Casiday’s observations here are particularly apt in conceptualizing the role that vaccine risks and 

individual perspectives on disease and health play in decision making related to vaccinations. 

 

Vaccine Skepticism as a Social Movement 

 Other studies focus on the history of vaccination concerns, arguing that they have 

actually remained relatively consistent over time, maintaining, overall, that vaccine skepticism is 

the historical norm, rather than acceptance.  

James Colgrove observes in “Immunity for the People: The Challenge of Achieving High 

Vaccine Coverage in American History” and in State of Immunity: The Politics of Vaccination in 

Twentieth-Century America, that concerns about vaccinations have remained steady throughout 

the history of vaccinations, though they have taken on different messages in different health, 

disease, and social environments. Colgrove states, of anti-vaccination societies established in 

19th Century America, “Their rhetoric rested on two linked claims: that vaccination was a 
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dangerous and unnecessary procedure, and that to compel it through law was a violation of the 

country’s foundational belief in individual liberty” (250).  Although small pox vaccination was 

desired and accepted by some communities, particularly those who had experienced severe 

outbreaks with high levels of morality, over time as less virulent strains circulated more 

frequently (for additional discussion of this phenomenon, see Michael Willrich’s Pox: An 

American History) incidents of vaccine refusal began to increase. Colgrove argues that small pox 

vaccination began to be a victim of its own success (a common charge about decreasing 

vaccination rates now as well), in stating that, “As vaccination led to the decline of smallpox 

over the course of the century, success bred complacency. Many people who had never 

experienced an epidemic became reluctant to undergo a procedure they viewed as unpleasant and 

of questionable necessity” (249). Furthermore, small pox vaccination was always a much riskier 

procedure than modern vaccination is; simply the process of being vaccinated carried its own 

risk of physical injury and disease beyond what we accept today from needles and syringes:  

The arm was scraped multiple times with a lancet, usually made of ivory, until the skin 

was broken. The vaccine matter—lymph drawn from a cow infected with cowpox, mixed 

with glycerin—was then applied to the wound. The procedure was uncomfortable and 

caused the arm to remain sore for several days, often preventing people from working. It 

left a small scar. There was little over-sight of medical practice, and many physicians 

failed to exercise proper care in performing vaccination; antiseptic procedures did not 

become the norm until late in the century, and instances of vaccination sores becoming 

contaminated, leading to serious illness and even death, were not uncommon. Thus, 

reluctance to undergo vaccination was not entirely unreasonable. (249) 

Consequently, the Jacobson v. Massachusetts ruling was critical in creating in creating and 
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maintaining high historical rates of vaccination because it made vaccination a sanctioned state 

response to epidemics, a mechanism allowing vaccine mandates, which are responsible for 

today’s high rates of childhood vaccination in particular. Colgrove also notes that, although 

compulsion has historically been the most effective mechanism for increasing coverage and 

improving response to disease outbreak, school entry has been the method of compulsion that 

draws the least amount of public resistance, at the same time that it limits the population that can 

be accessed.  

These aspects of Colgrove’s analysis are challenged, however. As previously discussed, 

Lyndal and Bond charge that, at least in our current vaccine environment, experience with 

disease leads to lower likelihood to vaccinate; challenges from Blume and Andrea Kitta 

(discussed at further length below) maintain that the idea of a monolithic “anti-vaccination 

movement” as existed in the nineteenth and early twentieth centuries no longer applies to today’s 

vaccine skeptics. Therefore, it could be possible that these historical analyses of vaccine 

skepticism are either limited in their historic view—in that they do not, in fact, represent 

consistencies in vaccine concerns across the history of vaccine policy—or, as I argue through the 

examples provided later in this dissertation, that it actually points to distinctions among vaccine 

skeptics, where different object realities produce different discourses and rhetorics about 

vaccines, some of which result in politically active advocacy and others that emerge as a part of 

generalized anxiety about science and medical intervention. 

 Blume argues against seeing “anti-vaccinationism” as a social movement. He states that 

anti-vaccination, as it works today, is very different than its historical iterations. In the mid-

nineteenth century, anti-vaccinationists argued that compulsory vaccination was improper for 

reasons including civil liberties, parental choice, health and purity of vaccines, and the scientific 
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validity of the practice (some people rejected germ theory; others rejected herd immunity 

theory). These individuals organized in anti-vaccination leagues and worked together to protest 

laws requiring vaccination (629). However, Blume argues that vaccine skepticism does not work 

that way in its present form, and that the present-day “anti-vaccination movement” doesn’t exist 

as a social movement at all. Instead, vaccine skepticism emerges as a result of a number of other 

social factors associated with medicine and health, such as the rise in consumerism in health and 

medicine and the rise in perceptions of individual responsibility in health. These larger cultural 

values and expectations surrounding medicine make vaccine skepticism less of an organized 

movement, as it might have been in eras past, and more of a collection of discourses that express 

concern about vaccines as a part of generalized expressions of skepticism over health matters, 

which extend throughout today’s medical and health systems.  

Andrea Kitta, in Vaccinations and Public Concern in History, takes a similar historic 

approach to vaccination controversy, but instead of examining newspapers, policies, and other 

reports, as Colgrove does, as the basis for analysis, Kitta examines narratives, stories, and other 

lay accounts of vaccination concerns, providing a different approach to how popular concerns 

about vaccines are studied and understood. Conceiving of vaccine skepticisms as urban legends 

that circulate via rumor, gossip, and other unofficial means, Kitta’s analysis also refutes the idea 

that the “anti-vaccination movement” actually exists; instead, vaccine skepticism, according to 

Kitta, is fueled by a series of circulating discourses that become compelling to different groups at 

different moments for particular social reasons—because it builds on an existing fear of authority 

in a local region; because it builds on a concern of a particular group spreading, causing, or 

bringing disease to a community; or because it corroborates other concerns about medicine or 

science in related stories, beliefs, and values. Therefore, this is not a unified movement of actors,  
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but instead exists of a series of discourses and rhetorics—or, to use Kitta’s language, legends and 

lore—that different people take up in distinct historical moments to argue for or against vaccines. 

 

Doctors Doing Rhetoric: Communications Solutions to Vaccine Skepticism 

 Remedies2 for responding to anti-vaccinationism recommended in many articles that 

appear in health and medical journals in particular typically range from calls for more scientific 

literacy and education among members of the public, so as to correct their “reasoning flaws,” or 

recommendations for rhetorical strategies for doctors to dispel anti-vaccination stances.  

Gust et al. remark in the conclusion to that “it is important to tailor the information 

provided to each parent’s needs” (e21). Healy and Pickering recommend “personal stories and 

visual images of patients and parents affected by vaccine-preventable diseases and reports of 

disease outbreaks . . . as useful reminders of the need to maintain high immunization rates” 

(s127). Similarly, Parikh recommends that the American Academy of Pediatrics (AAP) sponsor 

newspaper ads and other media featuring parents whose children were affected by severe 

vaccine-preventable childhood diseases, such as Hib meningitis (622).  

Some studies do suggest that doctors become better trained on and aware of the sources 

of parent concern about vaccinations to make them more sensitive to and respectful of parental 

decisionmaking. For example, Levi recommends educational interventions for doctors to help 

them “better understand the nature and origins of parents’ concerns, appreciate relevant ethical 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
!

2 The material in these paragraphs is adapted from excised text from “Reframing Medicine’s Publics: The 
Local as a Public of Vaccine Refusal,” by Heidi Lawrence, Bernice Hausman, and Clare Dannenberg, the full 
version of which will appear in Spring 2014 in the Journal of the Medical Humanities. This portion of the text was 
removed during revision of that article, of which I am the first author, and has been modified for the purposes of this 
dissertation.  
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and professional issues, and develop a respectful and effective approach for working with parents 

who resist immunization” (24). The training advocated in the study is a tutorial on trends in 

parent vaccination concerns.  

Other studies, such as “Addressing Parents’ Concerns: Do Vaccines Cause Allergic or 

Autoimmune Diseases?” by Paul Offit and Charles Hackett, address specific conditions or 

diseases rumored to be connected to vaccination, while still others defend and dispel what they 

view (pejoratively) as myths or legends that evolve around specific vaccinations (Destefano et 

al., Katz), vaccine ingredients (Parker et al., Price et al.), or the severity of vaccine-preventable 

diseases, such as flu (Nakamura and Lee).  

 

Conclusion: Playing the Dying Children Card 

Offit appeared on The Colbert Report on January 31, 2011, to promote Deadly Choices 

and to talk more generally about the importance and safety of vaccines. During the roughly 5-

minute interview, Colbert and Offit exchanged some light quips about vaccination, mercury and 

other vaccine ingredients. At one point, Colbert asks Offit: “Shouldn’t we just put all sick people 

together so they can build up their immunities like the cave men did?” Offit responds, “Yeah, 

that’s what used to happen. And every year we had thousands of children dying of measles, 

being paralyzed by polio, and suffering from congenital rubella syndrome.” 

Colbert responded: “Now . . . this isn’t fair cause you’re playing the children dying card. 

How am I supposed to fight that, you know? Let’s keep this intellectual.”  

However, the “children dying card” is more than a typical Colbert hyperbolic 

observation. To read the texts of both vaccination “camps” in the popular press and scientific 

journals is to see the interaction of those who perceive the stakes of their debates to be very high.  
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Offit, Poland, Targonski, and Jacobsen call vaccination controversy a war against science 

whose casualties are children. Habakus, Holland, and other parents call vaccine mandates a 

threat to personal liberty and parental rights because vaccines pose substantial risks to some 

children. These are grave, serious charges that seem only to amplify as each discourse seeks new 

ways to out-risk the other: “your side kills children,” “no, yours does!”  

Yet the ways in which vaccine controversy has been studied reifies these positions in a 

variety of ways. By studying largely “anti” vaccine sentiment, the pro-vaccination positions of 

parents and doctors remained largely unexamined (in the case of doctors, this is nearly entirely 

so, though pro-vaccine parents are studied slightly more often). Furthermore, these studies often 

cast the “anti” position as something that is somehow aberrant, or an error to be corrected. 

Consequently, these studies can be predisposed to look for lack (of education, of access to 

dominant perspectives) or for alternative ways of thinking or assessing risk. Even studies that 

aim to acknowledge “anti” positions as valid can inadvertently emphasize aberrations or 

differences in thinking that make vaccine refusal seem abnormal, when, in fact, they are the 

historical norm.   

As the rest of this dissertation aims to show, although studying these discourses offers a 

helpful insight into the operations of this issue, these standard ways of typologizing discourses 

has failed to offer helpful insights into why this topic remains so controversial or how the issue 

might be ameliorated. The most essential gap to be traversed is through achieving an adequate 

study of the “pro” vaccine position—by treating it as standard and, therefore, not worth 

examining, key components to how and why vaccination is persuasive to some remains largely 

unknown. Specifically, in this dissertation, I begin by analyzing the pro-vaccination positions of 

physicians; through this analysis, I argue, we see how vaccines function differently for doctors 
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than they do for many parents. As vaccines are part of the engagement of professional practice 

for doctors, vaccination signifies an important professional goal: to prevent disease. Parents—

even pro-vaccine ones—would not be expected to experience or use vaccines in the same way. 

This observation points to just one key difference in what vaccines are to these two important 

stakeholders in the debate. 

As I argue in the following chapters, by studying professional, parent, and patient 

discourses through the lens of object-oriented rhetorics, we can see how, as objects, vaccines 

create and constrain situations in different ways for parents and physicians. This change of 

perspective could shed new light on why vaccines are controversial and what role different 

rhetorics play in vaccine debates.  
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Chapter 2: 
On Objects: Ontology and Materiality in Rhetorical Studies 
 

“There will be some things that people will see.  
There will be some things that people won't see.  
And life goes on.” 
—Donald Rumsfeld 

 

Anyone who has spent any amount of time around a dog and a cat implicitly understands 

polymorphism. The same tennis ball or passing car or doorbell ring will elicit completely 

different reactions from the dog versus the cat—a dog will chase, bark at, or run toward all of 

those things while at the same time a cat might ignore, hiss at, or run away from them. As 

Graham Harmon states in Tool-Being:  

The crucial point is that at any given moment, every tool is plugged into certain limited 

systems of machinery while excluded from others: for Heidegger, equipment is its 

context. And furthermore, even this context is manifold, since bird and sniper encounter 

the bridge as different realities in precisely the same moment. (23, emphasis added) 

Though they might be experiencing the same event at the same time, the realities of dogs and 

cats are as different in relationship to those objects as the human actors who throw the ball, drive 

the car, or ring the doorbell. To a cat, a tennis ball is just one among many objects moving in a 

room. To the cat, the ball might as well be a fork or the Complete Works of Shakespeare or a 

$100 bill. But, a dog, as long as he has the energy and capability, will chase after the ball, catch 

it, chew it, and otherwise experience the ball as a toy, a source of entertainment. 

The question we might ask about the situation above from an ontological perspective is: 

are these human and non-human actors encountering stable, solid objects that they see through 

different perspectives at the same time? Or do those objects have their own states of being or 

existence that are actually responsible for dictating the human world? Humans may feel and 
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think that we are agents manipulating objects for our own purposes, but does it actually work the 

other way around: can objects have agency? Can they have rhetoric? 

These are the questions that theorists in object-oriented ontologies and object-oriented 

rhetorics ask about the spaces in which agency is perceived and discourses occur. Graham 

Harmon describes objects as being “exil[ed]...to the natural sciences,” claiming that “philosophy 

must reawaken its lost talent for unleashing the enfolded forces trapped in the things themselves” 

(2). The subjective, human world has historically been the subject of study in philosophy; 

rhetoric, in particular, largely studies the symbolic action of language in all its forms—visual, 

written, spoken, performative, etc. I might add to Harmon’s assessment that, more than objects 

being exiled to the natural sciences, in many ways, objects became exiled alongside the notion of 

objectivity in the wake of post-structuralist and postmodern critiques. Saying that “things are” 

rightfully evokes related questions about the socially constructed—and therefore cultural, and 

therefore ideological—nature of whatever is being discussed. However, the discomfort a post-

theoretical paradigm really addresses is the second half of that statement—the “are,” by 

interrogating sources of meaning, culturally implicit power structures, and other underlying 

contingents. Instead, or rather, in addition, object-oriented ontology and rhetoric invert the 

human privilege inherent in those theoretical paradigms and ask us to look to inanimate objects 

as having a rhetoric of their own separate from, rather than dictated by, the humans who use 

them. In other words, an object-oriented approach looks at unpacking how things operate rather 

than what they mean to humans. 

In applying object-oriented philosophies to rhetorical study, as Alex Reid posits, an 

object-oriented rhetoric asks, “what would it mean to understand rhetoric as something that 

might be non-human, that is, not exclusively human, and something that might not necessarily 
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require symbolic action?” If agency, as Reid also argues, results from imperfect relations, then 

rhetoric, consequently, “emerges out of the possibility of agency as a means to persuade others to 

act one way rather than another” (Reid). Consequently, object-oriented rhetoric is “An 

investigation of objects to see how they persuade one another and create the conditions of agency 

and thinking that we encounter and participate in as part of a distributive network of cognition” 

(Reid).  

Polymorphism—a concept borrowed from object-oriented programming, which 

originally borrowed the concept from biology—is a way of explaining the phenomenon whereby 

an object can exist in two different states at the same time. Polymorphism refers to the ways in 

which objects can be the same while still having completely different states or behaviors 

simultaneously. In object-oriented programming, polymorphism is used to describe similar 

packets of code that produce identical objects but behave differently in response to stimuli. 

Object-oriented ontology examines how polymorphism works in the real world to destabilize the 

notion of the objectivity or natural object world as opposed to the subjective one in which 

humans live.  

In programming, polymorphism describes how objects that are technically similar 

perform different behaviors in response to stimuli at the same time. In a video game, for 

example, object-oriented programming allows two characters to move at different speeds through 

a scene guided by the same code. Recent work in object-oriented ontologies reflects similar 

ideas. The work of Annemarie Mol and John Law describes how multiple ontologies in medical 

practice explains how the doing of disease is different for pathologists versus internists versus 

patients. Scott Graham and Carl Herndl similarly argue for a move toward postplural theory of 

multiple ontologies as an answer to the many paradigms operating in science and medicine, one 



Heidi Y. Lawrence  |  Chapter 2 

56 

that moves away from perspectivalism and toward “a theory of doing and being” (110). In each 

of these texts, the authors understand objects as having their own ontologies that create worlds, 

rather than existing objectively to be manipulated by actors in human worlds, reflects the notion 

of proliferating realities that an object-oriented stance takes.  

In medical settings, a multiple ontologies paradigm that looks at controversial topics in 

patient care and public health could help us to better understand and conceptualize how doctors 

and patients (or doctors and nurses, or doctors from different specialties) do not just bring 

different perspectives to these issues, but instead operate in different realities, generated by the 

objects within their field of practice. It is not that vaccines seem dangerous to some parents while 

they seem safe to doctors, and therefore changing perspectives through education or public 

service announcements or counseling provides a mode of recourse to reconcile different ways of 

looking at an issue; it is that vaccine functions as part of a different ontology of health for parent 

versus physician. Poison and cure are contained in the same vial. 

The co-existence of poison and cure in this ambiguous manner is a concept originally 

developed by Plato, theorized by Jacques Derrida, and applied to the pill and 

psychopharmaceuticals in “The Pharmaceutical Person” by Emily Martin. Plato uses pharmakon 

in ways consistent with what Derrida calls “two poles”—as an essentially foreign, artificial 

compound that serves as both remedy and poison, that “takes of both good and ill, of the 

agreeable and the disagreeable” (99). Derrida goes on to describe Plato’s conception of disease 

as a part of “natural life and normal development;” because the natural order of things would be 

to let disease and body fight for themselves under conditions of natural illness, recovering from 

disease with the assistance of medicine is always troublesome and artificial (a sentiment not 

unlike those articulated by college students in the survey analyzed in Chapter 6). In Martin’s use 
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of the concept of pharmakon, she observes a similar multiplicity in the meanings associated with 

pills. In her study of doctors and patients who take psychotropic drugs, Martin found that “both 

doctors and patients see drugs as precision instruments that would precisely excise suffering if 

they could only find the right combination,” which is specific to the particular forms of suffering 

or ailment that manifests in a patient’s personality (279-280). Although these Martin does not 

conceive of drugs specifically as different “objects” in the way I argue here, the notion of the 

pharmakon reflects a multiplicity in how medication is experienced as working, whether it is an 

artificial ingredient that improperly alters the body’s natural state (even if that state is disease) or 

whether it works to tinker with precise anomalies in one’s personality that are bothersome or 

dangerous yet are ultimately different for every patient.  

For rhetoricians, the advantage of studying vaccination discourses within an object-

oriented approach is that it acknowledges multiple realities gives us a wider range of options for 

understanding discourses of medical controversies in general and vaccine controversies in 

particular by offering new avenues for analyzing this diverse set of discourses. As already 

discussed in Chapter 1, discourses, arguments, tropes, and tactics of vaccine skeptics have been 

parsed in many ways by many disciplines. But, instead of asking the question, “why do parents 

object to vaccines?” (which prefigures an answer that identifies things that are wrong with 

parents, or ways parents or the public might be corrected), why not ask: “why do vaccines 

generate discourse?” 

Together, object-oriented rhetoric and object-oriented ontologies theory provide a 

paradigm for understanding vaccine controversy as a set of discourses that articulate modern 

anxieties about how we define health, who sets that definition, and what means we are willing to 

take to achieve or maintain it. In this chapter, I provide an overview of object-oriented theories—
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including object-oriented programming, object-oriented ontology, and object-oriented rhetoric—

that shape this emerging lens of rhetorical study. I use this theoretical discussion to foreground a 

paradigm for understanding medical objects and vaccine controversy, further outlined in Chapter 

3 and applied in Chapters 4, 5, and 6.  

 

Object-oriented Programming 

Object-oriented programming is related to object-oriented ontology in its configuration of 

the operation of objects; since some object-oriented theory is developed by game theorists and 

programmers (Ian Bogost, most notably) and people who come out of technology and media 

studies (Alex Reid, Scot Barnett, Byron Hawk, and others), applying object-oriented study to 

technology and its devices, uses, and operations can be common among discussions of object-

oriented rhetoric in particular. This application to technology has some obvious reasons and 

implications—as essentially inert objects, or man-made aggregate objects (Bogost “What is”), 

things like computers, iPads, World of Warcraft, and Microsoft Word present a series of sites 

rich for the study of the kinds of rhetorics that objects contain and generate when they interact 

with one another. Furthermore, programming forces humans to think about objects as rhetorics, 

as things that are not just taken for granted, or as Heidegger might say “ready-to-hand” and 

invisible conductors of our activities, but as a set of actions or capabilities. If you’re building a 

table conceptually through programming language that’s going to go into a video game, you’re 

not building a table as much as you are carving out a field in which something performs a set of 

functions—holding things up, facilitating a meeting, breaking when thrown. Therefore, 

programming provides a useful analogy for conceptualizing the real world of things. 
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Object-oriented programming manipulates “software bundle[s] of related state and 

behavior” that represent, or become referred to as, objects.3 In object-oriented programming, 

software codes are organized into packets (called data encapsulation) that function within the 

code in predictable, related ways—or into objects.  These objects might be designed to interact in 

the way that real-world objects might also interact, such as the tables and chairs that are 

programmed into a real-world simulation game, like The Sims. But the objects don’t have to 

necessarily relate to real-world objects. What’s important about them is that they operate, 

together, in routinized manners within the laws and overall governance that the overarching 

piece of software or computer system sets in place.  

Within object-oriented programming languages, everything is made up a series of objects 

that all have state and behavior. State is defined as a current mode of execution, and behavior is 

the possible range of potential actions that can be created by the object. The two questions 

associated with these concepts are: what possible states can the object be in? and What possible 

behavior can the object perform? The answers to these questions determine the state and 

behavior of objects in the real world and the data-based objects created through computer 

programming (Oracle). 

For example, in front of me is a table. It has four legs and is about 2 feet by 2 feet, 

square. It is a stable, solid table, but it is not very big or heavy. Its current state is stationary—it 

is holding up a remote control, a cup of coffee, and a plastic bottle with sparkling water in it. 

That is the table, as it currently is, its state. But what is it capable of doing? It is capable of 

breaking if it encounters (or is encountered by) too much mass (if I sat on it, perhaps); it can be 

tipped over with very little effort if I were to kick it over with my foot. I could pick it up. I could 
!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
!

3 The following is largely based on Oracle programming data sheets and Java Tutorials on objects and 
object-oriented programming. Applications to movies and examples provided are my own.  
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disassemble it by breaking off its legs. I could also put lots of things on it—my computer, my 

books. I could also clear it off, and put all of the things on it on the floor, making it empty. These 

are its possible states, or its range of behaviors: full, clear, upright, tipped over, whole, broken, 

disassembled.  

These are clear enough states and behaviors for a physical table in the real world, but if I 

were writing a piece of code that had to create that table, then I would have to encode everything 

that the table was and was capable of being. I would program rules into the table that determined 

what it was and could be (dictated through fields) and how it could be manipulated by other 

objects and actors in the game (methods). When I was done writing the code, I would have 

created an object with defined parameters and functions—with states and behaviors that the 

game would accept. And that piece of code would be contained in a packet—the data would be 

encapsulated so that other objects in the program would interact with the table in ways 

predictable and rule-based, as dictated by the code.  

There’s more to this, obviously: every object exists within a class, which is basically a set 

of objects that are similar and act in similar ways and are therefore organized into a category of 

objects (the small table in front of me would be in the same class as a dining room table, which 

would have similar states and behaviors, though shaped by different constraints and features 

because of the increased mass and different functions that particular type of table would have); 

each object has an inheritance, dictated by state and behaviors of similar items (this is significant 

in programming because syntax can literally be inherited from one class of objects to another to 

attribute the same fields and methods to the new object while allowing new code to be built that 

specifically outlines the features of the new object). These two components of object-oriented 

programming are largely time-saving, as they replicate common characteristics among different 
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objects and avoid the need to repeat coding processes. Objects are finalized via interfaces, which 

determine how they will become present to human users, and they are packaged into specific 

spaces throughout the code. These elements more specifically speak to how the software and 

coding works and are less relevant to the connections between object-oriented programming and 

object-oriented ontology and rhetoric, but are worth mentioning just to contextualize this 

function.  

A useful illustration of object-oriented programming strangely comes from the movie 

Wreck-it Ralph. The movie is about the out-of-game lives of characters in a variety of video 

games in an arcade, postulating that, after the arcade is closed, characters have down time in 

which they interact with each other, have parties, and otherwise engage in real-world behaviors. 

In the movie, one of the characters (King Candy, pictured in Figure 2.1) has figured out a way to 

hack into a game’s code and modify its operation, allowing this character to move among arcade 

games, modify the actions and memories of the other characters in the game, and manipulate the 

world’s operation to his favor. In the game Sugar Rush, he attempts to delete one character in the 

game, Vanellope von Schweet, and modifies the memories of the other players, replacing her 

with himself in the game’s narrative. His deletion is incomplete, however, and she remains part 

of the game as a glitch that is still present in the game but cannot properly participate.   

In one specific scene (Figure 2.1), we see King Candy hack into the game’s code to 

retrieve a gold medallion that Vanellope has used to re-enter the game’s play. I won’t pretend 

that the way that the code operates in Wreck-it Ralph is entirely accurate, but important is the 

visualization that it offers of how objects work in this kind of programming scheme.  

Here, King Candy accesses the medallion, an object that Ralph has entered into the game,  



Heidi Y. Lawrence  |  Chapter 2 

62 

and extracts it from the code to use it to manipulate Ralph. Behind King Candy we see the series 

of networked objects that make Sugar Rush work: winner’s cups, carts, and other objects 

associated with the go-cart races that are the purpose of the game. Each item is connected to the 

other via little strings; in programming, these are interfaces called “messages” that link objects in 

the game to one another (TechTarget). Here, game elements are represented literally as objects, 

as packages that King Candy can take, operate, and manipulate in specialized ways because he 

has hacked into the game.  

Compare this view of the code that operates Sugar Rush with the popular image of the 

computer system that runs the matrix in The Matrix (Figure 2.2). In The Matrix movies, the 

main character Neo becomes the only human who can manipulate the simulated reality in which 

humans have come to live as a result of their enslavement. Here, Neo “sees the code” of the 

game around him instead of the user interface that most humans see. But Neo literally sees 

code—signs and symbols that run through and make up the individual parts of the interface, not 

packages of code that symbolize real-world items. The images here reflect very different ways of 

Figure 2.1. Wreck-it Ralph and object-oriented programming. King Candy obtains the medallion, an essential 
object in the play of the game Sugar Rush in Wreck-it Ralph. This image reflects the inter-connectedness of an 
object-based environment that object-oriented programming allows. (Wreck-it Ralph Wiki) 
!
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visualizing a real debate that occurs among programmers—one that considers the operation of 

codes and languages (The Matrix) and the other that considers the interactions of objects and 

their behaviors as units of action (Wreck-it Ralph). 

 A final important component or function of object-oriented programming is the ability for 

this particular kind of programming to facilitate polymorphism. The concept of polymorphism is 

originally derived from biology—to mean “organism or species can have many different forms 

or stages” (Oracle “Polymorphism”). Polymorphism in object-oriented programming refers to 

members of the same class that can have different behaviors. Polymorphism allows items to be 

conceptualized (and programmed) similarly while allowing things that are similar to still behave 

in different ways in response to stimuli or coding. 

To take the example of the table again, say I were building a program that included my 

two tables—the small end table and the larger dining room table. Both items are in the same 

class in that they are both tables, but say I want to make it so that only the end table could be 

broken. I would be able to modify the sub-class of “dining room table” to make it something that 

Figure 2.2. The Matrix and code. By comparison, this iconic image of The Matrix movies 
represents a text-based coding environment, where language (seen as a non-object in this 
community) constructs elements of the computing environment individually. (Hewitt) 
!
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could not be broken while still making the overall class of “table” breakable. This kind of coding 

is more efficient, in that it still allows the expediency of creating similar classes of objects, but it 

is also customizable by shaping rules of behavior to allow individual (or sub-classes of) objects 

to have different characteristics depending on the stimuli.  

 

Object-oriented Ontology 

Ontology is the study of existence or being. Ontology is typically conceptualized within 

philosophy as a largely human state or condition—defined by the ability to think, reason, or be 

self-aware—object-oriented approaches to ontology work against human-centered investments 

and instead seek to build means for speculating about the existence or being of objects.  

For purposes of this project, I am working with a notion of object-oriented ontology that 

operates and leads to object-oriented rhetoric as follows: the necessity of the object-oriented 

approach is based on a series of arguments and concepts, largely derived in different ways and 

conceptualized as having different effects, levied by Martin Heidegger and Graham Harman, Ian 

Bogost, Levi Bryant, and Bruno Latour. These theories define what objects are, how they work, 

and argue for the necessity of looking at objects as having an ontology or being unto themselves 

apart from human actors. In each purview, objects and ontologies work in different ways and 

become clear through different ways of conceptualizing object-ness. Some of these theories 

overlap, some emerge out of others, and still others exist alongside one another to provide 

congruent, multiple ways understanding the rhetorics objects have and produce.  

 Graham Harman outlines a theory of object-oriented ontology using and responding to 

Martin Heideigger’s object-oriented philosophy from Being and Time. First, Harman’s project is 

an interrogation of Heidegger’s tool analysis in Being and Time, where Heidegger analyzes the 
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phenomenology of tools (defined as objects that are “handy implements employed for human 

purposes” [Harman 1]). Tools, in a Heideggerian sense, are objects that humans rely upon in 

predictable ways and therefore come to have meaning through their role in the conduct of certain 

tasks or operations (such as a hammer that becomes a routinized object in the repair, 

construction, or destruction of a structure). According to Heidegger, tools have being in the sense 

that they are “ready-to-hand” (Zuhanden), where readiness-to-hand, 

is determined by references or assignments....When something ready-to-hand is found 

missing, though its everyday presence [Zugegensein] has been so obvious that we have 

never taken any notice of it, this makes a break in those referential contexts which 

circumspection discovers. Our circumspection comes up against emptiness, and now sees 

for the first time what the missing article was ready-to-hand with, and what it was ready-

to-hand for” (Heidegger 105).  

Readiness-to-hand, for Heidegger, means an object has being and meaning, but that meaning is 

inscribed by what it is for or recognized as.  The “as” is key here, something that Heidegger calls 

the “as-structure,” which is the recognition of something as what it is (a mountain, a pencil, a 

blade of grass, art) that determines its meaning. Heidegger concludes: “Anything ready-to-hand 

is, at the worst, appropriate for some purposes and inappropriate for others; and its ‘properties’ 

are, as it were, still bound up in these ways in which it is appropriate or inappropriate” (115). 

Harman confirms while also challenging Heidegger’s notion of the as-structure and 

readiness-to-hand. Harman argues that Heidegger’s notion of readiness-to-hand does too much to 

reify human roles in determining the meaning of objects. Harman states, “[inanimate objects] 

never encounter one another in their deepest being, but only as present-at-hand” (2). What the as-

structure asserts, Harman argues, is that objects always recede from view insofar as they function 
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through a means of identification, as what they are to humans rather than revealing their real 

meaning; they are never really knowable or accessible even to each other or through the most 

sophisticated speculative paradigm. Studying objects as present-at-hand is different from 

readiness-at-hand. Trying to access the object’s reality (present-at-hand) or even as how objects 

are identified in the as-structure by humans is neither possible nor helpful, according to Harman, 

encouraging analysis that identifies and reflects a “chasm...between humans and the world” (2). 

Instead, objects must be studied as a series of “objects and relations” (2, emphasis added). In this 

sense, objects have a “Zuhandenheit” or “readiness-to-hand” or, to use Harman’s term, “tool-

being.”  

More than simply “present-at-hand” (Vorhandenheit), tool-beings look at objects as 

equipment—as things that are always part of a whole, or essentially plural (as Harman says, 

there is no such thing as “an equipment,” but equipment either exists in pieces of the whole or 

the whole altogether). This view of objects illuminates how objects are present-at-hand 

(identified through the as-structure) and ready-to-hand (as tool-beings) to each other as part of 

the way they relate to one another. Therefore, tool-being is more than a “linguistic network or 

culturally coded system of ‘social practices’” that transcends human praxis and looks at the 

“brutal subterranean realm” within which objects exist (Harman 4). In other words, tool-being 

refers to objects that exist within object-systems that connect to and dictate practices through the 

relation of objects within those practices. Focusing on the object shows the role material things 

play not just in perceptions of activity, or as tools through which we engage in the world, but in 

the actual operation, engagement, or doing of a reality:  

we normally do not deal with entities as aggregates of natural physical mass, but rather as 

a range of functions or effects that we rely upon....they work their magic upon reality 
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without entering our awareness. Equipment is forever in action, constructing in each 

moment the sustaining habitat where our explicit awareness is on the move. (Harman 18) 

The Heidegger/Harman way of conceptualizing objects offer two distinctions for understanding 

the ontology of objects—first as things recognized in the as-structure, whereby they attain and 

retain meaning through how they are identified by the object system; and second as tool-beings 

that can be understood as existing as a part of a system, as essentially plural, and as existence 

that is traceable through the action of systems. These systems are separate from the human 

world, or at least adjacent to them through the operation of a multiplicity of realities.  

 To make sense of object-systems and their ontologies, Levi Bryant in The Democracy of 

Objects discusses the need for a concept called “flat ontology” for understanding objects, their 

ontologies, and their ontologies in relationship to one another. The basic concept of flat ontology 

is, “all things equally exist while they do not exist equally” (7). By “redrawing of distinctions 

and decentering of the human,” Bryant argues:  

humans are objects among the various types of objects that exist or populate the world, 

each with their own specific powers and capacities....Subjects are objects among objects, 

rather than constant points of reference related to all other objects....rather, we get a 

variety of nonhuman actors unleashed in the world as autonomous actors in their own 

right, irreducible to representations and freed from any constant reference to the human 

where they are reduced to our representations. (10) 

Objects, in flat ontology, are multiple, in that they may hold many simultaneous meanings, but 

no one of those meanings is more important or more true than any other. All things are also 

objects—rocks and blades of grass and ET and cell phones. All are equal and multiple. Flat 

ontology, for Bryant, theorizes the ontology of things in a way that moves away from the 
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correlationism at the heart of what Bogost calls the two most dominant ontological systems 

currently at play: scientific naturalism, which holds that there is an object world that exists 

separately from the human world and that we must advance science in order to access and 

understand it; and social relativism, which maintains the opposite: that the world of objects has 

no meaning or function outside of the socially constructed ways (including scientific ones) that 

humans interact with it. In many ways, Bryant’s notion of flat ontology and Bruno Latour’s 

discussion of modernity as a division between nature and culture reflect a similar perspective: to 

flatten out distinctions between seeing objects (or nature) as distinct from the human world that 

uses them. The purpose of this process is to see objects 1.) for how they operate and constrain the 

human world through the operation of their object-ness; and 2.) as equal among each other and 

among humans. Latour’s answer to this problem is to understand ontology as a series of 

networks of existence (otherwise known as actor-network theory). As Bryant states, this process 

moves toward an “ontological realism...[that] is not a thesis about our knowledge of objects, but 

about the being of objects themselves, whether or not we exist to represent them” (6). 

 In Alien Phenomenology: or What it’s Like to Be a Thing, Ian Bogost picks up the notion 

of objects in a system with presence- and readiness-at-hand and delves into object ontology 

within those systems. Offering an alternative to Bryant’s flat ontology, Bogost proposes 

something called “tiny ontology.” Bogost argues that flat ontology, by equalizing all things, puts 

all objects on the same plane of existence; with the concept of tiny ontology, Bogost argues that 

objects should instead be thought of condensing into packets of meaning and operation 

(reflecting back upon concepts related to object-oriented programming).  

 He offers a number of new terms and redefinitions in the deployment of tiny ontology. 

First, Bogost says that the very term object is a problem because it instantly raises the question 
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(as Bryant’s discussion reflects) of the operation of inanimate natural objects (like rocks), 

inanimate human objects (like computers), and organic non-human objects (like cats or dogs or 

organs). This, according to Bogost, forces the study of ontology to engage the subject/object 

binary, which considers objects in terms of whether or not they have subjects and reifies the role 

that humans play in dictating what things mean. By contrast, if we think of objects as units and 

their interaction as operations, then we can think of all things the way object-oriented 

programmers think about the objects they create in a piece of software—all units are equal in that 

they are all packets of materials with a set of states and behaviors; they operate in conjunction 

with other, adjacent units, but they are always distinct, and entire worlds of meaning and 

possibility exist within the packet of meaning that is the object. In this sense, 

 things are not merely what they do, but things do indeed do things....Units are isolated 

entities trapped together inside other units, rubbing shoulders with one another 

uncomfortably while never overlapping. A unit is never an atom, but a set, a grouping of 

other units that act together as a system....This is the heart of unit operation: it names a 

phenomenon of accounting for an object. It is a process, a logic, an algorithm if you want, 

by which a unit attempts to make sense of another. (Bogost 28, emphasis original) 

Bogost argues that the project of ontology is to describe, analyze, and understand unit 

operation—to examine how realities emerge from the interaction of units through their 

operations. Units always remain separate and distinct, yet they are infinite in how they may 

operate. 
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Object-oriented Rhetoric 

 Recently, the study of rhetoric has increasingly developed an interest in understanding 

the rhetoric of material practices, including space, texts, writing, digital technologies, and new 

media. In shifting this focus to the rhetoric of inanimate objects, scholars in rhetoric are 

investigating animal rhetorics, rhetorics of science and scientific instruments, and rhetorics of the 

body. As a recent call for proposals for a conference specifically on material rhetorics also points 

out,  

This recent turn is not without precedent or current relevance: Gorgias demonstrated the 

ways language shapes our understanding of nature; Plato discussed rhetoric amongst the 

sound of cicadas; Demosthenes trained with a mouthful of pebbles; Quintilian attended to 

clothing in his pedagogy; Erasmus tailored his writing process in response to the then 

emerging effects of the printing press, and Wollstonecraft forged the relationship between 

the material conditions of women and the ways women were instructed and talked about. 

(Goggin) 

Building out of object-oriented ontology philosophy, an object-oriented rhetoric looks to the 

things that facilitate action, not just knowledge products like genres, but all of the inanimate 

objects that are enacted in social relations. Scot Barnett calls this focus a kind of “material turn” 

in rhetoric, which is also exemplified by Nedra Reynolds’s Geographies of Writing and Jenny 

Edbauer’s theory of rhetorical ecologies, among others (Barnett). These approaches to rhetoric 

account for and attend to the materiality of space and objects as they create and shape realities 

and rhetorics. Object-oriented rhetorics are a growing site of study in the field of rhetoric, which 

has emerged most robustly since roughly 2010; publication of this work has largely not made it 

to the field’s major journals yet. What does exist is mostly a collection of responses to 
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presentations delivered at conferences and posted on the Internet or some less-exhaustive articles 

and book reviews published in online journals.  

 Among these publications include Scot Barnett’s 2010 review of Harman’s Tool-Being. 

Barnett’s review sets up some of the emerging bases for considering object-oriented philosophies 

as part of rhetorical studies. Building out of Latour’s call to find “a new social theory for the 

nonhuman masses that beg us for understanding,” Barnett argues that rhetoric is positioned to 

conceptualize the ways that objects create material rhetorics or act rhetorically. Barnett states, 

“the timing seems right to continue questioning after our missing masses, and in so doing to 

consider not only what these missing masses are but also what the question of the missing 

masses means for rhetoric and composition and what implications it has on how we presently 

think about writing, rhetoric, and communication more generally” (Barnett). 

 Echoing this call, Bogost writes the following in response to a 2010 response to a panel at 

the Rhetoric Society of America (RSA) on the possibilities of object-oriented rhetorics:  

The RSA papers ask how rhetoric as we know it can benefit from an expansion into the 

world of objects. But we might also ask a different question under the name of object-

oriented rhetoric: what is the rhetoric of objects? Do things like traffic lights and 

kohlrabis persuade one another in their interactions? What would it mean to understand 

extra-human object relations as rhetorical? When Bruno Latour suggests that trees also 

might use us "to achieve their dark designs," does such a use count as rhetoric? (Bogost 

“Object-oriented Rhetoric”) 

Alex Reid has given a number of informal talks and interviews on object-oriented ontology, 

philosophy, and rhetoric that have been published online at a variety of websites, including his 

own. These statements provide what are possibly the most comprehensive, sustained discussion 
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of the possibilities of object-oriented rhetoric currently available. In his post “What an Object-

oriented Rhetoric has to Offer,” Reid provides a series of parameters for what object-oriented 

rhetoric is, how it works, and why it might be beneficial. Reid states that: 

nonhuman rhetoric does not discount the political or ethical importance of human 

equality for humans, though it might offer a different description of the problem. What it 

does argue though is that objects do not need to be human (or human-directed) in order to 

be rhetorical. This would offer a different (and I think better) description of how the 

rhetorical forces that shape cultural definitions of humans operate. 

Here, Reid outlines the possibilities of object-oriented rhetoric: as something that does not 

completely discount human interactions with objects or the human-world consequences of how 

objects interact. Instead, in object-oriented rhetoric lies the possibility that we can understand 

how objects interact rhetorically. Understanding the rhetorical interaction between objects shapes 

and re-shapes what we conceive of as rhetorical in discourse. In other words, discourse might be 

the remainder, or the evidence, of actual conflict occurring between or among objects in 

situations in which humans are implicated. Such a view moves the study of rhetoric toward the 

“nonhuman,” which, as Reid goes on to state: 

addresses the problem of human exceptionalism that pervades our discipline (and the 

humanities)....This shapes our understanding of human-rhetorical deficiencies (e.g. 

"students can't write") and the general problem of miscommunication or 

misinterpretation. In short, a human-exceptionalist view of rhetoric imagines symbolic 

action is primarily hermeneutic: as communicative, informational, and interpretable. 

While clearly these words all describe phenomena that are associated with human-

rhetorical acts, they all describe things we try to make symbolic action do, from a 
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nonhuman perspective these are not what rhetoric/symbolic action is. Rhetoric is not 

human. (“What an…”) 

There are many components to Reid’s assertion here that illustrate how object-oriented rhetorics 

are a useful way of configuring the problem of vaccine controversy. First, we can understand the 

issues inherent in trying to address vaccine controversy as rhetorics that emerge as a 

consequence of object interactions. As Reid asserts, putting human exceptionalism at the center 

of ontology means that, instead of a proliferation of realities, we have only succeeded in 

examining proliferating perspectives and discourses. Consequently, it seems like conflicts around 

medicine are conflicts about competing perspectives and antagonistic discourses. But that isn’t 

the case at all if we acknowledge that the objects under discussion have a rhetoric of their own 

that are just as pervasive in a situation as the rhetorics produced by humans. This assertion leads 

us to Reid’s second point about deficiencies; again, by situating the problem of really any 

controversy as a problem of discourse, we think we can fix the problem through discourse as 

well, through providing new or different evidence about the nature of the 

understanding/misunderstanding at play in any discussion about a controversial topic. Materiality 

may dictate, inform, or require a more expanded view of the situation beyond what discourse 

addresses. 

Additional questions are explored throughout the few studies of object-oriented rhetorics 

that have been published. Timothy Morton’s “Here Comes Everything: The Promise of Object-

Oriented Ontology” argues that object-oriented views on rhetorics allow for rhetorical scholars to 

think through the material consequences of rhetoric. In thinking ecologically, for example, it 

allows scholars to account for the “real” environmental degradation that results from discourses 

about the environment, linking up with critiques provided by the ecocriticism movement. 
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Through its process of de-centering understanding from being seen only within a human 

paradigm, Morton argues that object-oriented ontologies allow for studies of things in nature 

themselves without consideration—or superiority—of human considerations. 

Other texts more generally conceptualize the materiality of rhetorics, such as Jenny 

Edbauer’s rhetorical ecologies, Byron Hawk’s discussion of the materiality of text and 

complexity theory in A Counter-history of Composition. Work by Clay Spinuzzi Scott Graham, 

Carl Herndl, and Christa Teston also consider materiality in medical practices, such as the 

generation and operation of patient charts, metaphysics of pain management and diagnosis, and 

the generation of medical images. However, as this brief discussion reflects, object-orientation is 

a growing and still developing theoretical paradigm within rhetoric, with many of the boundaries 

of its use and applications for its mechanisms still to be identified. 

 

Toward Object-Oriented Rhetorics, Multiple Ontologies, and Medical Practice 

Each of these theorists in object-oriented ontology and object-oriented rhetorics conceive 

of objects as essentially operating or existing in slightly different ways—as units, as present-at-

hand, as democratic and equal to each other. Nevertheless, some commonalities emerge. Each of 

these theorists takes objects to have a duality—essentially distinct and singular while plural and 

part of systems at the same time. No one thing exists alone, yet everything is separate. 

Furthermore, no one definition or type of existence for a thing is “more” or “less” than another: 

being is infinite. Second, they all contemplate the existence of objects separate from what they 

mean to or as they are used by humans, which is an explicit purpose object-oriented ontology. 

And third, they all move toward a plurality in reality-making that is engaged by the 

simultaneously singular and plural and proliferating nature of objects. If objects can have states 
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and behaviors that dictate the operation of numerous unit systems, then although all unit systems 

exist equally, they must exist separately yet simultaneously.  

This notion of objects and their proliferation of realities brings us to multiple ontology 

theory. The relationship between objects and reality-making has been addressed in STS and 

philosophy of science as well. John Law, reflecting on Latour and Steve Woolgar’s observations 

in Laboratory Life, describes how scientific practice constitutes the enactment or engagement of 

a world rather than interpretations or representations of a singular reality with a single truth. As 

Latour and Woolgar find, “the limits to scientific knowledge and reality are set by particular and 

specific sets of inscription devices. The relations between these become an empirical matter” 

(35). In this sense, inscription devices create a reality that is accessed through a particular 

paradigm rather than reflected a singular truth about the real.   

 Annemarie Mol addresses the object in medicine and the creation of reality in The Body 

Multiple: Ontology in Medical Practice. Mol analyzes the role that objects play in the study of 

practice, arguing that looking at objects as stable, passive things that are manipulated by different 

actors results in analyses that tease out the different “perspectives” that people have on objects 

that fail to see how objects constrain or produce particular practices. Mol says instead that 

objects are “things manipulated in practice” and by acknowledging the multifaceted operations 

that objects can signify in practice: 

reality multiplies. If practices are foregrounded there is no longer a single passive object 

in the middle, waiting to be seen from the point of view of seemingly endless series of 

perspectives. Instead, objects come into being—and disappear—with the practices in 

which they are manipulated. . . . The body, the patient, the disease, the doctor, the 

technician, the technology: all of these are more than one. (5) 
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Therefore, for Mol, when objects are analyzed as embedded figures in different practices, or as 

objects with ontologies in practice, the result is not a series of different perspectives on, 

interactions with, or contradictions to the object, as activity theory suggests. Instead objects are 

conceptualized as multiple, and realities are as multiple as the practices in which objects emerge, 

engage, constrain, or motivate human behaviors. This observation brings Mol to the notion of 

ontology, stating “ontologies are brought into being....they inform and are informed by our 

bodies, the organization of our health care systems, the rhythms and pains of our diseases, and 

the shape of our technologies” (6-7, emphasis in original). The study of medical practice from 

this perspective does not involve finding objects (whether they are diseases, medications, or x-

ray machines) and then describing how those things are seen within different perspectives (from 

the perspective of patients, from the perspective of doctors, etc.). Rather, objects create multiple 

ways of doing disease as they create different enactments of disease response.  

 Objects in medical practice create realities that do disease through how they intervene in 

it (152), such as the microscope that sees plaque in an artery and therefore does atherosclerosis 

through knowledge production, resulting in a pathology report. As Mol points out, diseases and 

the practices that intervene in them are bound to one another and are co-constitutive. In the case 

of atherosclerosis again, plaque needs the microscope in order to be found, and plaque needs to 

be found to diagnose atherosclerosis. Or, as I will argue in the discussion of medical objects in 

the following chapters, vaccines do not just need the diseases they are designed to prevent to 

remain critical objects in medicine; they also rely on situated professional practices that require 

prevention as the primary mode of medical intervention. As a result, actors operate in coexistent, 

multiple realities because these “different enactments of disease entail different ontologies. They 

each do the body differently” (176). These multiple realities therefore shape the activity systems 
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of doctors and patients; doctors and patients are still positioned in separate spaces, with the 

patient as the shared object of discourse, but the inanimate objects in those systems are not just 

seen differently within the perspectives of the doctor and patient; rather, they are different 

objects with different ontologies in these separate realities. Mol also states, “Shifting from 

understanding objects as the focus point of various perspectives to following them as they are 

enacted in a variety of practices implies a shift from asking how sciences represent to asking how 

they intervene” (152). For the researcher, the task shifts from seeing objects to following them as 

they are used in practices that do different things to bodies in the effort to achieve health or treat 

an ailment, thus understanding the object’s ontology-in-practice. 

 

In the next chapter, I will discuss how object-oriented rhetoric can be used to analyze and 

identify multiple ontologies in medical practices. Building out of the cursory notions of the 

possibilities of object-oriented rhetoric and multiple ontologies identified above, I will discuss 

how an object-oriented view of medicine reveals the ways in which they operate ontologically in 

the practice of medicine and how looking at those objects through an object-oriented, multiple 

ontologies approach reveals why discord occurs in response to the interaction of particular 

medical objects, how that relates to risk and security, and therefore why vaccines have 

functioned as a consistent site of controversial discourse since their inception. 
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Chapter 3. 
The Polymorphic Medical Object: Rhetorics of the Needle 
 

Within the black hole—like density of being, things 
undergo an expansion. The ontological equivalent 
of the Big Bang rests within every object. Being 
expands. 
—Ian Bogost 

In this chapter, I use an object-oriented approach to configure two vital questions of this 

controversy that have not been asked before: First, how do objects in medicine facilitate discord? 

Second, why have vaccines been such a consistent site of conflict?  

The short answer I offer to these questions is first that the ontologies of medical objects 

work differently in discussions about emergent disease than they do in discussions about 

maintaining health. Furthermore, I argue that the relationship of objects in response to 

preventable disease produces expectations on the part of patients about how a preventative 

medication will work, yet vaccines do not always operate as preventative medications within the 

realities of different patients; vaccines are, therefore, unstable in their multiple roles and 

functions as a preventative object. As discussed in Chapter 1, analyses of health behaviors find 

that patients tend to make decisions by weighing risks and benefits of different options, by 

asking questions like, are the benefits of curing some symptoms worth the risk of side effects? 

Yet this risk/benefit analysis, as argued by Pru Hobson-West and Stuart Blume, has been 

identified in the social science literature as limited. Blume argues that conceptualizing 

vaccination skepticism as an inadequate evaluation of risks versus benefits fails to account for 

the many, conflicting risks and relative perceptions of safety and security parents weigh when 

questioning vaccines. Similarly, Hobson-West suggests that preventative health decisions are 

made by evaluating the uncertainties of an action among a host of situated uncertainties that the 

person may face.  
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However, the problem with the paradigm of uncertainty in understanding vaccine 

skepticism—when it comes to maintaining health, rather than defeating disease—is that the 

benefit of disease prevention is intangible, while the risk is potentially great. The paradigm of 

uncertainty also fails to offer rhetorical solutions for people who maintain other formulations of 

risks and benefits associated with maintaining health or for those who articulate other concerns 

about vaccinations, such as concern about long-term evolutionary consequences for reducing 

incidents of contagious disease.  

Although parents and doctors may phrase these discussions and concerns through 

rhetorics of risk and benefit, these discussions address a larger conversation about security and 

health, in the Foucauldian sense. Foucault’s notion of security, as developed in Security, 

Territory, Population: Lectures at the College de France 1977-1978, means maintaining the 

ability to move freely with relative certainty that one will not encounter, or become the victim of, 

prohibited activity. If prohibited activity is defined as contagious disease, for example, then the 

vaccine becomes naturalized as a viable means for maintaining security. However, if other forms 

of security are desired—such as avoiding chronic, non-communicable disease—vaccine may be 

a nominal or even counter-intuitive object in the course of health decisions. In the latter 

paradigm, the ontology of the vaccine differs from its ontology as a method of maintaining 

security—it becomes the risk itself, or the mechanism of introducing risk, in a situation that is 

already relatively secured. 

In this chapter, I demonstrate how object-oriented theory allows us to analyze medicine 

as a practice and profession essentially configured and constrained by its objects. I discuss how a 

multiple ontologies approach to understanding human interactions with these objects 

demonstrates how they function as fundamentally different units and generate separate realities 
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for different actors in medical situations. In each of these cases, I continue to reflect upon the 

basic principles of object-orientation and object-oriented programming as described in the 

previous chapter, particularly the notion of polymorphism, since this is a notion—alongside 

multiple ontologies—that elucidates the object-oriented approach, by accounting for the 

multiplicity, not of interpretations or perspectives on a situation, but of realities that objects 

generate. Polymorphism works similarly in computing by allowing objects to be “the same” but 

also essentially different in one aspect of its state or behavior from other members of its class. 

When we look at objects as polymorphic, we can see how objects become multiple in medical 

settings and how—quite literally—two things can be the same and different simultaneously. 

Through this lens, I examine how the resulting rhetorics about vaccines specifically predispose 

conversations about vaccinations to be implicated in discussions about risk and security, further 

illuminating how these discourses interact and how an understanding of vaccine controversy as a 

series of misunderstandings about risk calculations is inaccurate and unhelpful when trying to 

understand how controversies arise and operate. 

 

Objects in Medicine 

To think about object-oriented rhetoric in medical settings, we must first think about the 

objects associated with medicine—what they are, what they do, and how they typically 

perform—in order to see more clearly how objects operate within the field and systems of 

medical settings. In this section I define medical objects as objects with ontologies that facilitate 

intervention with the body and outline the ways in which those ontologies operate. This 

investigation foregrounds a further discussion of the rhetorics of medical objects, and 

specifically needles, later on. 
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The overarching purpose that unites medical objects—the ontology that all objects, once 

part of a medical setting have—is to access the body as part of a response to disease. Whether 

that response is preventing disease, diagnosing disease, or treating disease, objects would not be 

useful to medicine if not for a disease that puts patients in a position to be tested or treated for it. 

Disease is an exigence, creating the conditions necessary for medical objects to come into being 

when an object encompasses a disease-response purpose as part of its operation. Although it is 

sometimes the case that a tool becomes available because someone seeks it out to treat or 

respond to a known disease, it is also true that the availability of a tool is what calls a disease 

into existence, such as a microscope that finds a misshapen cell and uncovers a previously 

unknown disease. However, although the object may bring knowledge of the disease into 

existence, the disease is always pre-existing. The disease was there, we just lacked the language 

to describe it and the technology to access it. In this sense, objects and the diseases they come to 

treat can be co-constituted; access to the tool created the disease in the human world, but the 

disease was always present, an exigence waiting to be called into being. 

 

Caveats and Qualifiers 

In this section, the vast majority of the analysis is based on analysis of and applications to 

physical illnesses, not necessarily mental illnesses. Since this is largely a discussion of how 

material rhetorics operate, I feel there is a warrant for mainly addressing manifestations of 

disease prevention, diagnosis, and treatment of discrete illnesses with organic origins in the 

body. I recognize that these are tricky delineations to make in that diseases that originate in the 

mind can produce physical dis-ease and vice versa. In the case of this and other instances, I 

would say that objects would intervene in those diseases insofar as they manifest in bodily 



Heidi Y. Lawrence  |  Chapter 3 

82 

symptoms, at which point they are still addressing the physical body, not its mental faculties. 

Even something like an anti-depressant, though it is prescribed to treat depression or anxiety 

which would be examples of diseases of the mind with bodily manifestations, still actually works 

to modify the body by altering chemicals and physical processes that influence mood and 

behavior.  

Although many objects in medicine are used for medical purposes, many also have uses 

that are entirely different outside of strictly medical settings. Needles, of course, are used for 

sewing as well as puncturing the skin; sonogram and x-ray technologies are used to detect 

unseen objects in a variety of settings; microscopes are used in scientific settings for again a 

wide variety of purposes; charts, pens, paper, lamps, examination tables all obviously have 

purposes outside of medical environments. Even a thing that is used primarily for medical 

purposes—like, say, an antibiotic—was at one time or will at some point be an object with a 

different function in another setting (i.e., a mold). Antibiotics are made in a lab and are then 

compounded and dispensed in a pharmacy. They may be prescribed in a doctor’s office in the 

form of a pill for a child, injected into an IV in a hospital for someone with an infection, or 

mixed in with feed on a farm to be distributed to animals. This is tiny ontology at work—things 

have ever-expanding ontologies within them that exist as entire universes for the object, at each 

point existing among another field of objects and taking on a new set of meanings that bump up 

against other objects, creating realities within which existences are constructed. No one existence 

is more or less significant to the object; all are equal and just as valid as another. 

My overarching definition of medical objects as objects that respond to disease raises the 

question: is disease itself an object? I would argue no. Bryant, Bogost, Harman, and Heidegger 

are all silent on the subject, despite offering exhaustive lists of objects throughout their treatises. 
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This neglect is something I find either to be a conspicuous oversight amidst the hundreds of 

examples they offer or something they categorically considered not an object.  

My “no,” though, is a tentative “no.” At one point, Bogost uses E.T.: The Extra 

Terrestrial (the video game) as an extended example of tiny ontology, whereby “E.T. is an 

interactive experience players can partake of individually or together when gathered around a 

television” as well as “a molded plastic cartridge held together with a screw, covered with an 

adhesive, offset-printed label” (18). One could say the same thing for influenza. Influenza is a 

virus, so it has a materiality (and, as a virus, isn’t strictly alive). Influenza is also the experience 

of being ill with the virus influenza—having a headache, fever, chills, nausea, etc. In that sense, 

these are equivalent examples, where there are physical and experiential manifestations of the 

thing.  

However, although the influenza virus is an object, the influenza virus and influenza 

illness are not the same thing and do not necessarily correspond ontologically. For example, right 

now, my body may be fighting off an influenza virus that I encountered this afternoon at a coffee 

shop. But for some reason—the strength of my immune system, antibodies that I have from a 

previous bout with flu—I may never develop illness even though the virus is present in my body. 

Furthermore, even if my body wasn’t able to fight off the virus, and I begin to experience 

symptoms, not every body reacts the same way to an influenza infection. I may just not feel well 

for a few days. I may just experience it as a cold, in which case despite being infected by 

influenza virus, I have experienced influenza illness without being conscious of it. By contrast, I 

could become so sick with influenza that I need to be hospitalized and end up with a long-term 

lung condition or other complication as a result of the infection with the virus. Influenza virus 

and influenza illness are, therefore, not the same thing, in the way that the CD rom that runs the 
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E.T. game and the experience of interacting with playing the game are both contained within that 

thing, where one follows always and consistently from the other. A person may possess the game 

for years and never perform the action necessary to have the experience of playing it, but, 

predictably, if it is inserted into a computer, the experience of playing will become available to 

the user in a routinized pattern. Disease does not carry the same set of operations. One operation, 

ontologically, is not necessarily contained in the other, the way that Bogost’s tiny ontology 

implies. And another disease would be even more difficult to understand as an object; something 

like heart disease that lacks a singular, organic cause or manifestation, or hypertension with 

many or no symptoms, or breast cancer with palpable signs and symptoms (sometimes) and a 

whole host of related phenomena (everything from mammograms to biopsies to breast cancer 

walks and pink ribbons) but no firmly defined cause.  

For these reasons, diseases are more productively defined as phenomena that create the 

conditions for objects to take on medical purposes as ontologies—or, as exigencies. More on 

disease as exigence later. 

 

Medical Objects 

Medical objects are tool-beings, usually aggregate humanmade objects, that are able to 

access the body. They are first and foremost invasive. Medical objects are also part of a system 

that works on and in bodies in routinized ways to 1. produce knowledge about the body, or 2. 

manipulate the body to behave in desired ways. Through these two modes of operation, medical 

objects fulfill their most essential purpose: they mediate the uncertainties of the body’s 

“subterranean realm” into knowable, predictable artifacts or behaviors. In this sense, medical 

objects are productive components of a system—they take something from one part of the object 
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system in and they produce an output, or a secondary object, that results from their interaction 

with the body. To put a medical object in computing terms, its state and behavior is always one 

of two things—either accessing or producing. 

Medical objects intervene by accessing uncertain bodies in a few routinized ways.  

There are things that allow visual and auditory access to the body: the emblem of this 

category might be the x-ray or the stethoscope. These are things that allow doctors to see or hear 

what is on the surface opaque or inaudible. In this category, we would include things like 

sonograms, fMRI, CAT and PET scans, x-rays, scopes and cameras, and otoscopes (that little 

thing with a light on it that a doctor uses to look inside your ear). Each of these instruments 

translates the activities of the body into sensory data that can be interpreted, seen, and heard by 

the physician. 

There are things that allow micro-access to the body, where the emblem is, of course, the 

needle. Needles and syringes are used to take or insert small pieces material out of or into bodies 

that can be further employed in any number of procedures that will peel back yet another layer of 

bodily uncertainty: what goes on at the molecular level, among the things that cannot be 

immediately seen, heard, or felt through any human sense. The needle’s partner in this practice is 

often the microscope, which makes cells visible, but access can also be facilitated in a petri dish 

or through the application of a dye or other agent.  

There are things that allow tactile access to the body. Here, the emblem is the scalpel, but 

we would also include speculum, saw, defibrillators, IVs, angioplasty. These are physical things 

used to manipulate the body’s own materiality by cutting it open, removing pieces of it, or 

replacing broken or inadequate parts with new ones.  
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We might also think of these modes of access existing along a continuum of invasiveness 

to how the interior of the body is accessed to give up meaning. All of these means of accessing 

the body attempt to combat the body’s opaqueness and prevent, predict, or report on the progress 

of disease. These categories also represent the ways that access occurs and the degree of physical 

participation required for access to occur.  

Second, medical objects intervene by being productive; their access to the body produces 

a result that moves the body away from uncertainty. Just like the basic state of a table is to hold 

things up, the basic state of the medical object is to allow access to the body to mediate 

uncertainties. What possible behavior can the medical object perform? Its behavior is to act on 

disease (finding it, measuring it, seeing it, interpreting it, preventing it, treating it) through some 

productive process. All medical objects operate within this class, but the states and behaviors of 

its sub-classes are polymorphic. Medical objects take on different state or element components 

depending on the ontology of the uncertainty at hand. These products operate in ways that 

perform one of three practices: diagnosing, treating, preventing.4 Objects of diagnosis access the 

body to test, look for abnormalities, or check for other signs of disease; these objects take 

samples from the body and produce knowledge-objects that give up information about the body. 

Objects that treat seek to access and modify the body in particular ways in order to restrict or 

stop abnormal functioning. And finally objects of prevention work to protect the body from 

harm, usually from disease but also from injury. 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
!

4 I classify medical objects along these three practices here as the three ways in which objects become 
encoded and routinized in medical practice and become part of the class of “medical objects.” Although every object 
has multiple ontologies, an object becomes available to medical practice by having one of these characteristics as a 
possibility for medicinal purpose. Certainly, a scalpel injures at the same time that it is used in the operation of 
curing, but the reason the scalpel becomes a medical object is its potential to treat, not to harm. As I discuss later in 
my analysis of vaccine ontologies, every object has these standard ways in which they operate as medical objects 
contained within them, yet at the same time, they have the potential to operate as different, sometimes harmful, 
objects as well. 
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In the course of access and production, medical objects configure and shape certain ways 

of asking and answering questions about the body. They shape the degree to which doctors can 

know and manipulate bodies; built into these ways of knowing are also ways of arguing or 

persuading patients that they are sick, well, or somewhere in between (by finding the abnormal 

cell, the inadequately functioning duct, or the fractured bone). These objects access the body in 

particular ways that also shape human means of interacting with disease—by understanding how 

symptoms or experiences are “an illness” even though may or may not have been experienced as 

disease.  

As much as medical objects constrain and configure notions of disease in particular ways, 

achieving and maintaining health is more complicated. While disease may be an exigence 

created when the body behaves in a harmful or improper way (like being broken), health does 

not have such clear boundaries. To go back to an earlier discussion, there might be an argument 

for thinking of disease as an object, but “health” would be even more difficult, or even 

impossible, to analyze as an object. In some senses, health is defined by mere lack of disease. 

But, of course, someone who is healthy is not just someone who technically is presently not 

afflicted with a known disease. To be healthy, your metrics also have to be good—you have to 

weigh the proper amount and have a relatively low heart beat and blood pressure, your genetics 

should not indicate that you are pre-symptomatically ill with a disease that may pop up any 

moment without you realizing it, and your good cholesterol should be high and bad cholesterol 

low. Health is also defined as a set of future expectations and present behaviors; you also must 

routinely engage in healthy lifestyle behaviors to be reasonably certain that you are doing 

everything you can to stay healthy in the meantime. Few doctors would call a person healthy 

who habitually used illegal drugs, drank alcohol to excess, or smoked, even if that person 
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“measured up” in all other ways because those behaviors are likely to cause other problems at 

any time. A person can also have incomplete access to health at any period of time; I may have a 

tumor growing anywhere in my body right now or an aneurism forming, but without symptoms 

to trigger a trip to the doctor, I won’t know about it. This is the “ticking time bomb” of particular 

kinds of illnesses: I walk around thinking I am healthy, when really I am, silently, much sicker 

than the person sitting next to me with a severe sinus infection. Health and disease, therefore, 

rest along an ever-shifting continuum and are defined according to a fluctuating set of 

experiential and diagnostic parameters to which even medical objects can give us uneven access. 

In all of this, uncertainty abounds. What is health? What is disease? How do we create 

one and avoid the other? What actors in medical systems have access to the objects necessary for 

access and production? Medical intervention also is marked by cultural expectations that people 

take responsibility for their own health, requiring non-expert humans to engage with medicine’s 

objects through diagnostic and treatment recommendations (and demands). Yet more often than 

not, medical objects are specialized, and their use is constrained by the work and gatekeeping of 

professions, whose expertise is needed to mitigate the risks that access to the body through these 

objects inherently carries. Human action is dictated by the materiality of the objects we use to 

perform medicine’s tasks: we need to learn how to “read” the sonogram, where to insert the 

needle, where to make an incision. More than just accidents or errors, disease exigence can 

change or shift more quickly than objects may appear to prevent or respond to them. An object 

used improperly, imprecisely, ineffectively, or at the wrong time unearths the medical object’s 

polymorphism when the human-intended use fails to be enacted. Consequently, risk rhetorics 

mediate these multiple ontologies of medical objects through discourse. Medical objects make 

the uncertainties of the body real, tangible, and therefore inevitable sites of discourse; the 
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expression of risk rhetorics associated with these medical objects is a reflection of the 

imperfections marked by discourse in exigencies surrounding disease. 

Finally, and most significantly, object-oriented ontologies of medical objects show how 

each object is different for all actors in a medical situation. Each human actor encounters and 

experiences the object in a different way—or to state this in object-oriented terms, each object 

interacts with another object in different ways, where the scalpel is held by one object (body) and 

cuts into another (body). Each object, with its range of possible states and behaviors, will 

perform a variety of functions simultaneously; the tiny ontology of these polymorphic objects 

facilitates separate realities where, in one reality, an object uses another object to cut and, in 

another, an object is cut by another object. These are fundamentally different ways in which the 

scalpel exists at the same time. Although we may (and do) look at medicine as a human practice 

wherein doctors use different objects to perform different tasks, we could actually look at it the 

other way around: that objects exist which form the parameters of what doctors can do, which is 

actually what shapes and dictates, well, everything: agreement, discord, controversy, decision 

making, life and death. 

 

The Polymorphic Needle 

As this discussion of the ontologies of medical objects demonstrates, objects become 

medical objects when their ontology encompasses a responsiveness to disease. As those objects 

are enacted, however, medical objects also gain rhetoric, as some object behaviors—they can 

respond to exigence, act as a constraint, and even demand particular kinds of discourse—are 

operationalized in the practices that doctors perform with them. Disease and objects work 

together as exigence and constraint to constitute the rhetorical situation in which human actors 
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respond and, consequently, produce discourse. The ontology of preventative objects produces 

specific rhetorical consequences in medical practice. Preventative objects access the body for 

different purposes than do objects that treat or diagnose, and consequently they reflect a different 

set of expectations and uses for human actors. Objects of prevention, the category in which 

vaccinations fall, function uniquely within this paradigm in two ways: first, they must be as close 

to invisible as possible to the person experiencing the preventative process, operating in a zero-

sum game requiring a combination of minimal invasiveness, few experiential results, and 

intangible, interior benefits; all because, second, preventable diseases acquire different 

exigencies once they become preventable.  

Intra-muscular vaccination accesses the body via the hypodermic needle attached to the 

syringe and produces (through the serum injected into the body) a lasting immune response. 

Compared to objects of diagnosis or treatment, the preventative object requires relative passivity 

on the part of the one vaccinated; most of the activity of the object is facilitated by the 

vaccinator. To receive a vaccination, a human must simply sit still—everything else is generated 

by someone else or by the silent, unconscious operation of the body. This passivity is enabled by 

the needle, which will be discussed at greater length below.   

Vaccines work best when they are relatively invisible to the person vaccinated, because 

the purpose of a preventative object is to maintain external homeostasis: I was disease-free, I will 

stay disease-free. There is no expectation of consequence beyond that; when we talk about risks 

and benefits of vaccination, no one ever says that a vaccine will cause weight loss or gain, 

sleeplessness, vomiting or diarrhea, fewer or more headaches, or any of the other litany of risks 

and benefits typically listed as part of a medication’s warning label. The biggest thing we may 

experience (or are supposed to experience) is “pain at the injection site,” maybe a small fever or 
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general malaise, and a fussy afternoon in the case of childhood vaccination. All of those 

experiences occur as a direct result of the immune response the vaccine is intended to produce, 

not unintended side effects (good or bad) as is the case with most other medicines. The benefits, 

however, are entirely intangible; all a vaccine promises is to ensure you won’t get a certain kind 

of illness if you are ever exposed to it. Therefore, vaccines—and all preventative medical 

objects—work by ensuring nothing happens. You really never know if it worked, particularly 

because of the growing rarity of a disease outbreak once it becomes preventable through 

vaccination. For some people, vaccines may be experienced as “beneficial” as they alleviate 

worry and encourage freedom of movement by reducing the risk of a child contracting a 

contagious disease or the ability to travel. 

For other objects and actors in the vaccination process, however, vaccines are far from 

invisible. To the body the infringement is much more significant; the skin is pierced, muscle is 

torn. The serum enters the body and an immune response is launched, producing macrophages, 

antibodies, t-lymphocyte cells and b-lymphocyte cells, and producing memory cells should the 

antigen return (CDC “Understanding”). And this will happen over and over again, particularly in 

the first year of life when vaccines are administered repeatedly to produce immunity against 

some of the most dangerous diseases infants can face. For the doctors, nurses, and health 

departments that store and administer vaccinations, vaccination is a highly material process 

requiring specialized products, training, and particular care and attention to ensure they work. 

This is another essential component of the preventative object—relative inactivity on the part of 

the person experiencing the prevention created by a flurry of objects and activity on the part of 

those doing the preventing. After all, the more the efforts required to prevent a disease outweigh 

the experience of disease itself, the less likely the preventative action is to work consistently or 
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effectively just due to normal human motivations. If people were willing to routinely go to great, 

sacrificial lengths to prevent disease, there would be no obesity, fewer instances of lung and liver 

diseases, and type II diabetes would be rare. 

A disease’s exigence also changes once its means of prevention becomes known and an 

object is operationalized to perform that task. While all diseases create an exigence, each 

exigence is different. Though both cancer and an ear infection create an exigence that demands 

response, each disease requires different objects to be deployed and systems to be engaged in 

order to respond. Yet both of these exigencies are relatively acute—diagnose; prescribe 

medication, remedy, or treatment; repeat previous step as needed; confirm cure (hopefully); 

move on.  

But preventable diseases create, if you will, chronic exigencies that demand specific 

actions be taken constantly to keep them at bay (or from having acute exigencies). There are few 

diseases, outside of vaccine-preventable disease, that can be prevented with relative certainty 

resulting from intervention of medical objects. Diseases that we might call “completely 

preventable” are largely lifestyle-related. Maybe sexually transmitted infections (STIs) are 

completely preventable, or at least some are, by simply not engaging in any intimate activity. 

Diseases associated with excessive alcohol intake, like cirrhosis, are preventable by not drinking 

alcohol (though, it is still possible to contract or develop forms of those diseases without 

engaging in those behaviors). There are drugs that regulate existing conditions and keep them 

from causing or leading to other diseases, like beta blockers or calcium channel blockers that 

regulate blood pressure and prevent heart attack, but those also treat an existing disease—

hypertension. So they are both therapeutic and preventative. Finally, hormonal birth control also 

exists as a medication that can be taken solely and to nearly guarantee prevention; however, 
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pregnancy is not a disease, and birth control prevents the normal reproductive operations of the 

body rather than protecting it from an improper, external influence that is designed to produce 

bodily injury, as is the case with disease. Hence, there are few diseases for which we can take a 

medication and, with relative certainty, know we can prevent the disease. 

Vaccines stand alone as medications taken solely for the purposes of nearly certain 

disease prevention. That is the sole rationale behind their assembly as a human-made aggregate 

object, and the fact that they are supposed to perform that function is essential to their regulatory 

power as well.  The diseases that have chronic exigencies that can be prevented with medical 

objects are largely the vaccine-preventable ones—measles, mumps, rubella, diphtheria, polio. 

These are all diseases that, at least in the world’s wealthy countries, exist constantly in medical 

settings, yet only insofar as they are vaccinated against. They are ever-present via the vaccine, 

not symptoms, and consequently, protecting against them is equated with health. Vaccines, 

therefore, become an essential object in the system of producing health, particularly in pediatric 

and family medicine. 

Altogether, as preventative medical objects, vaccines have distinct ontologies in medical 

settings facilitated by their ability to shape and respond to disease exigence as well as their 

materiality. Vaccines have a materiality that cannot be ignored, that enables certain kinds of 

access to the body and facilitates certain kinds of production to take place. The hypodermic 

needle, though small and seemingly simple, is a significant and sophisticated medical object. In 

“The Popularity of Injections in the Third World: Origins and Consequences for Poliomyleitis,” 

H.V. Wyatt discusses some cultural and social implications on the use and preferences for 

different medical delivery systems across different cultures and society. For example, Wyatt 

asks, “Injections hurt, sometimes cause abscesses and traumatic paralysis…: why then are 



Heidi Y. Lawrence  |  Chapter 3 

94 

injections so popular in many parts of the world and why is the hypodermic syringe foremost 

among Western medicines?” (Wyatt). Wyatt suggests that syringes and needles are the symbols 

of modern medicine, iconic in images from seals and logos to advertisements. Injections via 

needle and syringe are perceived to have greater therapeutic effect than tablets of any variety—

something sometimes called the “injection effect.” The vaccine’s injectable nature also makes it 

require certain professional specificity in that it has to be administered, by a professional, in a 

medical setting, unlike a pill or syrup or patch I may pick up at the pharmacy and then take at 

home. The hypodermic needle is strong enough to pierce skin and muscle while also being 

hollow enough to efficiently deliver or extract material into or out of the body, all while being 

small enough to conduct these operations without significant damage to the body. The vaccine 

serum must be cared for meticulously as well, requiring special kinds of refrigeration and storage 

as well as record-keeping to ensure lot numbers are accounted for and “best if used by” dates are 

followed. And for the parent or the patient, the consequences of the injection creates something 

else entirely—whether the result is a crying baby from being “stuck” with a needle or a sore arm, 

these are consequences specific to the vaccine’s materiality as an injection. You do not get a sore 

arm or a torn muscle or a severed nerve from taking a pill (or shouldn’t, anyway), but all of those 

things are varying possibilities from an injection. 

 As a result of that materiality, however, vaccines exemplify how objects are not stable 

units with consistent meanings, even objects with ubiquitous presence and unanimously defined 

in particular ways, like vaccines. Instead, they are polymorphic in their physical operation as 

medical objects; they function as part of different equipment systems in broad ways, in that they 

require a different set of considerations for the professionals who deliver them, the parents who 

care for the vaccinated, and the patient who experiences the vaccination. But they also have 
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different ontologies insofar as they access and influence bodies in different ways, and their 

operations have different influences on the human world as a result. Some experience the 

preventative object as it is intended—a minimally invasive, nearly invisible actor that provides 

no risk and no benefit.  

But, as is discussed further below, within the vaccine’s tiny ontology is a polymorphic 

world of differing and proliferating operations—states and behaviors—that allow us to see not 

just how different people think different things about vaccinations, but also how vaccines are 

always, already operating as different kinds of objects in different kinds of realities 

simultaneously. The evidence of this multiplicity exists in the discourses and rhetorics that argue 

for and against them.  

 

Why Vaccines?: Tiny Ontology, Object-oriented Rhetorics, and Risk Discourse 

 Using Bogost’s notion of tiny ontology, we can unpack the various ways in which 

vaccines operate in both their standard, expected ways as well as those that it generates within 

other spaces. Table 3.1 outlines the four major components of the vaccine’s ontology: that of the 

preventative medical object (its standard, dominant ideological means of operating), as a 

therapeutic object with a possible tangible outcome, as a toxic object with a minimally harmful 

outcome, and a poison that actively works to produce harm. In each of these ontologies, vaccines 

access and produce in different ways and are part of different systems of equipment that facilitate 

health and prevent disease. The object-oriented perspective on vaccine rhetorics demonstrates 

how vaccines are not just things that some parents “believe in” while others do not, and that the 

decision to vaccinate is not a product of logical reason while questioning vaccination results 

from ignorance. Instead, by seeing vaccines as having multiple ontologies, we can conceptualize  
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how they work in response to disease and health exigencies in different, distinct ways as 

different, distinct objects in the realities of actors in a given situation.  

 I want to stress, however, that insofar as these ontologies do not just reflect different 

“perspectives” on vaccines, this means that ontologies can—and, in a sense, must—coexist. 

Parents do not have to see vaccines as stable objects from within any one of these ontological 

Vaccine 
Ontology 

Means of Access and Production Equipment 

Preventative 
medical 
object 

Access is possible through willing 
compliance, for purposes of protection and 
security; “produces” life-long, essential 
component of health 

Sanctioned forms of disease 
response and protection 
(pharmaceutical medications, 
allopathic doctors)  

Ambiguous 
medical 
object 

Access is possible through willing 
compliance to secure childhood health (may 
think that vaccines are effective and 
important for avoiding childhood disease); 
“produces” short-term health but also 
generates anxiety about unknown possible 
long-term disease risk 

Combination of allopathic and 
alternative methods of disease 
response and prevention (may 
see a chiropractor but will go to 
a doctor and take antibiotics for 
an infection) 

Toxic 
medical 
object 

Access possible through persuasion (vaccines 
are likely as harmful as another chemical) 
and compliance to secure normal activities 
(going to school, qualifying for daycare); 
“produces” short-term contagious disease 
protection but unknown other consequences, 
like system overload or pollution 

Alternative methods of disease 
response and prevention (diet, 
vitamin supplements, crystals, 
yoga) 

Poisonous 
medical 
object 

Access is possible through coercion; 
“produces” illness  

Home methods of disease 
response and prevention 
(endures pain and illness for 
long-term therapeutic effects). 
May be forced to engage in 
alternative or sanctioned 
medicine through severity of 
injury symptoms. 

Table 3.1. Vaccine Ontologies. Ontologies are examined through means and access of 
production and the equipment systems of which they are a part. 
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positions at any one particular moment but vaccines could coexist as one or two or in all four 

ways at once or during differing moments in a well-baby exam. These are distinct operations that 

vaccinations perform, but a parent or physician or patient doesn’t neatly pick an ontological 

category and then say “I experience vaccines as poison.” This ontologies perspective is distinct 

from interpellated ideologies of medicine that shape different perspectives on objects. Instead, an 

object-oriented position asks “what states and behaviors are possible,” and “how does it interact 

with other, related objects to form equipment.” Those are the things the object can do. Humans 

work within the constraints of the object to act and apply what they are, which is evidenced in 

rhetoric. 

In the section that follows, I discuss further how these different facets of vaccine 

ontology work. This heuristic for analyzing and describing vaccine ontology is partially adapted 

from S. Scott Graham and Carl Herndl’s examination of ontologies of pain management in, 

“Multiple Ontologies in Pain Management: Toward a Postplural Rhetoric of Science.” In their 

study of pain experience, response, and management, they argue for a postplural, multiple 

ontologies approach to understanding how pain is experienced and treated. Graham and Herndl 

separate their categories of ontology, pain metaphysics, and pragmatic regimes differently than I 

do here, though theirs is adapted from Mol as well. I think working through these different sites  

of medical practice using these theories will necessarily invite different approaches to and 

conclusions on how multiple ontologies work in scientific and medical settings. (Graham and  

 Herndl also do not take on an explicitly object-oriented view on their site of study 

either.) Pain, they argue, is an essentially de-centered, collaborative process (in most cases) that 

requires management and response that is agreed-upon by a variety of actors in a situation—the 

patient, the primary physician, additional specialists who may be sought out for guidance 
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(physical therapists, chiropractors, mental health specialists, pain management specialists, etc.), 

all of whom will conceptualize, treat, and experience the pain differently. 

Vaccines, through the object-oriented view, operate in this multiple way but through a 

different set of resulting ontologies and schema. As Table 3.1 outlines, as preventative objects, 

vaccines function as a variety of different objects in the course of medical practice 

simultaneously; as medical objects, their states and behaviors can be defined in terms of their 

means and access, which is different depending on how the object is behaving in any given 

situation. Object-oriented vaccine ontology is also conceptualized by its as-structure: the way in 

which it connects to and links up with other adjacent objects to form equipment out of the tiny 

ontologies of vaccinations.  

 
Vaccine Ontology 

The vaccine’s ontology as a preventative medical object is present across all vaccine 

ontologies; it’s hegemonic function as this kind of medical object is what makes it present in 

medical settings in the first place. As a preventative medical object, vaccines connect to a system 

of equipment and authority that facilitates the vaccine’s power to shape disease exigence—the 

chronic exigence of the vaccine-preventable disease, already discussed. However, vaccines also 

equally exist as non-preventative medical objects as well—either as ambiguous, toxic, or 

poisonous medical objects. Vaccines function as ambiguous medical objects when they are met 

with a degree of skepticism about their complete efficacy at preventing disease without 

unwanted side-effect. This operation differs slightly from one in which vaccines operate only as 

preventative objects—they may prevent some diseases while making an individual vulnerable to 

others over the long term, or they may incompletely prevent disease (by concerns about waning 

immunity or individual inefficacy). Or the vaccine may be so effective at preventing disease that 
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the body no longer gains the ability to fight diseases “on its own,” or it may be encouraging the 

evolution of viruses and bacteria to become resistant to vaccines, producing more virulent strains 

for which no treatments are available if they actually manifest. Therefore, as an ambiguous 

object, vaccines are preventative objects that work to prevent contagious disease while also 

causing a host of unrelated, perhaps unknown, negative consequences. This differs too from 

vaccines as toxic medical objects; in this sense, vaccines are foreign, unnatural matter that are 

injected into the body and, like any chemical, pollute the body, making it generally unhealthy, 

diseased, or dysfunctional at a cellular level. It may not be acutely dangerous, it may even 

provide some preventative protection against the diseases it claims to protect against; however, it 

does that at the price of harming the body.  

Then, finally, there are people for whom vaccines operate primarily as poisons that 

injure, maim, and hurt children. These injuries range from acute, severe reactions to poisonous 

build-up that occur over the course of the first year of life when many children receive many 

vaccines, and the effects of these injuries can encompass a wide range of diseases, always 

unrelated to the disease that the vaccine is actually intended to prevent: autism, allergies, 

diabetes, depression, ADHD, asthma, auto-immune disorders, arthritis, dyslexia, cancers, and 

probably many, many more.  

By assessing ontologies in this manner, I want to be careful to not imply that these 

schema are somehow operating in decreasing levels of “correctness.” All of these ways in which 

medical objects exist are equal and coexisting, both in terms of the discourses they produce as 

well as the systems of equipment they generate. The function of vaccine as something that 

produces immunity free from side effect is just as real as its function as a facilitator of antibiotic-

resistant strains of bacteria as its function as a contributor to the development of autism. The 
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multiple ontologies, particularly in medical settings, that operate surrounding vaccines facilitate 

the simultaneous operation of this multiplicity.  

 

Access and Production 

As discussed previously, vaccines facilitate minimally invasive, virtually invisible access 

to the body through their materiality—specifically the hypodermic needle. Through their 

operation in response to disease, they also shift disease exigencies once a disease becomes a 

“vaccine-preventable disease.” These are the modes of access and production that most acutely 

and materially operate.  

Vaccines carry with them a second mode of access in addition to the material access 

facilitated by the needle: vaccines also carry systemic, regulatory mechanisms through which 

they can be compelled to access bodies. Ultimately, as I will argue below, this access is 

necessitated by a desire for health security, one that also shifts, shapes, and is shifted and shaped 

by vaccine ontology.  

Once the exigence of a disease shifts, and it becomes a vaccine-preventable disease, any 

relative frequency is no longer acceptable according to its official or sanctioned exigence, and 

vaccines must be administered among the most vulnerable to minimize risk of disease and death. 

Transforming the disease exigence into something that must be prevented once it can be 

prevented makes risk of disease undesirable and unacceptable, yet benefits in preventative 

medicine are only defined by lack or homeostasis. Without tangible benefits to outweigh tangible 

risks since vaccines carry finite benefits, the discourse naturally becomes about competing risks 

in the face of uncertainties. As Streefland et al. observe,  
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Public health programmes, including vaccination programmes, can be defined as the 

regulation, surveillance and control of bodies by the state, or by others with the 

permission or encouragement of the state. . . . Dissent, refusal and, most certainly, 

resistance are considered a threat to state power. At another level, this perspective 

addresses the state's right to coerce individuals to have themselves or their children 

vaccinated. (1714) 

Michel Foucault argues that the most important historical event for understanding why 

inoculation practices were adopted and recommended in the late 18th and early 19th century in 

Europe was the rise in tabulation of population-level statistics and risk; in short, the development 

and adoption of early forms of epidemiology. Foucault maintains that the development of 

population-wide data via the public health and hospital system allowed governments to track 

those who contracted small pox, those who died from small pox, and those who survived. With 

this data, risk factors could be determined concerning those within a population who caught and 

subsequently succumbed to small pox (60). From these numbers, “normal” distributions could be 

determined among demographic characteristics (age, sex, etc.), and risk factors emerged in cases 

where the number of deaths resulting from small pox in any category exceeded the norm (62). 

Interestingly, the first major risk factor that emerged in small pox epidemiological data was 

being under the age of 3. Therefore, in order to normalize risks across groups, steps had to be 

taken to reduce age-related risk, which meant that children would be the first target groups for 

vaccination practices once they were validated as the preferred way of preventing disease.  

Over time, the groups that have been targeted for vaccination are often vulnerable both 

physically and socially in any given instance. For example, in nineteenth century England, the 

lower and working classes were initially targeted for mandatory vaccination (Durbach). These 
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groups were at increased statistical vulnerability to contracting small pox and succumbing to it, 

given that they lived in relatively poor conditions with little access to health services. But they 

also served as a socially and economically vulnerable population; the poor and working class, if 

they resisted vaccine mandates, less frequently had access to money to pay fines imposed upon 

them and could not afford to miss work time while imprisoned for nonvaccination, yet often had 

overall less political power and agency to resist in the first place. Today, it is widely 

acknowledged that childhood vaccination in the U.S. is overall so successful because of the 

school mandate; adult vaccination is not only more difficult because adults cannot afford 

vaccines or they are inconvenient to get, but also because there are few regulatory mechanisms in 

place to compel adults to vaccinate in the same manner that children are compelled to do. In fact, 

the only institutions that have mandatory vaccination clauses for adults are health care facilities, 

the military, and higher education. Members of the military (and their families) have no ability to 

refuse the medications prescribed to them by the military, and stories of health care workers—

most famously, the New York nurse’s union—protesting flu vaccination as a condition of 

employment are well-documented. College students are also vulnerable from a regulatory 

standpoint—increasingly, they exist in a gray area between dependence and independence in 

terms of their responsibilities, abilities to make decisions, and care for themselves; furthermore, 

they live and work in close, controlled conditions that put them at a greater risk for 

communicable disease that would significantly halt the operation of the college community if a 

significant percentage of the population were to get sick. 

From a Foucauldian standpoint, it is significant that public health, as a scientific outpost 

of government, regulates access to the body through vaccination. Public health historically has 

placed a crucial role in exerting the force and authority of the state on health decisions (as 
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discussed earlier regarding small pox vaccination practices in 19th century England). Foucault 

states in Security, Territory, Population that governmentality takes “as the object of [its] 

techniques and practices the conduct of human beings” (xix). As governmentality is concerned 

with conduct, historically it has divided human conduct into what Foucault calls the “permitted 

and the prohibited” (6). As a result, security became configured as the degree to which 

prohibited activities were minimized, largely through the penal system and discipline. What 

security also comes to mean then, over time, is the freedom and certainty with which a citizen 

can exist in a population without becoming the victim of a prohibited activity, such as being 

robbed, for instance. Foucault finally defines security as circulation—of goods, persons, 

materials, and even air within a population that is “safe” and that ensure the free exchange of 

commerce. Foucault states: 

More precisely and particularly, freedom is nothing else but the correlative of the 

deployment of apparatuses of security. An apparatus of security...cannot operate well 

except on condition that it is given freedom, in the modern sense the word acquires in the 

eighteenth century: no longer the exemptions and privileges attached to a person, but the 

probably of movement, change of place, and processes of circulation of both people and 

things. (98-99) 

For Foucault, governmentality is about “the formal and informal processes through which the 

human body is managed and populations governed” (X). Foucault’s notion of governmentality 

offers an interesting way of explaining how disease, health, security, and risk relate to disease 

prevention across a population. Once preventative medical objects become absorbed into the 

system of state regulation and control, however, their modes of access change and human 
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behavior shifts with it. Some must be compelled to vaccinate, either through legal, financial, or 

socially punitive actions, in order to protect everyone from disease (or so the argument goes).  

 

Equipment 

 Finally, equipment refers to the way that vaccines as objects operate within other adjacent 

objects in systems. This is an important way of looking at vaccinations as a part of a system of 

practice—no matter how vaccines are operating, they are always a part of an embedded system 

of disease response, management, and health maintenance, not singular medicines with 

individual decisions associated with it. For doctors, they are part of professional systems that 

allow them to do their jobs of preventing disease; this is particularly true for pediatricians, for 

whom disease prevention is a paramount element of their practice. For parents, they are part of 

complex parenting decisions that aim to protect children; for patients they are part of ways of 

defining and achieving health, a nebulous and ever-changing concept. Within each ontological 

position, vaccines link up with other objects to form equipment in the goal of attaining security, 

making them part of distinct, though separate, systems. 

 

Conclusion: Ontologies and Risk Rhetorics 

Object-oriented rhetoric looks at the ways that rhetoric operates non-symbolically 

through non-human actors. Medicine, as an operation facilitated by objects and the ways doctors 

can manipulate bodies with them, is a site well poised for demonstrating the rich possibilities for 

object-oriented rhetoric study. Medicine has long contemplated the impasse that can often exist 

between doctors and patients regarding even the smallest of medical decisions; even rhetoricians 

that have studied issues in medicine and professional communication have relied largely on 
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issues of “perception” and “understanding” (or “mis-understanding”) to conceptualize 

controversies and disagreements in medicine. However, by destabilizing medicine’s objects and 

uncovering their multiple ontologies, we can see how the rhetorics that surround controversial 

topics in the medical field reflect multiple, coexisting, yet unacknowledged ontologies inherent 

in some of medicine’s most essential professional objects.  

In the case of vaccines, these gaps result in divergent risk rhetorics that reflect the spaces 

between the expressed purpose of the medical object—to prevent disease—and the vaccine’s 

ontology in operation. Rhetorics can emerge from or alongside dominant ideologies about 

medicine that reify the usefulness and safety of vaccines; they can also work against vaccination 

by producing questions about its efficacy or larger discussions about “toxins” that are also 

pervasive in other adjacent areas of health discourse, such as food, the environment, and infant 

feeding. Vaccine rhetorics unearth and reflect other consequences of and uses for preventative 

medical objects that are intended to operate preventatively but instead operate in ways that 

present higher levels of risk to the body.  

Risk rhetorics may emerge as expressions of gaps in the vaccine’s ontology. In the case 

of this present controversy, there is an overarching social condition in which the operation of 

medicine or science and its governing bodies is largely questioned across the board, in many 

different circumstances by many different public voices. Therefore, in the case of vaccines, 

medicine’s intended ontology of prevention, which reflects what a vaccine is intended to do as a 

medical object, comes into direct conflict with the vaccine’s other ontologies, which reflect the 

vaccine’s capacity to injure or harm rather than strictly prevent. When these discourses conflict 

over what vaccines could do or might do versus what they are medically intended to do, the 
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resulting tensions become expressed through risk—risk of injury, of side effect, of other 

consequences of which we may not currently be aware. 

 Competing impressions of risk could also explain why vaccine rhetorics and 

corresponding controversies can so quickly become an issue of power as well—the power of the 

doctor over the agency of the parent to make decisions for his/her own child—because the 

answer to a gap in risk discourses is trust when dealing with such an incredibly dominating 

system, like science. As Streefland (via Giddens) points out: 

Giddens has emphasized the importance of trust in ‘expert’ systems in ‘modern’ 

societies. These abstract ‘expert’ systems provide security in day-to-day life (Giddens 

112). This is a crucial departure from what he calls the traditional world, or pre-modern 

orders, where security is provided by kinship relations, the local community, religious 

cosmologies and tradition. Trust is defined here as “confidence in the reliability of a 

person or system, regarding a given set of outcomes or events, where that confidence 

expresses” (Streefland 1713).  

Trust is necessary to modernity, but it is an insufficient answer to risk rhetorics in an 

environment that lacks shared spaces of confidence in people, systems, and outcomes, as 

Streefland and Giddens observe. What seem like risks—and what are expressed as risks—are 

actually ontological differences. For the doctor who uses the vaccine as a preventative 

medication necessary to his/her professional practice, and the parent who experiences it as toxic, 

the differences between those two vaccine ontologies are expressed through risk discourse, hence 

we get dueling risks of disease (risks of complications from measles versus risks of 

complications from an unhealthy or toxic body), dueling risks of circulation (children who are 

vulnerable to measles spreading the disease around a school versus long-term, wide-spread 
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consequences of “chemicals injected into young bodies,” which may include things like cancer, 

auto-immune, or other chronic diseases), and dueling risks of security (unsafe waiting rooms 

versus unsafe childhood development).  

 

 Vaccines present possibly one of the richest sites to begin a study of object-oriented 

rhetorics. As aggregate human-made objects that have a long history of discord and 

disagreement, the questions about vaccinations have been continued and proliferated by 

generations of patients and parents. While engaging discourses about personal liberty, fears 

about autism and childhood illness, and conspiracy theories about governments and 

pharmaceutical companies, these rhetorics actually reflect the gaps that are part of the vaccine’s 

ontology, wherein it exists as a pharmakon—something that produces not uncertain results, but a 

list of predictable possible consequences not intended by the dominant ideologies surrounding its 

use.  
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Chapter 4. 
Vaccination Controversy and Professional Practice: Rhetorics of Disease and Ontology of 
Prevention in Physician Discourse 
 

“I will prevent disease whenever I can, for 
prevention is preferable to cure.”  
The Hippocratic Oath  (modern version)5 

 

 Contemporary medicine is deeply invested in preventing illness rather than curing it. 

Although curing disease is an essential pursuit of medical practice and research, cures are also 

elusive and imperfect. The line between curing and killing has been a historic concern for 

medical practice, as medicines—from antibiotics to aspirin to chemotherapy—are rarely fine-

tuned enough to attack only sources of disease in the body. Antibiotic resistance has proven that 

even known cures are temporary at best. Much of the latest research in genomics also suggests 

that individual variations in environment and DNA sequencing may be responsible for the wide 

differences in what diseases individuals contract or develop and the effectiveness of treatment. 

The idea of a cure is complicated by all of these factors. As a result, disease prevention has 

become a preferred method of intervention, from recommendations about how to maintain health 

through lifestyle choices to beta blockers that stave off heart attacks. 

  Few preventative measures, however, carry the same certainty that vaccines do. 

Producing immunity by controlled exposure to antigen through vaccination offers doctors an 

effective, time-tested route to preventing disease. Vaccination has a 200-year history of 

producing life-saving immunity to some of the most deadly diseases, even leading to the 

eradication of small pox and the near eradication of polio. Therefore, vaccination is an important 

preventative health practice for all medical specialties, but particularly those involving the care 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
!
 5 (Lasagna, Johns Hopkins University) 
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of children and other groups at greater risk of communicable disease. Research continues to 

explore vaccination as a means for preventing even more diseases, such as Streptococcus 

pneumoniae, malaria, tuberculosis, and HIV/AIDS as well as non-communicable diseases, such 

as cancers, juvenile diabetes, and Celiac disease (Nossal). 

 Garnering and maintaining widespread support for vaccination is a paramount concern 

for medical practitioners who want to prevent disease whenever and wherever possible now, and 

especially in the future, as vaccination promises to become an increasingly popular method for 

preventing disease. Even though the vast majority of patients vaccinate themselves and their 

children according to doctor’s recommendations, some vaccinations, such as flu vaccine and 

human papilloma virus (HPV) vaccine, have lower rates of uptake when patients doubt the need 

for and efficacy of the vaccination. The situation becomes even more complex when skepticism 

about the safety of vaccination writ large is questioned and results in lower vaccination rates. 

The potential damage to population-level immunity that low vaccination rates can cause means 

that the return of now-uncommon childhood diseases is increasingly possible. For example, 

pertussis, or whooping cough, is currently occurring at epidemic levels in some parts of the 

United States (CDC “Pertussis Outbreaks”). 

 This growing risk is perhaps the reason the medical profession has studied and addressed 

vaccine skepticism at such lengths in the past in scientific journals, government public health 

reports, and popular publications (Jacobson, Targonski, and Poland; Destefano et al.; Katz; Offit 

2011; Mnookin). “Anti-vaccination” movements have been analyzed largely in an attempt to root 

out the beliefs (typically conceived of as “mistaken beliefs”) patients have about vaccinations 

and develop professional counter-rhetorical and educational strategies to address and quell these 

concerns. These studies have typologized vaccine skepticism in a variety of helpful and nuanced 
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ways, but they also create two significant problems that have affected how medicine and public 

health address vaccine concerns. First, by identifying and problematizing parents’ discourses of 

dissent, the solution to low vaccination rates becomes to find a remedy to parent beliefs that 

question or are skeptical about vaccination. As a result, scientific facts are prescribed as a kind of 

rhetorical antidote to the emotional and “misguided” experiences of parents. Second, these 

studies ignore objects and systems that make up the full context of vaccination—both for parents 

and their doctors as well. Thus, by isolating and examining parent discourses, researchers ignore 

how vaccination decisions occur as part of situated professional and parenting practices, 

highlighting and examining vaccination decisions out of context.6  

 The result of this over-emphasis on parents’ dissenting discourses is that it places 

vaccines at the center of an expertise- and power-based binary: medical knowledge versus 

parental experience. In this case, when conceived as a struggle for power, each side is hesitant to 

give any ground. Attention to the context of vaccination can offer expanded knowledge of 

physicians’ positions on vaccinations as they interact with and respond to the concerns expressed 

by their patients and the public at large. Looking at vaccination as a situated professional practice 

that doctors perform as part of their workplace responsibilities reveals how vaccines constitute a 

significant site of professional communication activity for doctors and are key tools doctors use 

in their mission to prevent disease.  

 Professional communication research provides an apt set of perspectives and theories for 

analyzing workplace discourses, practices, and systems. Professional communication research, 

operating out of a rhetorical paradigm, maintains that discursive situations in the workplace are 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
!
 6 Research in social science (Hobson-West, Blume) has argued that parent vaccination decisions do not 
occur in isolation, but in the context of other parent beliefs, experiences, and concerns. This issue is discussed in 
more detail in chapter 1. 
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essentially contextual. As other studies of professional communication in medical environments 

have shown (McCarthy, Barton 2004, Barton 2000), doctors as well as patients affect the nature 

and tenor of medical discussions as they happen in practice. Doctors’ views are influenced by 

personal experiences and professional requirements, such as past treatment successes and 

failures, professional stances within their specialty, practical concerns related to their offices, 

local community needs, and the resources available to them to intervene in the diseases their 

patients present. These perspectives are just as influential in shaping vaccination decisions as 

blogs, parenting experiences, or advice or recommendations from a family member might be for 

parents. This chapter analyzes the rhetorics doctors use to characterize vaccinations to contribute 

such an expanded study of vaccination controversy.  

 An object-oriented approach to doctors’ professional communication allows us to shift 

focus in vaccine controversy from the problem of discourses of dissent to the objects and systems 

that necessitate discourse in the first place. Examining doctors’ rhetorical constructions of 

diseases shows how physicians’ desires to vaccinate are more than expressions of the power of 

scientific knowledge over the lay experience of parents, which positions doctors and patients in 

an unhelpful discursive binary. Instead we can see how the ontological practice (Mol) of the 

vaccine shapes the doctor’s positioning to disease as one characterized by prevention, rather than 

diagnosis, treatment, or cure, entirely changing the way a doctor conducts professional practices. 

In this sense, the vaccine is a different object to doctors than it is to parents, vaccinating and 

nonvaccinating alike, insofar as it signifies an intervention into diseases that might affect a single 

patient or an entire community, if an outbreak were to occur. In this sense, doctors and patients 

are literally talking about different things, even when discussing the same vaccination, because 
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the vaccine has a different ontology within the reality of the doctor than it does within the reality 

of the patient.  

 In the following sections, I outline how theories from professional communication and 

activity theory (Spinuzzi), object-oriented rhetoric (Harman), and ontology in medical practice 

(Mol) provide a useful series of lenses through which to analyze professional discourse in 

medicine. Then, using transcripts from a case study of interviews with eight doctors, I analyze 

doctors’ rhetorical constructions of disease and how vaccines as objects figure into medical 

practice. Finally, I discuss how the doing of disease via prevention, rather than cure, shapes the 

communication and practice of medicine, arguing that vaccines as objects function in unique 

ontological positions as they fulfill a main mode of intervention in professional practice. 

 

Professional Communication and Objects in Medicine 

 Studies of professional writing and communication focus on the contexts and objects of 

workplace discourses. Activity theory in particular is attentive to the systems that produce and 

are produced by professional practices and objects because it analyzes the complex systems 

within which writing and communication occurs. Clay Spinuzzi characterizes activity theory’s 

usefulness to professional writing studies: “Activity theory provides a way of examining 

complex, mediated activity in bounded cases. It supplies a socioculturally meaningful unit of 

analysis....In short, activity theory seems custom-made for providing a sociocultural case-study 

framework for writing studies” (“Losing” 450). David Russell’s “Activity Theory in Written 

Communication Research” notes that, in professional writing studies, activity theory often takes 

as its object the discursive products of professional conduct as they operate in typified ways 

across organizations, in other words, as genres (43). Genres, as they are studied in activity 
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theory, reflect an organization’s structure, values, “loci of discoordinations, breakdowns, power 

asymmetries, and sharing, and so on, within and among activity systems” (72). Spinuzzi’s 

Tracing Genres through Organizations: A Sociocultural Approach to Information Design, for 

example, explores workplace systems through their artifacts, genres, and related activities as they 

operate through discourse across organizations. Spinuzzi’s research demonstrates how the scope 

of worker activity is enacted through discursive artifacts and genres, and how those artifacts and 

genres exist as part of contexts that have different functions, valences, and implications as they 

work in and through workplaces. Third generation activity theory (3GAT) in particular produces 

research that “theorizes multiple interacting activity systems and boundary crossing” (Russell 

72), therefore encompassing and accounting for how different activity systems can come into 

contact through a shared object.   

 More recently, in “Losing by Expanding: Corralling the Runaway Object,” Spinuzzi 

provides a historic overview of the role of objects in 3GAT, discussing how the linchpin, or 

sense-maker, of an activity should be bounded by the object. The object is “both objective and 

projective: both the raw materials and the problems at hand and the use-value that is envisioned 

for those raw materials and problems” (455). Citing Yrjö Engeström, Spinuzzi states that the 

interactions between doctors and patients occur when two activity systems share an object (459), 

typically with the patient as object. Because the patient is the object of examination within both 

activity systems (that of the doctor and that of the patient), “the activity must be seen as dialogic 

or multivoiced” as it is seen within the perspective of each activity system (459). In this case, 

knowledge of the body and representations of that knowledge, such as patient charts or x-rays, 

become the objects of significance in those two activity systems.  
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 However, that knowledge becomes difficult to examine and codify when “the material 

object and its representation occupy the same space, often interfering with each other: doctors 

are distracted from the patients by their records and draw back to them when patients go off 

script” (466). As objects and their representations come into contact, contradictory motivations 

and accounts are reflected across different perspectives on the object: “The object expands to 

encompass multiple motives and to therefore become the nexus of two literate activities. It does 

this partly by encompassing representations of itself” (466). Spinuzzi posits that a possible 

strategy to ameliorate ever-expanding objects and perspectives on objects within activity systems 

is to “identify a common representational object (text)” within the phenomenological boundaries 

of the activity system and to organize actors within the activity system as those who share similar 

goals and objectives. In this way, objects become limited to the concrete inscriptions produced as 

part of and in response to activity systems. 

 Using these perspectives on activity systems, objects, and intervention in medical 

practice offers researchers in rhetoric the opportunity to reframe the discussion around vaccine 

controversy as one that follows the vaccine as an object through discourses and rhetorics doctors 

use to describe vaccinations. In the physician interviews I discuss below, the ways that doctors 

do disease are varied and shaped by professional experiences with patients, perspectives on 

disease and health within their fields of specialty, and the materiality of operating a medical 

practice within an overall objective of preventing disease. As doctors work within their 

professional activity systems, they are guided by the concerns, preferences, and requirements of 

medical practice; following vaccinations as objects through their discourses shows how the 

ontology of the vaccine shapes and is shaped by these professional issues. For doctors, 

vaccinations, as objects, are preventative health treatments that are essential to the everyday 
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practice of medicine not just because they are efficient ways to keep people healthy. They aid in 

differential diagnosis, reduce secondary complications from vaccine-preventable disease, and 

help ensure the safety and admission of immune-compromised patients to a practice. They are 

essential to how doctors do disease, particularly in practices largely devoted to preventative 

medicine. 

 

Doctors Doing Disease: Vaccination as an Object in Medical Practice 

From January through October 2012, I interviewed eight doctors in southwestern Virginia 

for this study (VT IRB# 10-489). The participants reflect a convenience sample of physicians, 

recruited via email, personal contact, and willingness to participate. Members of the Department 

of Pediatrics in a local consortium of pediatrics practices received recruitment materials via 

email, and the four doctors who responded to the email solicitation were interviewed. The 

remaining four interviewees were recruited via snowball and friend-of-a-friend sampling, 

through professional contacts in the area. The resulting interviews consisted of a wide range of 

physicians in different practices, specialties, years of experience, and positions on vaccinations, 

as well as both male and female participants. Overall, I interviewed four general pediatricians, a 

pediatric oncologist, a pediatric infectious disease specialist, a family practice physician who is 

also the director of a public health district, and an obstetrics and gynecology (ob/gyn) specialist. 

The interview responses reflected some areas of distinct difference based on specialty but also 

some important areas of consensus as well. 

The interviews were conducted in a semi-structured, sociolinguistic-style format, 

designed to elicit natural conversation, covering a range of questions about the physician’s 

overall background, position on vaccinations in general, and experiences with flu and flu vaccine 
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in particular. For purposes of this study, focusing on flu vaccine offered a wider view on 

vaccinations among a variety of populations, not just children and infants. Flu and flu vaccine 

are also areas of particular interest in public health; although the CDC recommends that all 

individuals over the age of 6 months get a flu shot annually, vaccine uptake is overall far below 

thresholds necessary to control disease, particularly among adults. Interviews averaged 45-50 

minutes in length and were conducted in a variety of locations—doctors’ offices (when possible), 

doctors’ homes, and in an academic office at Virginia Tech. The doctor and practice names 

provided below are pseudonyms to protect the anonymity of study participants. 

These physicians report that vaccination functions as a complex professional issue that 

affects all aspects of their practices, from the purchase and storage of vaccines, to the safety of 

their waiting rooms, to the insufficiency of the time they have to spend talking to parents about 

vaccines. They also demonstrate a wide range of ideas about which diseases are the most 

important to prevent in striking comparison to which vaccines they get the most questions about 

from parents. For all doctors, though, vaccines function as a critical professional tool, essential to 

the purpose of their jobs and the daily operations of their practice. 

Overall, three themes related to the value of vaccination as a medical object were 

expressed throughout the interviews. First, the benefits of vaccination, for doctors, stretch far 

beyond just the prevention of disease. Vaccinations assist with differential diagnosis, reduce the 

chances of secondary complications among patients who contract vaccine-preventable disease, 

and limit the use of antibiotics, which may cure secondary infections at the expense of serious 

side effects to the patient and contributing to general antibiotic resistance and thus depleted 

treatment options overall. For these doctors, the value of the vaccine is deeply connected to the 

perceived severity of the disease it prevents. Their views are rooted in personal experiences with 
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severe diseases in emergency rooms and hospitals, diseases that often resulted in injury or death 

for the patients. Second, disease severity varies based on perspectives linked to physician 

specialty and the risks associated with each disease relative to the patients they most commonly 

treat. And finally, other professional activities located in the context of the local community or 

individual practice also factor greatly in doctors’ perspectives on vaccination. Local outbreaks of 

disease motivate increased attention to vaccinations among patients and practitioners and shape 

the importance of a vaccination relative to the contexts of the local area. Vaccinations also help 

ensure the safety and acceptance of immune-compromised patients to a practice, of which there 

are a growing number.  

 

Disease and the Benefits of Vaccination 

One of the most striking observations I had almost immediately after I began these 

interviews was that, although I had contacted doctors to interview them about vaccinations, our 

conversations were chiefly about diseases—their relative severity, how they are treated, and the 

importance of preventing them. Each vaccine-preventable disease we discussed had different 

levels of risk associated with it based on the treatment options for the disease, its rate of fatality, 

and the populations the physician chiefly served in his or her practice. For example, some 

doctors were willing to admit that varicella (chicken pox) vaccine wasn’t entirely necessary for 

some children7 and therefore was something they were comfortable with parents refusing or 

delaying, while for other doctors, chicken pox was described as a deadly disease that could be 

fatal to immune-compromised children and adults. I soon realized that, for these doctors, to talk 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
!
 7 This vaccine is administered to children beginning at 12 months of age, with a booster shot recommended 
between 4 and 6 years of age. Either the vaccination or proof of disease/natural immunity is required for school 
entry in Virginia.  
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about vaccination was really to talk about the best way to respond to disease. Some diseases 

needed to be prevented at all costs because the ramifications of contracting disease included 

severe symptoms, few or inadequate treatment options, and high likelihood of disfigurement or 

death, while others were acceptable because they were perceived as mild or treatable depending 

on the child’s overall health and family situation (i.e. if there was a parent or caregiver available 

to stay at home with the child if he/she became ill with chicken pox). Dr. Lambda, a family 

practice doctor who is also director of a public health district, described disease severity relative 

to the patient—for a pregnant woman, it might be flu, whereas meningitis would be the biggest 

concern for an elderly patient traveling to a region where meningitis is endemic. 

Overall, diseases that could make a child very ill, very quickly, such as meningitis, were 

of the greatest concern to the pediatricians interviewed. Meningitis is preventable by three 

vaccines that protect against meningococcal, Haemophilus influenza B (Hib), and 

pneumococcal8 infections. Doctors described a complex of factors in defining the seriousness of 

a disease. Although antibiotics can treat many of the infections that cause meningitis, they are 

limited in that they carry risks of additional side effects, and the disease be diagnosed quickly for 

treatment to be effective. Yet as will be described further in the physician interviews outlined 

below, Hib infection in particular presents with non-specific symptoms that could be a number of 

viral or bacterial illnesses initially; only upon further, and more invasive, testing can Hib be 

confirmed. That vital time lost treating Hib contributes to its severity as well, as a child can 

begin to become very ill, very fast past a certain threshold. Furthermore, Hib and pneumococcal 

infections can cause a broad range of other ailments and complications, such as pneumonia and 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
!
 8 Hib and pneumococcal vaccine (PCV) are administered to infants at 2, 4, 6, and 12-15 months; 
meningococcal  vaccine (MCV) can be administered as early as 2 years of age, though is not officially 
recommended for all children until 11 years of age. 
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epiglottitis (CDC “Hib Vaccination”). According to the Children’s Hospital of Philadelphia 

(CHOP), the first Hib vaccine was licensed in 1985. About 20,000 children in the United States 

developed “severe Hib disease” each year before the vaccine, with nearly 1,000 fatalities 

(CHOP). The pneumococcal vaccine administered to children today was licensed in 2000 and 

presently protects against 13 strains of bacteria.  

The Hib and PCV vaccines have not only reduced the numbers of infections and deaths, 

but they have changed the standard practices for diagnosis and treatment of children with fevers 

in pediatric practices. Dr. Zeta characterized the risks and treatment of Hib and pneumococcal 

infections pre- and post-vaccine as follows: 

Kids will have fever, maybe the younger kids don’t feed well. Within 24 hours they can 

become comatose. So we spent a lot of time as residents evaluating kids who came in just 

with fever and no other reason, and usually it’s just a viral illness, that’s what we find 

now, but back then you didn’t know, is this just another viral illness, or do they have 

early stages of Haemophilus or pneumococcal sepsis, and Prevnar, the pneumococcal 

vaccine, that’s the other vaccine that’s made a huge difference. So, we used to do a lot of 

blood work on kids, a lot of spinal taps on kids, under a year of age, coming into the 

offices or emergency rooms to make sure they didn’t have occult sepsis or meningitis so 

there’s a lot of morbidity associated with kids coming in with fever, a lot of kids got 

hospitalized, to make sure they didn’t have it, and that’s all gone away, since vaccines. 

So our approach is very different to say a 1-year-old who has a fever now compared to 

what it was 20-30 years ago. Assuming that they’ve been vaccinated against these 

particular diseases.  
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Dr. Alpha, a pediatric infectious disease specialist who focused most of her career on treating 

pediatric AIDS patients, described similar experiences treating children prior to the introduction 

of vaccines that protect against meningitis. Overall, Dr. Alpha described the experience of 

diagnosing and treating meningitis before vaccinations as one characterized by uncertainty. In 

the case of children who presented with non-specific symptoms, like high fevers that could be 

caused by a number of infections, the time spent determining a diagnosis was time inevitably not 

spent treating the disease itself; at the same time, once tell-tale signs of meningitis (such as spots 

on the extremities) were present, the child’s risk of severe complications and death had increased 

substantially. Even with treatment, children could still have permanent repercussions from 

disease, such as lost limbs and heart conditions. She also described the experience as one 

dominated by a constant sense of responsibility for taking care of a child who presented with 

life-threatening symptoms:  

When we would be on call at night, we would see children come in with fever, and um, 

sometimes they would be crying because they were in pain or sometimes they were 

totally quiet and they were the scariest because they were so overwhelmed by an 

infection they didn’t even cry....we were responsible for drawing up all the blood, doing 

all the spinal taps, and getting all the antibiotics in.....We would literally push the 

antibiotic and then a steroid, you know, to try and get the antibiotic on board but 

minimize the inflammatory response, so you wouldn’t have an overwhelming response 

that might make the child very sick.   

  

So, and sometimes it would be, or you would be in clinic and you would see u-uh a child 

out there and they were waiting to be seen and you might see little spots on that little 
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child’s hands and feet and you thought [finger snap] meningococcal meningitis, get that 

mom in here because you knew that child could have overwhelming sepsis and just die 

before you even get them to the hospital or survive with missing limbs or hands or, you 

know purulent fluid around their heart. 

  

And so y-you were just THERE and we were responsible, we had no protected hours, we 

could be on for 36 hours and you would be responsible for that child. A lot of times you 

didn’t want to LEAVE because, you know, were trying to save that, develop the sense of 

responsibility for that child.   

Drs. Alpha and Zeta describe a range of complications in the treatment of meningitis before 

vaccines were developed. Diagnosis was difficult, invasive, and time-intensive; complications 

from meningitis develop quickly, with serious consequences; and even antibiotics needed to be 

administered with care to ensure they didn’t do more harm than good. However, after those 

vaccines were developed, Dr. Alpha reports: “now you can say, well, it’s probably not [Hib]. It 

can almost help you with differential diagnosis.” If a child is up-to-date on vaccinations and 

presents with a high fever, the number of possible diseases it could be is at least reduced, shaping 

the courses of action to diagnose and treat the potential ailment.  

In both of these cases, we can see how vaccines have real, tangible effects on the 

professional practices of doctors. Vaccinations fit in to the complex situation contributing to not 

just the prevention of disease in healthy children, but one that greatly impacts the treatment of 

and response to sick ones in clinics and emergency rooms as well.  
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Disease Severity and Specialty/Sub-specialty 

Perceptions of disease varied based on perspectives rooted in physician specialty as well. 

The general pediatricians interviewed largely stressed that their jobs were to prevent disease—

“to produce a healthy adult at the end of 18 or 21 years of care,” as stated by Dr. Delta, a general 

pediatrician. However, maintaining health by limiting exposure to contagion functioned as a 

primary professional goal for other specialties, such as pediatric oncology. For the pediatric 

oncologist I interviewed, her relationship to vaccines is shaped by the ways that pediatric cancer 

constrains the ways her patients are treated.  

The consequences for patients of Dr. Gamma, a pediatric oncologist, should they contract 

any vaccine-preventable disease, are severe, and the grave concern she has for her patients was 

largely reflected in her vehement defense of vaccines. In contrast to the discussions I had with all 

of other doctors, chicken pox emerged early in the interview as a disease of significant concern, 

as opposed to Hib or pneumococcal meningitis. Later, as we discussed chicken pox more, Dr. 

Gamma explained that she had participated in early research for a chicken pox vaccine while at 

another research institution; this was an area of significant interest for her in particular, she 

stated, because it was a vaccine designed to help immune-compromised patients, like her cancer 

patients. Her characterization of the severity of chicken pox to pediatric cancer patients also 

explained the reason this vaccination was particularly important to cancer patients: 

I have people who fly on airplanes, and you realize your child has Chicken Pox, right? 

“Oh yeah.” I said, well, you’re not supposed to be flying. “Yeah, don’t tell anybody.” 

Yeah, really nice, so you know, the person sitting next to you has breast cancer? And 

they’re in active therapy? Thanks. You know, they don’t get that they can kill people 

doing this....I just don’t, people are not cognizant of risks they put others in....So, I don’t 
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necessarily have any problems with exposing normal healthy children to chicken pox, 

although, of those, one of those children is going to have meningitis or overwhelming 

sepsis. Happens every year.  

Here, Dr. Gamma outlines the full range of concerns as they relate to cancer and other immune-

compromised patients writ large that was also offered by other physicians in the study as well; all 

diseases carry the risk of severe complications, even for healthy children and adults. Even if one 

healthy individual is able to fight off a vaccine-preventable disease, there is no way to know 

what the immune status is of the people with whom that individual interacts, even in casual 

contact with strangers on a daily basis. Dr. Gamma cites vaccinations as a way to mitigate these 

many unknowns associated with disease. 

 Furthermore, many pediatric cancer patients cannot be vaccinated or will lose immunity 

once beginning treatment, so they rely on population-level immunity—called “herd immunity,” 

“community immunity,” or “cocooning”—to protect them from contagion during and after 

treatment. Dr. Gamma described how this need to protect cancer patients often demands 

significant effort on the part of families of a child with cancer. For example, siblings who have 

not had chicken pox must be vaccinated so that they do not accidentally bring chicken pox home 

from school and infect their sibling undergoing treatment for cancer. However, they also cannot 

have any contact following vaccination because varicella is a live-virus vaccine that actually can 

transmit attenuated varicella, which is a weakened form of chicken pox that can still be serious to 

the immune compromised. As a result, siblings must often be vaccinated and then stay away 

from the family for a week or practice other safety measures to ensure the cancer patient is 

protected by a cocoon of immunity in the family. This need extends to the child’s outside 

community as well: 
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And in fact, one of the things that we tell families, you know, cause they’ll say, “What 

can we do to help this family?” and I’ll say, “Tell everybody to get the chicken pox 

vaccine at school so your child can go to school safely.” Yeah, so, because, you know, if 

their classmate breaks out with Chicken Pox, it means, you know, a long stay in the 

hospital for them, it interrupts their therapy, it decreases the chances that we’re gonna 

cure them. It’s huge....huge. Same thing with the flu. So, you know, these diseases are 

devastating to the population I treat, and so I get very twitchy when people don’t want to 

vaccinate. 

Here, Dr. Gamma articulates the stakes of community vaccination for cancer patients very 

clearly: not only does vaccination keep a child with cancer protected from vaccine-preventable 

diseases, but vaccination helps ensure the efficacy of chemotherapy treatment, meaning a 

difference between life and death for a child undergoing intensive care. Preventing these 

conditions is a primary professional concern for doctors in these different practices, 

demonstrating how the doctor’s background and context of disease shapes the vaccines they 

require, the objects they use, and the rhetorics they employ to characterize the vaccine’s 

importance to patients.  

 

Local Contexts and Professional Practices 

Professional issues relevant to local community contexts also factor in doctor’s 

perspectives on vaccination. In this locality, an outbreak of pertussis occurred during spring 2011 

among children in a private school that was lax on its vaccination requirements in a nearby 

county. Even though none of the physicians I interviewed were directly involved in that incident, 
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it nonetheless caused practices throughout the area to respond in a variety of ways, consequently 

changing these doctors’ practices and policies. 

Most significantly, in fall 2011, a private area pediatric practice, ABC Pediatrics, 

changed its vaccination policy to state that families that would not vaccinate according to AAP 

guidelines would no longer be seen by the practice. Families who were currently seen by ABC 

Pediatrics and were not up-to-date on vaccinations had to choose whether they would receive the 

required vaccinations or select another practice for their pediatric care. I interviewed two doctors 

from that practice, Drs. Zeta and Kappa, who both described the policy as a decision that was 

difficult to make. Although the original proposals for the policy had been initiated years earlier, 

ultimately the outbreak in Floyd County tipped the scales in favor of such a policy. Both doctors 

cited the need to protect other children in the practice who had compromised immune systems in 

the event of another outbreak. Dr. Kappa, who described himself as one of the physicians who 

led the effort to institute the new policy, characterized the rationale for the policy as follows: 

You have 5% of the population that really relies on other people who are healthy and can 

get vaccinated to be vaccinated. There are the children who, maybe they have cancer, the 

others have a parent or a grandparent who has cancer, then you have someone who’s had 

an organ transplant. We’ve got some kids who are walking around this office with heart 

transplants. They’re on immuno-suppressive agents. They cannot be vaccinated...they just 

can’t. So, their risk in their own waiting room was an issue....And then we have another 

child over here whose family has decided to decline the vaccine and has come in with 

some symptoms that could be vaccine-preventable illness that’s very contagious and 

could be deadly to the same child with the heart.  
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He also stated that non-vaccinating families posed risks to larger health care systems, including 

hospitals, since parents may take children with very high fevers or other ailments to the 

emergency room for treatment without alerting the hospital staff that the child was not fully 

vaccinated; this behavior posed, again, the risk of putting others with compromised immune 

systems in hospitals at risk for catching highly contagious, vaccine-preventable diseases. 

 Dr. Delta, another general pediatrician in the area not affiliated with this practice, stated 

that the policy change at ABC Pediatrics affected her practice as well by forcing the office to 

respond with its own policy regarding vaccination. Although they chose to continue seeing 

existing patients who were hesitant toward vaccinations, they did restrict new patients, 

particularly in the immediate aftermath of the change at ABC Pediatrics:  

I think that all of us feel that vaccinations are very important, right across the board, and 

we have said as a practice that we would not take new patients that were not planning to 

vaccinate at all....What our practice has said, and we did this after [ABC Pediatrics] came 

out with their statement. We said, okay, what are we gonna do? And we said very quickly 

we would not take their [patients] that they were following that were not vaccinating. 

That we didn’t feel comfortable and that we didn’t want to be seen as sort of the practice 

where everybody came who didn’t want to vaccinate. And we said that partially because 

we felt like we had a responsibility to our other patients. If we agreed to bring in all of 

those people that don’t vaccinate, then sitting in the waiting room, we’re putting our 

patients at risk.  

At Dr. Beta’s ob/gyn practice, the situation was also complicated by the simple logistics of 

shared office space with those who saw patients who became ill with pertussis during the 

outbreak. Dr. Beta recounts: “I had to go get pertussis booster because we share office space with 
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the family practice from which that kid with whooping cough came. So, that and the kids at that 

school in [nearby county], a lot of those kids came to the family practice where I share office 

space. So I had to go...get my pertussis vaccination.” Although he did not report that this had a 

significant impact on his practice, he also stated that “Now, there’s also our recent, some recent 

emphasis on pertussis because they had a whooping cough outbreak in [nearby county]. And so, 

they kind of brought that back to the kind of forefront.” Thus, smaller, local contexts of 

professional discourses and practices also influence doctor’s need for vaccine and the vaccine’s 

ontology-in-practice, since the vaccine takes on a new operation in the context of an outbreak of 

infectious disease that puts an entire region in immediate risk. Ultimately, the consequences shift 

significantly for patients as well, who may be more likely to request (or be required to obtain) 

vaccinations.  

 

Doing Diseases, Cures, and Prevention: Objects and Ontologies in Vaccination Discourse 

 Examining doctors’ professional communication about vaccinations shows how current 

conceptions of vaccine controversy, understood as chiefly a problem created by misguided or 

mistaken parent beliefs, are incredibly limited because they do not fully account for the role that 

vaccinations play in medical practice. Analyzing physicians’ arguments about vaccines as 

objects of medical intervention reveals some possible significant, yet under-recognized, 

components of vaccine controversy.  

 Mainly: if doctors do disease through their means and modes of intervention, as Mol 

suggests, then choosing to intervene by preventing disease instead of managing or treating it 

means that the object of that intervention has a particular ontology-in-practice, shaping and 

shaped by the physician’s professional stance, one that works primarily to avoid contagious 
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disease. Following the vaccine as an object through the doctors’ discourses demonstrates how its 

materiality creates particular professional consequences in physicians’ day-to-day operations as 

well. Furthermore, if doctors and patients operate within different activity systems that align with 

the patient as the shared locus of interaction, as activity theory maintains, then those activity 

systems do not merely see objects differently—those activity systems constitute separate realities 

where vaccines have different ontologies based on the different meanings, relationships, 

associations, and valences the vaccine has within each system. When examined from this 

perspective, a number of factors emerge as significant ways to re-think this controversy through 

its object-oriented rhetorics in comparison to earlier studies of vaccination controversy. 

 First, vaccines are professional objects that dictate how doctors do disease by intervening 

via prevention, not cure. It is significant that, for these doctors, to talk about vaccines was really 

to talk about disease—disease severity, the risks for their patients, and adequacy of available 

cures and treatments. By doing disease primarily through prevention, doctors are able to distance 

their practice from the things disease signifies, such as severe symptoms, inadequate treatments, 

unsafe waiting rooms, the responsibility of a gravely ill patient. The tension between doing 

disease via prevention versus via cure becomes most clear in the discourses about meningitis and 

the vaccines that prevent it (Hib, PCV, and MCV) and is perhaps why it was mentioned by 

doctors so frequently in the interviews. Doctors describe meningitis as severe, life-threatening, 

and quick moving—the kind of disease where the doctor’s only way of “doing” it are inadequate 

(pushing antibiotics in the right dosage to kill the disease but not the patient) and invasive (spinal 

taps and blood tests on an already gravely ill child). And even if those attempts were successful, 

children could still end up with life-altering conditions or disfigurement. In this case, the ways 

doctors do meningitis is largely uncertain, full of failure, and function via loss. By contrast, a 
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vaccinated child who presents with a high fever will not be suspected of being infected with Hib, 

pneumococcal, or meningococcal diseases. Spinal taps will not be necessary. High dose 

antibiotics will wait. Consequently, the vaccination, as an object, is a way of doing something 

different—it is an intervention in disease that produces health, not via cure, but via prevention.  

 Vaccinations also create an exigence of disease as one of management and control, both 

as it affects an individual patient and others in the community. In this sense, by choosing to 

prevent disease, the disease is both smaller and larger than the patient, as seen from the view 

within the doctor’s activity system. Diseases are small, microbial agents that the doctor can 

prevent at the microscopic level within the body through the vaccination. That smallness also 

facilitates their opportunistic movement among the healthy and the sick. Yet if disease is not 

prevented, it becomes bigger, engaging entire systems and networks of resources if even one 

patient becomes ill. And disease becomes bigger still when it spreads beyond the individual and 

infects other, more vulnerable members of a practice who put themselves at risk simply by sitting 

in the doctor’s waiting room. Vaccines, as objects, become the linchpin in the entire apparatus of 

prevention by controlling disease at the micro-level in a patient, ensuring safety at the macro 

level as well.  

 The issue of waiting room safety and immune compromised patients also factored 

significantly into the doctors’ rationales for supporting vaccines, again correlating the need for 

vaccine to disease risk. Doctors, by the very nature of their jobs, see a wide range of illnesses 

that the average person who does not work in the healthcare industry is unlikely to see. Diseases 

are described as almost having their own agency as they move through a community and pass 

from “healthy” people who can fight them off to those who cannot. As Dr. Gamma states, 

chicken pox might be fine for a healthy child, but the risk that the child will pass varicella to a 
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person with cancer, a recent transplant patient, or an elderly person with a weakened immune 

system is perceived as larger by a doctor. The doctor’s experience of disease is different than that 

of a non-physician in that he or she constantly interacts with sick people.  

By contrast, most people outside of the healthcare industry can go days, weeks, or even 

lifetimes without encountering people who they know are sick with serious, chronic conditions 

that affect the immune system. This stance further reinforces Mol’s idea of multiple, coexisting 

realities in medical practice—when a doctor examines a patient sick with chicken pox, that 

doctor does not just treat that child and that case of chicken pox. Also implicated in that case of 

chicken pox are: another child with a heart transplant, unable to fight even a minor childhood 

disease because of immuno-suppressive medication, an immune-compromised grandparent who 

might have cared for the child for the afternoon before he was symptomatic, and a contaminated 

waiting room. Meanwhile, the child sick with chicken pox is something entirely different to the 

parent—a week of lost work, a household of children who may become ill, a potential trip to the 

emergency room in the case of complications, etc. Doing disease, for doctors, does not just 

happen at the level of the patient or through the interactions of the doctor and the ill person but 

happens almost between the doctor and the disease itself, as the doctor becomes responsible not 

just for treating the person but also for controlling the damage the disease can do beyond just the 

single patient. 

 This desire to contain and manage diseases via prevention may also further complicate 

the highly-publicized, though scientifically debunked, association between vaccinations and 

autism. The vaccine/autism controversy emerged in the late 1990’s as a result of two events—

Andrew Wakefield’s publication of a study that posited a connection between the measles, 

mumps, and rubella (MMR) vaccine and autism, and an EPA inquiry into thimerosal, a mercury-
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based preservative used in vaccines. Although thimerosal was never proven to be harmful 

(thimerosal is ethylmercury that does not have the same neurotoxicity as methylmercury, the 

type of mercury that is known to be poisonous and was not used in the MMR vaccine), and 

Wakefield’s study was later proven have been fraudulent, skepticism about the MMR vaccine 

and all vaccine ingredients has nonetheless remained in the popular mindset since that time. The 

doctors interviewed often reported that the MMR-autism connection was the vaccine most 

parents were worried about and was the vaccine that got the most questions from parents. Yet 

none of the doctors interviewed stated that measles, mumps, or rubella were among the diseases 

they were most concerned about their patients contracting. These diseases were rarely even 

mentioned, particularly in comparison to meningitis or even chicken pox. From the perspective 

of doctors, in some ways, the vaccine/autism controversy adds insult to injury when it comes to 

the ways they do disease. Not only did those events call into question the MMR vaccination, 

meaning that doctors were forced to reassure parents a vaccine that is, from their perspective, 

completely safe, but by challenging the safety of vaccine ingredients—preservatives, adjuvants, 

and other components of all vaccinations—all vaccines became suspect for some parents. As a 

result, the fears about a vaccine that protects against relatively inconsequential diseases put 

children at increased risk for these diseases for which the doctor’s most effective method of 

intervention is prevention.  

 In addition to addressing professional concerns about disease prevention, the physicality 

of vaccines as objects also greatly influence doctors’ practices. As material objects, vaccines 

carry with them a range of professional issues beyond risks and benefits of vaccines versus the 

diseases they prevent. Although vaccinations can be administered in a variety of places, 

including pharmacies, schools, the local health department, and even Wal-mart, vaccines 
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comprise a significant portion of what many doctors, particularly pediatricians, do. Vaccines 

must be ordered, properly stored, and ordered in quantities that are appropriate to practice 

administration to ensure vaccines are neither scarce nor go unused if too few or too many batches 

are ordered. Vaccinations are administered mostly through highly specialized means and 

procedures—not just anyone can perform a vaccination. Some vaccines must be administered 

directly into muscle, while others can be injected below the skin. Vaccines, particularly 

pneumococcal vaccine, undergo updates to protect against more and more strains of the disease, 

meaning that vaccine records must be carefully monitored to ensure the most appropriate 

vaccination is given at any time; furthermore, some manufacturers create combined vaccinations 

out of vaccines typically given at the same time and are trademarked under different brand 

names (such as Pediarix, developed by GlaxoSmithKline, which combines the TDaP, Hepatitis 

B, and polio vaccines). So if vaccinations are given at multiple doctors’ offices or if different 

vaccinations are available depending on the circumstances at an appointment, doctors and nurses 

must be careful to not duplicate vaccinations or deliver a vaccination at the incorrect time.  

 Finally, this view on vaccines as objects with particular ontologies related to disease 

prevention for doctors begins to put some of the most significant differences between the 

ontology of the vaccine for doctors versus parents into stark relief. For example, the mechanism 

through which most vaccines are administered—a hypodermic needle attached to a syringe—also 

has its own set of enactments and means of intervening that affect doctors and patients in 

different ways. The physicality of the vaccine has implications for physicians in their practice in 

that there is a wide variety of options and choices regarding needle type and gauge as well as 

storage requirements and demands for the vaccine itself, all of which will equate to how the 

vaccine is administered. But these decisions also relate to relative levels of pain felt by the 



Heidi Y. Lawrence  |  Chapter 4 
 

 133 

patient and the overall experience of being vaccinated as well. Being stuck—the “shot”—with 

the vaccine is a traumatic moment for the patient, eliciting affective and physiological reactions. 

The association of a baby crying after a vaccination is nearly ubiquitous, but the physical impact 

of “a shot” may mean fainting for a teenager receiving a Gardasil or meningococcal vaccine or 

low-grade fever and flu-like symptoms following an adult’s flu vaccination as well. The reality 

of the patient is, to use Mol’s concept, enacted alongside that of the physician, but they still exist 

in separate realities where vaccinations have different ontologies. For the physician, the needle is 

a specialized, expedient device for administering life-saving disease prevention. It is also a safe 

waiting room, a test that might not need to be run during a later appointment with a child who 

has a high fever, another lot of vaccine and another hypodermic needle used. For the patient, the 

needle may be fear, a crying baby, a disrupted afternoon (and night of sleep), or even possibly a 

severe reaction that necessitates a trip to the hospital. 

  

 Ignoring these separate, yet coexistent, ontologies of the vaccine within doctor and 

patient activity systems has allowed the object-ness of the vaccination to be obscured by the 

discourses that emerge around it—those about autism and reactions and allergies and myths 

people read on the internet and even doctors’ insistence that parents “get the facts.” What might 

appear to be arguments that engage the ethos of the doctor versus the parent, the logos of 

scientific fact, or the pathos of a mother’s emotional reaction to a story she read on the internet, 

when examined through an object-oriented rhetorical approach, reveal an entirely different 

phenomenon. Vaccines are objects of intervention that are essential to the profession’s most 

basic mission to seek prevention, rather than cure, to disease. For doctors, it is not that vaccines 

are simply time-tested, or very effective, or scientifically proven to be safe that makes vaccines 
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so important; it is that vaccination facilitates a way of doing disease that intervenes and produces 

the certainty of prevention rather than the uncertainties of disease. Yet this is the point at which 

parents and doctors might differ most significantly. Where the doctor administers medicine that 

avoids meningitis, parents obtain a shot, a medication given to a perfectly healthy child with the 

purpose of making it sick, even if it is in a small, scarcely detectable way. These are differences 

in the vaccine’s ontology and the realities of doctors and parents that must be accounted for and 

addressed if this public controversy is to be understood as anything other than a power- and 

expertise-based binary between expert and lay sources of knowledge. 
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Chapter 5. 
Parenting and Medical Objects: Ontology of Poison in Vaccine Controversy  

 
“You’ll hear the word anecdotal, and it’s absolutely 
anecdotal. It’s our story. . . . Someone’s story is 
evidence.”  
—Robert Krakow, parent  

 

In Perfect Motherhood, Rima Apple begins by recounting, “For millenia, parents—and 

by parents here I mean mothers—were believed to know instinctually and with common sense 

how to raise their children;” however, over time, “Instinct and tradition in childrearing were 

replaced by all-important medical and scientific advice” (2). Apple calls this a transition to 

“scientific motherhood,” reflecting a “belief that women need assistance in raising their families 

healthfully . . . in the form of medical and scientific expertise” (22). Though this situation has 

evolved and changed over time, “in contemporary scientific motherhood,” Apple argues,  

modern mothers...continue to be responsible for the health and well-being of their 

families, and they expect to learn from current scientific and medical literature, to 

evaluate the mass of books and advice available, and discuss options with their chosen 

physician or nurse-practitioner. This partnership does not insist on unquestioning 

allegiance to a health-care provider; there is no authoritarian physician on the scene. In 

many ways, this partnership concept makes the ideology of scientific motherhood much 

more demanding today than formerly as women must select from the host of advice 

before them. (155) 

Therefore, scientific motherhood, as it operates in the early 21st century, might be characterized 

as something of a negotiation—a process of taking in information from a variety of sources, yet 

not “blindly” following it. Parents are expected to evaluate different kinds of information and 

resources and then make the best decision for their families or their babies.  
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It is possible that nothing complicates this experience more than the internet, with its 

cacophony of competing voices demanding parents behave in different ways or consider 

different perspectives before acting. By simply making parents aware of the many, many 

different options and actions and choices available to them in every particular parenting 

situation, each question that comes up results in a proliferation of possible risks, benefits, short-

term and long-term consequences, people who might be offended, and actors (familial, local, 

state, national, or even international) that may be affected by a single choice that the parent 

didn’t consider. With every Google search, parents find themselves faced with so many options 

and so many possible answers that what they choose not to do is just as present in their minds 

and actions and homes as what they actually do. The result is a concatenation of questions, 

worry, stress, and anxiety over issues large and small. 

This chapter begins here—with the stress and anxiety of contemporary parenthood—and 

considers the ways that parents use the internet to reflect on child health and protection through 

the issue of vaccination. These discourses are, consequently, evidence of how vaccine ontologies 

are reflected in online rhetorics, focusing here in particular on vaccine ontology as poison—

something that unequivocally causes harm rather than good. 

These contentious discourses about vaccination are facilitated by another group on the 

other end of the spectrum, mostly made up of parents disillusioned with science and distrustful of 

vaccinations because they believe that they or their children were injured by vaccines. These 

parents post their stories on vaccine injury websites. Some teenagers and young women also post 

their own injury narratives, usually following perceived injuries resulting from Gardasil 

vaccination (the vaccine that protects against human papillomavirus [HPV] infection). Many of 

these parents feel they relied too heavily on the advice of experts and vaccinated their children 
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against their own instincts or fears that the vaccine may be harmful. Now, from their perspective, 

their children must suffer the negative consequences of that decision, including neurological 

conditions, physical disabilities, and other special needs, producing a combination of guilt and 

anger.  

Parents and patients use the Internet and technology to create and communicate these 

perspectives, yet in so doing, then fuel a debate about the risks of injury from vaccination that 

doctors, scientists, and health officials think has long been answered. Despite the fact that 

scientists have discredited the 1998 study that first posited a link between MMR vaccine and 

autism, that the mercury-based preservative thimerosal has been removed from vaccines as a 

precaution, and that the connection between pertussis vaccine and neurological injury first 

asserted in the early 1980’s has been made moot through the development of a new acellular 

form of the vaccine, vaccinations have long remained in question because of these parents and 

their insistence that vaccines are more injurious than reported or acknowledged.  

Vaccines are very different objects to the parents who post on vaccine injury websites 

than to most physicians. Although aware that vaccines are supposed to function as objects of 

community protection against contagious disease, these parents feel tricked by science, as though 

they are unknowing subjects of a large experiment of which they or their children were the 

statistical anomalies. To them, vaccines are dangerous, toxic instruments of harm rather than 

protection. As a result, their rhetoric is not made up of the deliberative discourse of the 

hypothetical or forensic talk and debate; instead, their discourse is epideictic, directly blaming  

pharmaceutical companies and doctors and the government for putting their children at risk “for 

the greater good.” These parents forego any sense of privacy or anonymity. Not only do they 

post under actual user names but they often use visual images—video or still-image formats—of 
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themselves, their children, and their families to demonstrate the severity of their symptoms or 

circumstances. This level of confessional truth-telling is unheard of on many other parenting 

websites, where parents usually attempt to protect their own identities or those of their children. 

Thus, whereas in one space parents proliferate worries and judgments of each other behind the 

opaque veil of the computer screen, in another, the facade is lifted and evidence is demonstrated 

and displayed. If parenting message boards consist of a flurry of discourses about what might 

happen, vaccine injury videos respond with a rebuttal of rhetorical certainty: look at what 

happened. Instead of preventing disease, vaccines produce it, according to these parents, making 

the vaccine a fundamentally different object than what it is to doctors or other actors in medical 

systems. The parents’ maintenance of this perspective works to keep the controversy alive for all 

parents as they go to the internet in search of answers to their health anxieties. 

The ontologies of the vaccine have rhetorical results, or are evidenced in parent and 

patient rhetorics, in a variety of ways. If we examine the tiny ontology of the vaccine, we see 

how vaccines are not stable objects that can be defined according to their dominant ideological 

definitions as medications that prevent disease. That is merely one among many ways in which 

vaccines exist. Similarly, the field of discourses about vaccines is not simply made up of people 

who subscribe to “alternative” beliefs or are wrong or misinformed. Instead, vaccines are 

actually different objects to these individuals—vaccines are poisons that injure, maim, and make 

people ill.  

In this sense, objects become available to parents as ways of negotiating among 

competing routes to securing health in familial contexts. However, as units that lack stable 

meanings, vaccines are different in every family context as they function as different objects, 

both in an actual, therapeutic sense (in that some experience vaccines as a cause of harm), and as 
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objects engaged in the enactment of parenting (in that vaccines signify ways of making the 

family safe or secure).  

 This way of approaching vaccines in the context of parent discourse, experience, and 

interaction with medical objects changes the way we might understand these discourses, not as 

“right” and “wrong” expressions of beliefs about what vaccines do, but as expressions of 

different realities of health decision making. Although many previous studies have been 

conducted that analyze and typologize “anti-vaccination” sentiments among parents in online 

environments, these studies don’t study how vaccination functions as a phenomenon of scientific 

parenting. What my studies do, instead, is essentially approach the “tiny ontology” of the vaccine 

by asking what meanings are compressed into the world of the vaccine? What different 

ontologies does it have? What are its different meanings for parents? How do rhetorics reflect 

those different meanings? 

In this chapter, first I provide an overview of existing studies of parent discourses on the 

internet and how they configure a particular view of vaccine skepticism that has largely informed 

responses to vaccine refusal in unhelpful ways. Then, I discuss how vital component to vaccine 

debates—the charge of injury—is communicated online. Overall, this discussion illuminates the 

multiple ontologies that interact in medical settings and seeks to elucidate how and why rhetorics 

become configured the way they do in discussions about vaccines. In this way, we may think of 

vaccine rhetorics as reflective of these ontologies rather than negligence or ignorance or 

obstinacy on the part of skeptical parents. 
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Parents, the Internet, and Vaccine Refusal 

 Although most parents have questions about vaccines that are addressed by a doctor’s 

reassurance or some educational material from the CDC, some parents remain skeptical about 

vaccine efficacy and safety and are not reassured by doctor or public health endorsement. 

Though the (scientifically debunked) association between MMR and autism is arguably among 

the most popular among contemporary vaccine controversies, parent charges against 

vaccinations extend far beyond concerns about autism specifically. Parent anti-vaccine sentiment 

has been studied at length (Davies et al. 2002, Wolfe et al. 2002, Zimmerman et al. 2005, Ache 

and Wallace 2008), and discourses exchanged on the internet have been examined from a variety 

of perspectives as well. These studies have uncovered a wide range of rhetorics that parents 

produce about vaccine, from efficacy of the vaccination to the “system overload” created by 

having too many vaccinations at once. Some more recent studies of vaccine discourses on the 

internet have examined the rhetorical content of websites, covering the arguments used, tropes 

and tactics used to argue against vaccination, and outcomes of online conversations.  

 Anna Kata has studied online vaccination discourses perhaps more than any other 

researcher. In her 2010 “A Postmodern Pandora’s Box: Anti-vaccination Misinformation on the 

Internet,” Kata analyzes the different appeals used on anti-vaccination websites as a way of 

examining how pro- and anti-vaccination positions are constructed on the internet. For this study, 

Kata examined 10 anti-vaccination websites in the U.S. and Canada, analyzing these websites in 

terms of how their rhetorics were crafted, including the use of emotive appeals (such as 

testimonials, images of harmed children, images of “scary needles,” us vs. them or “adversarial 

themes,” and a discussion of responsible parenting) and content (claims of bipartisanship, 

implications of authority or status of anti-vaccine claims, and how the site linked to other sites 



Heidi Y. Lawrence  |  Chapter 5 

141 

about vaccination). Kata describes a number of themes consistently operating across anti-

vaccination websites, including questions about: 

! Vaccination safety and effectiveness, such as charges that vaccines actually damage or 

hurt children’s immune systems 

! Alternative medicine, including “natural” sources for facilitating immunity, such as 

“breastfeeding, eating whole foods, and allowing children to experience illnesses 

naturally” (1713) 

! Civil liberties, or the right and responsibility of parents to choose how to best ensure 

their family’s health 

! Conspiracy theories/search for truth, charging collusion between medical, government, 

and pharmaceutical entities to promote vaccines despite health consequences 

! Morality, religion, and ideology, including morality of vaccine development (which can 

include extensive animal testing and the growth of cells in fetus tissue)  

! Misinformation and falsehoods, such as misrepresentation of vaccine studies and 

misuse of vaccine statistics 

In addition to these specific appeals or messages, Kata also found that parents often used emotive 

appeals, such as stories about children who were damaged by vaccines, and charges of 

“impartiality” as overall rhetorical tactics to argue against vaccines. Of these arguments, Kata 

identifies alternative models of health, parental autonomy and responsibility, and trust and 

expertise as emerging as most prominent among today’s anti-vaccination movement on the 

internet because postmodern society provides the conditions necessary to facilitate these 

arguments: “the characteristics of postmodernism include concerns about values, prioritizing risk 

over benefit, and promoting the well-informed patient” (1714). Most significant among these 
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observations may be Kata’s commentary about trust and authority, claiming that “traditional 

controversy dynamics, with ‘audiences’ needing to be ‘educated’ by ‘experts,’ no longer apply” 

(1715). Instead, expertise and authority are viewed with skepticism within the anti-vaccine 

discourse. Science is questioned and appeals to expertise are seen as manipulative, yet the 

“expertise” appeals of parents are rarely questioned and their own scientistic claims are often 

deployed in defense of anti-vaccine claims.  

 Kata’s 2012 study examines anti-vaccination sentiment on Web 2.0 content, rather than 

studying more static websites, because these technologies (such as Twitter, YouTube, Flickr, 

Facebook, and other participatory sites) might be more pervasive in getting anti-vaccine 

messages out, reaching a wider span of followers, and creating online communities of vaccine 

skeptics. For this study, Kata divides anti-vaccination messages into tactics and tropes most 

commonly used in messages using these technologies. Kata identifies four major tactics taken in 

these messages: skewing the science (similar to “misinformation” on websites, but instead 

purposefully advertises and denigrates a report on or claim from a study; also using science to 

corroborate their claims, again reifying the position where science is both denigrated and 

reinforced at the same time), shifting hypotheses (changing arguments or tactics when there is no 

evidence to support a claim), censorship (shutting down dissenting opinions or trolling), and 

attacking the opposition (using personal insults or threatening legal action). 

 Kata also identifies a number of tropes—defined as “oft-repeated mottos, phrases, and 

rebuttals”) used by anti-vaccine groups, including: 

• “I’m not anti-vaccine, I’m pro-safe 

vaccine” 

• “Vaccines are toxic” 

• “Vaccines should be 100% safe” 

• “You can’t prove vaccines are safe” 

• Vaccines didn’t save us 
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• Vaccines are unnatural 

• Choosing between diseases and 

vaccine injuries 

• Galileo was persecuted too 

• Science was wrong before 

• So many people can’t all be wrong 

• Skeptics believe… 

• You’re in the pocket of Big Pharma 

• I don’t believe in coincidences 

• I’m an expert on my own child

Kata notes that these tactics and tropes are particularly effective because they are often masked 

in “unobjectionable rhetoric such as ‘informed consent,’ ‘health freedom,’ and ‘vaccine safety” 

(3784). While outlining a comprehensive view on anti-vaccination sentiment and how it works 

through social media, Kata also makes a number of conclusions about the inevitability of vaccine 

skepticism and its proliferation through media today, concluding that although efforts to craft 

counter-messages online to try and offer legitimate alternatives to anti-vaccine messages,  

It is doubtful that the anti-vaccination movement can ever be quashed…with many 

people desperate for answers, invested in their belief systems, and distrustful of 

authorities, it is unlikely that ‘the facts’ alone will ever sway the truly committed. Some 

individuals choose to disregard the evidence, and are essentially denialists….While 

acknowledging and correcting flawed arguments is important, an approach that moves 

beyond providing ‘the facts’ is likely needed. With the anti-vaccination movement 

embracing the postmodern paradigm, which inherently questions an authoritative, 

science-based approach, ‘facts’ may be reinterpreted as just another ‘opinion.’ (3784)  

While this study offers useful conclusions about how these technologies are used, it also 

acknowledges an important point about vaccine skepticism that these websites reflect: an overall 

inefficacy of a “facts”-based approach to countering vaccine concerns. 



Heidi Y. Lawrence  |  Chapter 5 

144 

 Keelan et al., in “YouTube as a Source of Information on Immunization: A Content 

Analysis” analyzes videos on YouTube for the kinds of information parents are likely to 

encounter through this source. Using the words “immunization” and “vaccination,” researchers 

yielded 153 total videos to analyze on the site. This analysis revealed that 48% of the videos 

contained positive messages about vaccines, with 32% containing negative messages and 20% 

being ambiguous. Although there were more positive messages than negative ones available, 

negative videos tended to be more popular, through the metrics available to measure popularity, 

such as “like”s, recommendations, and total views. Formal Public Service Announcements 

(PSAs) posted on YouTube were overall the least popular in ratings and views. Keelan et al. 

report that “the most commonly discussed specific vaccine was the HPV vaccine,” though many 

of these videos were positive. Other topics addressed by the videos included influenza 

immunization, thimerosal, and other general vaccine issues. The results of this study indicate, 

highly preliminarily, that overall information shared via YouTube is positive toward vaccination 

and reinforces the need for vaccination. It is significant that both Kata and Keelan et al. were 

able to generate more pro-vaccination content using generally non-specific terms, like 

“vaccination,” and thus the results of these studies seem to suggest that the majority of initial 

information parents would encounter on the internet is positive toward vaccination, and that 

parents might have to look more specifically at websites that tend to reflect a skeptical view or 

choose negative content over or in addition to positive content, since that is present but perhaps 

less often viewed. 

Xiaoli Nan and Kelly Madden (2012) argue that understanding how actual behavior 

relates to the circulation of these discourses is key to understanding the overall effect such 

messaging has on parents. Quoting Betsch et al., they write: “health communication researchers 
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will gain less from continued analysis of content and more from research on the actual influence 

of the obtained information on perceptions of vaccination” (831). In “HPV Vaccine Information 

in the Blogosphere: How Positive and Negative Blogs Influence Vaccine-Related Risk 

Perceptions, Attitudes, and Behavioral Intentions,” Nan and Madden expose college students to 

positive and negative blog posts about the HPV vaccine. The negative post tells a personal story 

about a girl who was injured from the vaccine, which the blog claims left her “totally blind,” an 

injury that the CDC refuses to acknowledge yet has happened to other people as well (or so the 

blog charges). The positive post is largely informative, telling the reader about the 

recommendations for the disease and assuring that it is safe and effective. Nan and Madden find 

that, compared to the group that read the positive post and compared to a control group who read 

no content, not only were those who read the negative post more likely to think the HPV vaccine 

was unsafe, but they were also less likely to want the vaccine, even if it was free or low cost.  

Other analyses of vaccine discussions in online settings have revealed additional 

information about the rhetoric parents share online. In “‘Avoiding Harm to Others’ 

Considerations in Relation to Parental Measles, Mumps, and Rubella (MMR) Vaccination 

Discussions—An Analysis of an Online Chat Forum,” Skea et al. discuss the circulation of the 

theme of “avoiding harm to others” and the construction of lay perspectives on herd immunity as 

stated in an online forum, composed largely of parents who support vaccination, rather than 

refuse vaccines. Skea et al. examined an online parenting forum, mumsnet.com; Mumsnet is a 

forum focused on a wide variety of parenting issues, not just vaccination or health. In this forum, 

researchers found that parent discussions reflected a number of different themes. (Although the 

forum appears to be a generalized online forum to which people can contribute in any country, 
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based on the spelling of excerpted pieces and the references to nationalized healthcare systems in 

Great Britain, it appears that many of the participants of this forum hail from the British Isles.) 

First, the researchers found that most posters on the website were generally supportive of 

childhood vaccination, and many of those participants perceived vaccinations to be important 

because they helped others, not necessarily because they helped their own children. Parents 

expressed concern about others not vaccinating because of factors out of individual control—

such as a pregnant woman contracting rubella. The logic is that because women frequently 

become pregnant without planning, we cannot say that women are responsible for knowing their 

vaccination status prior to becoming pregnant; therefore, other people are responsible for 

keeping rubella out of the herd. Vaccinating parents were also more likely to associate the health 

of unvaccinated children to the vaccination status of their own children. Parents also perceived 

the government’s responsibility in vaccination to be great, from ensuring all children are 

vaccinated to begin with to providing comprehensive programs for helping children injured by 

vaccines to tracking vaccine-preventable disease in vaccinated and unvaccinated children alike. 

Skea et al. find, in contrast to other studies of parent beliefs about vaccines, that 

community and herd-immunity related concerns were expressed frequently by parents, and that 

actually they were concerned about the health and welfare of the community as a whole rather 

than just their personal or family risk levels. As Skea et al. report, this finding is in direct 

contrast to other studies, including Casiday and Poltorak et al. This study corroborates the 

findings of Hobson-West, who also argues that parents consider the health and well being of 

others as important considerations when they are making vaccination decisions for their own 

families. A possible reason for this difference in findings may be that more of Skea et al.’s 
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participants supported vaccination, and therefore saw community health as an important 

component of individual health in ways that vaccine skeptics do not. 

Views on the immune system also factored into the issues and arguments shared by 

parents in Skea et al.’s study. Parents “expressed opinions about the strength of their own child’s 

immune system and his or her vulnerability to both disease and potential vaccine damage based 

on beliefs relating to hereditary ‘weaknesses’ towards allergies, and/or auto-immune conditions 

which could render them vulnerable to vaccine damage” (1388). In this case, an auto-immune or 

allergy problem is perceived as putting children at greater risk to side effects from the 

vaccination. The role that personal perceptions of vulnerability—rather than benefit or risk per 

se—may be important here in relationship to what risk the parent perceives as more severe: 

having a severe allergic reaction to the vaccine that carries the risk of life-long chronic disease or 

having a severe case of disease that requires hospitalization but that is otherwise perceived as 

being curable and acute. 

 The majority of parents in both Britain and the United States vaccinate their children on 

time in accordance with recommended guidelines. However, as the studies above demonstrate, a 

vocal contingent of parents still charge that vaccines pose more dangers and are less necessary 

than doctors acknowledge. Doctors and officials must recognize these groups since high rates of 

vaccination are necessary, if they want to maintain or improve rates of vaccination acceptance. 

Although these discourses have been studied at length, the role that the charge of vaccine injury 

plays in facilitating vaccine skepticism has not been fully examined. In the next section, I discuss 

how discourses online form to create these arguments about vaccine risks, specifically through 

the personal stories of children and women who use online outlets to tell their narratives about 

the dangers of vaccines. 
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The Role of Injury in Vaccine Debate 

 Parent skepticism about vaccinations is largely articulated through two constitutive 

discursive elements. The first occurs through a circulation of discourses—through books, 

magazines, films, websites, blogs, and social networking sites—that produce and promote a 

variety of arguments about vaccines. In this element of vaccine controversy, skepticism is 

expressed through discourses that articulate uncertainties about vaccinations and reflect different 

ontologies of vaccines.  

 All of these discourses rely on the second constituent element of vaccine controversy, 

which consists of rhetorics that establish the basis for claims of vaccine injury and create 

exigencies for refusal, which is what I discuss below. While some of these rhetorics are 

transmitted and proliferated in traditional media and through personal stories and anecdotes 

shared among parents, narratives are frequently shared online in the form of dedicated websites, 

blogs, and videos posted on YouTube. These texts function as a sort of evidentiary database, 

documenting the depth and breadth of injuries children experience following vaccinations. These 

texts also attempt to demonstrate the dangers of vaccines by using the images and figures of sick 

children to argue that vaccine injuries are more widespread and common than pharmaceutical 

companies, medical and public health professionals, and the government will acknowledge. 

Much of vaccine skepticism emerges from this second element because the danger and risk of 

vaccine injury is the precept upon which contemporary vaccine refusal is based.  

 

Vaccine Injury Narratives 

 Among these discourses, videos posted on YouTube that describe and document vaccine 

injury are some of the most potent examples of how parents reframe and reshape arguments 
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about the safety of vaccines, mainly through the rhetorical use of presence—adapted from Chaim 

Perelman and Lucie Olbrechts-Tyteca—to reaffirm the rhetorical authority of parents in vaccine 

discussions. 

 Each of the videos features a montage of photos of a child with a variety of disabilities, 

conditions, and or delays that are attributed to vaccine injury within the context of the video. 

Most of these videos feature young children and are posted by parents or grandparents, although 

some feature teenage girls who claim to have been injured by the Gardasil vaccine and are posted 

by parents, friends, or family members. Regardless of the nature of the injury or the specifics of 

the child’s experience, the story told through the video is always one of loss, where the narrator 

of the video begins by having something—a healthy baby who is a vibrant part of a functioning 

family—and ends by having lost that possession through the vaccine. 

 These videos use structure, image, and language to reaffirm the validity of the subjects’ 

own experiences and reinsert the particular, painful experiences of their children and families 

into discourses about vaccines.  

 Usually around four minutes long, the videos first feature happy, healthy, thriving 

children, then a transition frame notes the first, or most troublesome, vaccine. After that, a slow 

(or sometimes drastic) digression of developmental capabilities is pictured. The videos typically 

show photographs that demonstrate declined interaction and mobility. They end with a black 

screen with some kind of expression of commitment to the child and a wish, hope, or prayer that 

the child “comes back” from autism or other disorder. For example, in the instance of “Ana’s 

Montage,” the opening screen states that the video is a “tribute” to Ana in hopes that her “health 

will one day return,” and then ends with a screen that asks “May God guide you back to us.” 
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Throughout the video, the before-and-after story relates a narrative with hope of regaining this 

once “normal” child who has been lost through vaccines. 

 What’s significant about this structure is this notion of loss and the impact on the family 

embedded in the “before and after” narrative. Most of these videos make a point of not only 

showing healthy children pre-vaccine but showing healthy children who are well integrated into 

happy families. Early images tend to show healthy babies sitting with grandparents and playing 

with siblings; however, over the course of the before-and-after structure of the story, the child 

becomes increasingly detached—quite literally absent from the family. By structuring the story 

in such a way, the video amplifies the change that the vaccine injury causes the entire family, 

making not just the child suffering with the disability present, but a network of parents, 

grandparents, brothers, and sisters who suffer as well. In this sense, the structure makes the 

child’s absence rhetorically present through the course of the video as the child regresses from 

normal family activities. 

 The videos also show a few key images, appearing in each one, that serve some specific 

purposes in how the rhetoric of presence establishes injury. Each video makes a point of showing 

many of the developmental milestones that parents who claim vaccine injury argue are proof that 

their children were developing normally before vaccines—eye contact, attention, standing, 

cruising, walking, playing, and holding a piece of paper. After the vaccine, the pictures also 

show a child who cannot stand easily, who looks distant or does not make direct eye contact with 

the camera, and who simply looks ill, pale, or cranky. Weight is also an important feature of the 

vaccine injury videos. Illnesses and disorders of the digestive tract (particularly severe diarrhea) 

are often associated with the onset of autistic symptoms following vaccination and are actually 

the source of the purported connection between autism and the MMR vaccine posited by Andrew 
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Wakefield in the late 1990’s. In this case, the pictures leading up to the transition frame show a 

healthy, almost chubby baby, but after the “Then one day, things started to change” frame, 

comes an image of a visibly thin child, usually with a mid-section that is concave. The captions 

also record digestive problems, with statements such as  “Your body stopped metabolizing 

food,” “And you became thinner and thinner,” and “Your body became a battle ground, your 

digestion totally compromised.” Others document other physical disabilities, such as regression 

in motor functions or the ability to walk, each of which establishing the results of the vaccine 

injury. Many of the videos also contain language that indicate that the parents see the child as 

“locked” inside his or her own body, and that somehow they will eventually remedy the vaccine 

injury, and the whole child will be restored again.  

These stories are incredibly moving, no matter how one feels about vaccination. More 

than just an appeal to pathos, however, the stories do a couple of things rhetorically to establish 

vaccine injury. First, narrators use photographs before and after vaccination to refute the 

scientific argument that authorities make that symptoms of disability are simply detected after 

vaccination. Many photographs and corresponding captions make a point of saying this 

specifically, with captions and photographs that note developmental milestones and capabilities 

before the vaccine injury (see image below, which references milestones such as pulling up to 

stand and cruising). These photographs underscore the value of personal observation and 

parents’ input by using parent input and personal observation as evidence of prior health and 

eventual harm.  
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Figure 5.1. Ana’s Montage. Images are often displayed in a series of photographs with captions 
underneath them that illustrate key moments either in development or regression (“Ana’s 
Montage”). 
 
 

By literally putting their children into the vaccine conversation, through the use of images 

and narration that makes their children the focus of the vaccine injury story, the parents establish 

the rhetorical presence of their children. Furthermore, by featuring children with families, these 

stories also express their experiences with injury resulting from the vaccinations that are felt by 

the entire family of the child “lost.” Finally, by simply relating the story and putting it on public 

display, each parent argues that there is a story to be told that is true, valuable, and worth hearing 

and that could potentially connect to other parents with similar stories and situations. The 

exchange among the common experiences of parents that the videos make possible establish an 

alternative form of rhetorical authority. Instead of accepting medical decisions, these videos say, 



Heidi Y. Lawrence  |  Chapter 5 

153 

parents should trust in each other’s personal experiences with their children and take the value of 

the narrative as they see it as better evidence than what a doctor can provide. 

Vaccination injury narratives online are also expressed through written discourse on 

websites and blogs. These narratives also assert that vaccinations cause a range of illnesses and 

conditions unrelated to the diseases vaccines are designed to prevent. Most infamously among 

web-based discourses about vaccine injuries are narratives specifically about Gardasil vaccine 

injury. Websites such as “TruthaboutGardasil.org” and “Women Harmed By Medicine.com” 

catalog these injuries and experiences and work to raise money and awareness for injuries caused 

by Gardasil. In addition to these websites, a number of independent videos are also posted online 

that describe individual experiences with Gardasil injury; these videos are usually video logs run 

by injured women themselves that catalog their experiences and symptoms.  

These websites do not seek to form communities per se, nor do they endorse or sell 

alternative treatments or medicines that might alleviate the symptoms or correct vaccine injuries, 

as some anti-vaccine websites or natural product websites that are anti-vaccine do. Post-

vaccination charges against Gardasil tend to claim that the vaccine is not safe because it causes a 

host of chronic illnesses that threaten the lives and livelihoods of those vaccinated. Conspiracy 

theories about pharmaceutical companies and government usually follow, and the charge that the 

public is being used as a “giant experiment” for the benefit of Merck’s bottom line is common. 

They are populated with stories of injury, memorials of those who have died, and news reports 

about Gardasil safety issues for the stated purpose of changing laws and policies regarding 

Gardasil vaccination. Rhetorically, these stories function to create a bank of evidence that 

counters the medical claim that Gardasil is safe—to demand a dialog in the public arena where 

there currently is not one. As narratives that function argumentatively, therefore, examining their 
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rhetorical operation shows what their significance is—or attempts to be—within larger 

discussions about the safety of vaccinations. By using confessional rhetoric to counter medical 

conclusions about Gardasil, the writers of these narratives attempt to make truth claims regarding 

their experiences through the online format. 

In each form, the narration follows a “before and after” format. The speaker describes the 

injured as a vibrant person prior to vaccination—a popular girl or woman, very active, often 

involved in lots of physical things like sports or outdoor activities, someone who was pretty and 

thin and who excelled in every facet of life. Then enters the doctor, who recommends Gardasil. 

Shortly after the first vaccination, symptoms begin. These can range from stomach cramps, 

lethargy, and headaches to fainting or seizures. Despite these experiences, the person follows 

doctor’s orders and gets the second vaccine and symptoms intensify. At the end of the story, the 

person’s life has totally changed. Many stories either show or describe a woman out of control of 

her own body—she can’t move, is bed-ridden, gains weight, and can no longer engage in 

physical activities. Readers learn about Gabby, who was a vibrant, fun teenager, and a 

cheerleader with lots of friends and who got good grades until, at the advice of her doctor, she 

received the Gardasil vaccine. Then, she began suffering from seizures, headaches, dizziness, 

and partial paralysis, and has to go on many different medications to treat an inflammation of the 

central nervous system. She is no longer a cheerleader or a good student. Or they read about 

Jamie, 10. She was an honor roll student, in the school band, and played a variety of sports. 

Then, she was vaccinated. Not long after the second dose of the Gardasil vaccine, she 

experienced acute pancreatitis and was hospitalized. She continues to have extensive GI 

problems that have left her unable to go to school or play sports. These “Gardasil Girls,” as they 

call themselves, were once happy, healthy girls who were athletic and healthy and thin, but after 
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Gardasil they are sick and bed-ridden, often also overweight. Their bodies, in particular, 

completely change. In confessing these experiences online, these narratives leverage the truth-

making capacity of confession to force their stories into the medical, or at least popular, dialogs 

about the safety and risks of vaccinations. 

 

Rhetorical Authority through Rhetorical Presence 

How can we think about the rhetoric of these videos? More than just an appeal to pathos, 

the stories do a couple of things to establish the specific claim that these experiences are vaccine-

induced injuries—not just generalized disabilities or other conditions. First, narrators use 

photographs and the “before and after” construction to refute the scientific argument that 

developmental symptoms are simply detected after vaccination. Second, by literally putting their 

children into the vaccine conversation through the use of images and narration, parents make the 

particular, individual experiences of their children present in the vaccine narrative. The use of the 

personal narrative forces the audience to evaluate the video’s claims on the basis of the 

credibility of the speaker—whether or not the viewer believes the video is more than just a story 

but persuasive evidence of the vaccination as the cause of these injuries. Altogether, by looking 

at these arguments parents make as claims to rhetorical authority, we can see how the rhetorics in 

the debate over vaccine safety are those of competing appeals to ethos by physicians and parents 

rather than a struggle of logos versus pathos. 

Michael McGee and John Lyne observe that rhetorical and Platonic models of authority 

come into conflict in controversies where expert or specialized discourses are deliberated and 

decided upon by the lay public at large. Platonic authority comes from expert forms of 

knowledge, such as medical and scientific discourses. Platonic authority functions as a “chaste 
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rhetoric that pretends not to be rhetorical,” but in so doing fails to persuade individuals who may 

not be motivated to act by expert knowledge alone (393). McGee and Lyne posit a second kind 

of authority, rhetorical authority, where “credible experts, on the rhetorical model of authority, 

must facilitate the act of judgment—that is, they must speak that language of knowledge which 

translates easily into the language of action and promotes a fusion of the two” (391). Expert 

knowledge that demands compliance “because the doctor says so,” as with vaccination, can be 

less persuasive because of its lack of rhetorical authority among some parents—it functions with 

Platonic authority rather than rhetorical authority. In the context of a medical decision, for some 

individuals, scientific expertise or the doctor’s advice alone cannot always convince—it may be 

convincing but only as part of a complex of authority that facilitates decision making. By 

contrast, parents can make claims to rhetorical authority by using their experiences as parents as 

a kind of expertise—this expert voice is then able to facilitate acts of judgment among other 

parents through relatable language and claims to knowledge. In vaccine debates, the scientific, 

Platonic ethos of the doctor can lack the rhetorical authority that experiential ethos allows a 

parent to have.  

This construction of ethos requires a second significant rhetorical tactic—the rhetorical 

presence of the child and the child’s body as evidence of injury and illness—upon which this 

appeal to ethos necessitates. Chaim Perelman and Lucie Olbrechts-Tyteca’s notion of rhetorical 

presence offers an explanation for how these videos establish this presence. For Perelman and 

Olbrechts-Tyteca, rhetorical presence is a “technique of concretization in argument” (358) where 

“an element has presence by virtue of its inclusion in an argument, and this inclusion implies the 

element’s ‘pertinency’ and ‘importance’ to the situation” (359). Presence is also amplified by 

rhetorical tactics such as “the strategic accumulation of detail to convey ‘an impression of 
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reality,’ and the use of ‘concrete terms’ to give an element presence relative to those expressed in 

more abstract language” (361). In the case of the later form of amplification, an element gains 

increased presence in an utterance as it becomes more real, tangible, and accessible to the 

assumed audience.  

As experiences told through the images and first-hand accounts of the children and 

families who experience injury, the videos enable parents to quite literally make their children—

and hence the parent’s own source of ethos—evidence of vaccine injury that competes with 

abstract data and statistics. Looking at vaccine controversy as the result of dueling modes of 

authority established through the rhetorical presence of children, we can see how, for some 

parents, these videos are not only believable in the face of contradictory scientific facts, but are 

persuasive pieces of evidence. As persuasive texts, these videos create the conditions of vaccine 

controversy and sustain notions that vaccines can cause harm well after science and medicine 

have concluded that they are safe. In the instance where the scientific ethos of the doctor meets 

the experiential ethos of the parent, the rhetorical authority of the doctor comes into conflict with 

the rhetorical presence of the sick child, established through the personal story told by the parent. 

 The most popular medical response to vaccine refusers is that parents should simply 

“know the facts,” and that with scientific data, they will be able to make good choices for their 

children (i.e. they will chose to vaccinate them) (Poland). However, when doctors in particular 

make that appeal to parents, they are also reifying their own forms and systems of knowledge, 

and most often their own sources of authority, which can be perceived to come at the expense of 

the parents’. This creates a problem of rhetorical authority as addressed by McGee and Lyne. 

They argue that “credible experts, on the rhetorical model of authority, must facilitate the act of 

judgment—that is, they must speak that language of knowledge which translates easily into the 
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language of action and promotes a fusion of the two” (391). Because the doctor knows that most 

parents do not actually have access to hard scientific data, and even if they did, that they would 

not be able to make valid decisions based on that information alone, when the doctor says “know 

the facts,” she is in essence saying, “since you can’t really know the facts, just listen to me and 

do what I say.” This is not an action of facilitating judgment as much as it is an action that denies 

the possibility of good personal judgment on the part of the audience. 

 Furthermore, issues of control and power also influence the ethos of the doctor in this 

scientistic rhetoric. As McGee and Lyne state, “If the general public appears convinced that 

experts must play an important role in the political economy, it does not want them to control it” 

(389). As this observation indicates, an appeal to scientific expertise is not persuasive on the 

grounds of its expertise alone. After all, we all know that “because I said so” is an expression of 

power more than persuasion. Therefore, to contribute to ethos, the value of the expertise the 

speaker has must seem relevant and be earned for it to become persuasive. However, a doctor’s 

appeal to her own expertise in the “know the facts” rhetoric demonstrates both an invocation of 

the doctor’s power as well as valuation of her expertise over the parent’s, neither of which build 

the doctor’s ethos. Within McGee and Lyne’s assessment, therefore, this appeal is troublesome 

because it posits a situation where expertise alone has value in and control over the vaccine 

decision.  

 The doctor’s rhetorical authority, grounded in his or her own scientific expertise, is 

generalized (since scientific knowledge is only sound when generalizable) and therefore 

unspecific to the child. Following McGee and Lyne’s assessment, the appeal to science is 

“inactive” and does not facilitate specific decision making; therefore, it can seem esoteric and 

indifferent to the pain and suffering of parents, families, and children. By contrast, the parent’s 
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source of authority is the concrete, suffering child who is present in and is the subject of the 

personal story. By resorting to less accessible evidence and data for her arguments, the doctor’s 

appeal to scientific fact diminishes her ethos for the parent whose present child seems to offer a 

more valid form of data. 

 

Rhetoric Online 

 It is also significant that these discourses are shared online. As Angela Haas found in her 

study of online support communities formed to deal with another medical issue, infertility, 

people use online spaces to reclaim the agency that biomedical discourses can deny them, mainly 

through the act of storytelling. Haas found that  

by sharing . . . experiences with infertility, or other reproductive health issues, and then 

critiquing the hegemonic values that have surrounded reproductive technologies, we can 

help to further represent the female experience in a more liberating and inclusive way. 

(79) 

Haas maintains that, by reading about the experiences and recommendations of other women 

who are having similar medical issues, the participants in the online community could make 

decisions “not [based] on a drug bias or ignorance from the doctors, deceit from the drug 

companies, or other players in this money-driven industry” (79). Finally, the online community 

helped women to regain agency in circumstances where they felt that they lacked a space in 

traditional medical discourses for their views and experiences to be heard and garner credence. 

As a result, the online spaces gave women “a say in reproductive technologies and how they 

affect women” (79). In this sense, Haas’s online medical discourse community uses the internet 



Heidi Y. Lawrence  |  Chapter 5 

160 

as a subversive, feminist space where “hegemonic values” are challenged in a more open and 

free way than can occur in a doctor’s office. 

 These online narratives serve a few functions. First, the narratives seek to inform novices 

about the dangers of vaccines as well as establish communities among those who feel their 

children have been injured by validating the commonalities of shared, lived experience. Second, 

by addressing these audiences, they function by countering hegemonic discourses—offering 

evidence, in the form of their children, that makes claims not authorized by science. Both the 

telling and reading of personal stories empowers participants to value forms of knowledge that 

differ from those the doctor advocates, which patients may see as subject to biases that the doctor 

doesn’t want to acknowledge, like the economic demands of the pharmaceutical industry. Access 

to other personal stories allows online participants to then make decisions according to a variety 

of perspectives and experiences, even if those decisions contradict the recommendations of a 

doctor. Finally, by choosing to value a source of non-hegemonic authority—like the injury 

narrative—online spaces are a site of agency for people who feel disempowered by the dominant 

values of biomedical discourse. Parents who believe their children have been injured by vaccines 

engage in many of the same practices online that Haas observes in the infertility online groups. 

Parents use these spaces that the internet provides to share experiences, which actually function 

as forms of ethos-building, as shared experiences are recognized and given credibility based on 

their story’s ability to use relatable experiences that connect readers based on commonalities of 

experience.  
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Confessional Rhetorics 

We can also think of these rhetorics as powerful insofar as they are confessional. 

Foucault calls confession “a ritual of discourse in which the speaking subject is also the subject 

of the statement; it is also a ritual that unfolds within a power relationship, for one does not 

confess without the presence (or virtual presence) of a partner who is not simply the interlocutor 

but the authority who requires the confession” (Bernstein 15). Foucault outlines a few basic 

components of a confessional situation: it necessarily occurs in dialog, where there is at least one 

speaker and one listener, and the purpose for the dialog is the exchange of truths—of experiences 

on the behalf of the speaker and interpretations and paths to absolution in the case of the listener.  

St. Augustine’s notion of confession overlaps the Foucauldian view while adding some 

additional nuances to the discursive practice, mainly the idea of performativity. As Eric Doxtader 

writes, “For a very long time, the power of confession’s truth(fulness) has been pegged to its 

performative quality. As Augustine suggested, the confession relies not only on what is said but 

the manner in which it is spoken, a way of speaking that reveals the damage done and which 

brings those suffering the weight of sin back into relation with the (true) word” (270). Here, in 

Doxtader’s reading of Augustine, confession is a powerful discourse in its ability to be truth-

producing and affirming. Furthermore, as David Tell maintains, for Augustine confession is a 

way of memorializing experience, of bringing the past into the present and preserving past acts. 

Tell writes, “Confession is a performative remembering in which the object of memory is not 

contained in the mind before it is disclosed through speech; rather, it is embodied in the speech 

act” (234). Confession is a performance, therefore, of past acts with the purpose of 

memorializing them for consideration in a present moment. 
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These two views on confession offer a way of analyzing confessional rhetoric in the 

online injury narratives: first, the narrative rhetorically configures an interlocutor who both 

demands confession and retains the power to determine its truthfulness; second, confessional 

rhetoric is performative and ritualized through discourse; and third, confessional rhetoric is 

memorial, where the speaking subject is both the agent and the actor of the actions under 

discussion and corrective in that it unearths past experience for the purpose of righting wrongs. 

Confessional rhetoric is used in these narratives both through the media and narrative choices 

made. 

First, Gardasil injury narratives employ this rhetoric by situating themselves online, 

which allows them to assume a readership active and capable of validating the narrative as true. 

The online medium connects confessors to automatic interlocutors in the form of website readers 

and general web audiences. As essentially dialogic, therefore, the websites and online videos that 

parents and patients use to confess their experiences put these narratives into direct contact with 

the those empowered to verify the truthfulness of the narrative’s claim. Therefore, with the 

presence of the interlocutor, the audience is available to both demand and interpret the validity of 

the narrative confessed. 

Second, the delivery of these narratives becomes ritualized and routinized largely through 

the rhetorical construction of the “before and after” story. It is not enough to just document the 

illness, as a testimonial might do with lists of symptoms and attempted remedies, but to locate its 

cause in the vaccination, the contrast before and after must be clear. Hence the extensive 

discussion in all of the narratives about athletics—as patients lose the capacity to physically and 

mentally engage in sports after the vaccination injury, this is not merely an appeal to pathos, but 

concrete evidence of loss.  
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Finally, the narrative is either told from the perspective the speaking subject or it is 

delivered on behalf of an injured person, bringing past experience into the present for the 

purpose of righting wrongs—namely for the rhetorical purpose of changing laws and convincing 

doctors that the narratives are true and evidence of the vaccine’s danger to young girls. The 

effect of this story brings memory into the present in the confessional rhetoric of the Gardasil 

injury narrative.  

Confessional rhetoric is deployed in the injury narrative because confession is a truth-

producing enterprise. Confession hinges on the truthfulness of what is said—only when the 

content of the confession is determined to be true is the actual discursive act complete. After all, 

confessions determined to be false are no longer confessions, but fictions. By employing 

confessional rhetoric, these narratives use the truth-producing nature of confession to formulate 

valid arguments against vaccines. 

As confessions, therefore, these narratives subvert the dominant medical assertions about 

vaccine safety and reclaim personal experience as a valid form of evidence. By relying upon 

internet readers to serve as the interlocutors of confessional rhetoric, these narratives use the 

often inherently judgmental nature of readership online to their advantage by calling on internet 

interlocutors to verify their stories as true. If they are able to do so, through confessional rhetoric, 

these narratives have succeeded in creating a dialog online about vaccine safety without the 

consent or authorization of medicine.  

Altogether, these discourses reify ontologies of vaccines as sites or sources of danger 

rather than protection, creating skepticism about the relative security that the decision to 

vaccinate brings in parents for whom vaccines function ontologically as a signifier for or route to 

safety.  
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Conclusions 

 As the issues raised in these videos demonstrate, for parents, discussions about 

vaccinations and vaccine decisions are deeply embedded in other parent discourses—struggles 

that really speak to how to best parent a child in 21st century America with all of its 

expectations, demands, and risks. You don’t have to be a scientist or epidemiologist to know that 

today’s childhood epidemics are not polio, measles, or whooping cough, but autism, allergy, 

obesity, and diabetes. These diseases and conditions are chronic, of unknown origin, and are 

mostly incurable. And parents who are convinced that their children have actually developed 

these conditions as a result of vaccinations provide a counter-discourse that pits these diseases 

against one another in the process of parental decision making—do you risk your child 

developing debilitating allergies or polio? Which is more unknown, frightening, life-altering? In 

an age where chronic, non-communicable diseases are increasingly on the rise, this “battle of 

diseases” among parents is not entirely surprising. 

 In his analysis of Jenny McCarthy, a mother, actress, and vaccine choice advocate, Dr. 

Offit uses the following  exchange she had with Jeffrey Kluger to illustrate why she is a 

particularly dangerous force in vaccine controversy: 

Kluger also asked McCarthy about the measles vaccine. “And yet in many cases, 

vaccines have effectively eliminated diseases,” he said. “Measles is among the top five 

killers in the world of children under five years old, yet it kills virtually no one in the 

United States thanks to vaccines.” McCarthy replied, “If you ask a parent of an autistic 

child if they want the measles or the autism, we will stand in line for the fucking 

measles.” (152) 
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Offit uses this exchange as an example of McCarthy’s willingness to “resort to profanity” in her 

arguments about vaccines. Not only is that assessment curmudgeonly, it misses McCarthy’s 

point entirely.  

 A subtext of McCarthy’s comment is an impression that measles is an acute, treatable 

disease that somehow seems less impactful than a developmental or auto-immune disorder that 

requires life-long treatment. Of course, this statement is troublesome for a lot of reasons, most 

notably because it indicates a lack of appreciation for how devastating and dangerous a disease 

measles can be. Yet McCarthy’s point is that parents would rather take their chances with even a 

very severe disease if the impression is that the illness would mostly be limited to short-term 

effects—after the illness was over, they’d have their child “back.” Illness is also natural, a kind 

of known entity, that may be perceived as less poisonous than a mixture of chemicals to be 

injected into a child’s body.  

One of the things that makes the stories and arguments that these parents share in 

relationship to decisions about vaccinations is the tension between the anxiety of short- and long-

term consequences that decisions about vaccinations raise in parenting contexts. In the case of 

the videos, they share with the viewer the experience of seeing a happy, healthy, “normal” baby 

who was just beginning to become part of a happy, healthy, “normal” family turn into a sick, 

unhappy, suffering child, a turn that would also permanently transform a whole family’s life 

through chronic disabling diseases.  

For parents who are convinced that their children have been injured by vaccines, the site 

of risk is located in the vaccination instead of the multiple, uncontrollable, and nebulous 

networks of risk factors, like the environment, genetics, or hundreds of other contaminants that 

could be producing these diseases and symptoms. It is important to note that parents attack a key 
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source of medical and regulatory power that doctors maintain through vaccines. Vaccinations are 

valorized by some physicians as the most important medical inventions of all time. Pediatricians 

in particular express that their objective is not to cure disease but to prevent it, and vaccines give 

them a way to not only keep patients healthy but contribute to larger, systemic processes that 

control diseases, which are typically perceived as uncontrollable themselves. I don’t think it can 

be stated enough that doctors have a lot invested, both from practical as well as professional and 

disciplinary perspectives, in the efficacy of vaccines, at least at the macro level.  

Yet for parents, a reality in which vaccination risks disease, rather than prevents it, 

functions as a similar effort to control and contain disease. For these parents, conceptualizing 

their children’s illnesses as “injuries,” locating the injury in the vaccination, and re-telling the 

story to others as evidence of harm is a similar way of making these uncontrollable childhood 

diseases controllable and tangible. This strategy offers an explanation, a reason for why the 

injury happened, and perhaps a route to remedy. This is perhaps why vaccination controversy 

discourses are so inflected with the epideictic on both sides—“vaccines are the savior of the 

world” on the one hand and “vaccines killed my son or daughter” on the other—is that they 

function as a medical technology with incredible, yet invisible, power to control. In medicine, 

they offer the ability to control the spread of disease, arguably one of medicine’s most 

fundamental preoccupations, and among the public, an incredible explanatory power in the face 

of rising incidents of diseases with unknown origins. 

 As the discussion of college student discourses in Chapter 6 will further demonstrate, 

additional ontologies—particularly vaccines as ambiguous or toxic objects—come through in 

other sets of discourses about vaccines. Although preventative, ambiguous, toxic, and poison 

vaccine ontologies coexist, studying these particular articulations of resulting rhetorics is 
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important to see how they operate in different environments and in response to different disease 

exigencies. 
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Chapter 6. 
College Students’ Perceptions of Health, Flu, and the Body: Ambiguous Objects, Toxins, 
and Risk 
 

Our bodies have been fighting these diseases for many 
years, have a little faith and our natural immune system. 
Sometimes too much science can contribute to sickness. 
—Survey Respondent 

 

Introduction 

Flu has both global and local consequences. Preventing the spread of flu is an 

international and national priority requiring coordination among governments, NGOs, and other 

political entities. Yet at the same time, flu prevention occurs most often at the local level—the 

private medical practitioner, student health center, or the local health department. Even an 

outbreak of flu that appears small nationally, if contained within one university or even one 

dorm, could significantly disrupt university activities and overwhelm local health systems. Given 

the intensely global and local consequences of pandemic, health officials constantly struggle 

with how to best communicate the risks of flu and the benefits of flu vaccination particularly to 

young adults whose perceptions of risks and media consumption habits are different than the 

typical targets of flu vaccination, such as young children, the infirm, and the elderly, in the past. 

Though a number of studies have been conducted to determine vaccination practices 

more generally among college students, these studies have not examined college students’ 

behavior regarding flu vaccine specifically. The majority of recent research on college students 

and vaccination focuses on the human papilloma virus (HPV) vaccine. Daley et. al. examines the 

roles that healthcare providers play in whether or not female undergraduates chose to be 

vaccinated against HPV. Additional studies focus on the roles that mother-daughter 

communication (Roberts et al.), ethnicity (Green et al.; Wong et al.), and gender (Liddon et al.) 

play in college-aged students’ HPV vaccination practices. Studies of college students and H1N1 
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and seasonal flu vaccines are more limited, focusing on school-specific student body populations 

(such as Merrill et al.’s study of factors and barriers to influenza vaccination among students at 

Brigham Young University) or on specific segments of student body populations (such as Uddin 

et. al.’s study of college dormitory students and demographic determinants of vaccination, such 

as parental level of education and socioeconomic status). 

The most substantial recent study of college students’ perspectives, Z. Janet Yang’s study 

of college students and flu vaccine practices, found that answers to interventions among young 

adults could perhaps be best met at the level of the target population, not necessarily by applying 

lessons learned about flu vaccine practices in other or larger populations. Students’ attitudes 

toward the vaccine—its effectiveness, its safety, its side effects, and its efficacy—were 

significant in determining whether or not the student would even consider vaccination. Yang 

concludes, “when designing health interventions to promote vaccination against influenza-like 

communicable diseases among the college student population, it is important to assess the target 

audience’s existing perceptions and attitude toward the vaccine” (13). Yang found that college 

students respond to flu exigencies in a variety of ways that are different than the ways other 

groups do—some are overly optimistic about their abilities to fight off disease, some are overly 

concerned about the possible damages of the vaccine, others are overwhelmed by public health 

information, which they perceive as “hype.” These perceptions led to extremes in terms of fear, 

optimism, and information overload among college students and led her to conclude that those 

data need to be assessed among specific target populations in order to most effectively balance 

health messages to college student groups. Also important in this conclusion is both the emphasis 

of gaining the local knowledge of the particular targeted population and the need to assess 

students’ perceptions of risks related to the vaccine as well as those related to flu. Megan 
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Ramsey and Cecile Marczinski’s similar, though less comprehensive, study of H1N1 flu risk 

perception among college students concludes that perceptions of being at low risk for contracting 

flu influences likelihood to vaccinate. 

Although opinions, values, and practices of undergraduate college students regarding 

vaccination and flu have received significant prior study, this research reveals some areas and 

aspects of vaccination knowledge and belief systems that are still relatively unexamined—

chiefly: 1. students’ perspectives on flu as a disease in the context of their overall health; and 2. 

how vaccination factors among other possible flu-prevention activities.  

This chapter reports on a survey of college students’ beliefs about flu and flu vaccination. 

This survey aimed to investigate this topic in greater detail using a data collection tool used 

relatively infrequently in rhetoric and writing studies—an online survey. Overall, this survey 

aimed to address the following research questions: 

1. How do college students’ perceptions of their own health relate to flu vaccination? 

2. How does vaccination factor among other flu prevention strategies? 

3. How might survey methods produce useful results for medical rhetoric and/or rhetoric 

and writing studies? 

Understanding college students’ attitudes about flu, flu vaccine, and their sources of information 

for health and illness is important to potentially understanding how flu outbreaks could be 

explained and possibly prevented on campus. The goal of this study was to gain a sense of young 

adults’ perspectives on flu, flu prevention, and vaccination as a viable preventative health 

measure when compared to other means for preventing flu. In the report that follows, I discuss 

how the survey method produced results that included a wide range and quantity of data that 

would be substantially more difficult to access through other research methods, including 
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narrative responses about flu and flu vaccine that revealed a number of unique claims about 

vaccine skepticism that have not been reported in other studies of flu and flu vaccine practice.  

 Finally, a comment about the writing in this chapter. I explicitly chose to write this in a 

standard scientific format, using the Introduction, Methods, Results, Analysis, and Discussion 

(IMRAD) format. I did this largely as a writing experiment; I had never written anything in an 

explicitly IMRAD format before, despite having read many critiques of it, primarily that it 

produces a rhetoric of objectivity through the way that it constrains and shapes a particular way 

of reporting and identifying facts and data (Bazerman, Segal). Though I don’t doubt that 

critiques of IMRAD are accurate, I thought there was value to having the first-hand experience 

of thinking through that format and experiencing the affordances and drawbacks that it allows. I 

comment on this experience further in the conclusion. 

 

Flu Seasons and Statistics: Background 

H1N1, a swine-lineage strain of flu, was first detected in the United States in California 

in April 2009. Two patients presented as infected with this strain of flu, and there was no known 

linkage between the two patients nor was there any known interaction with either patients and 

pigs. Health officials determined that the virus had gone from animal-to-human transmission to 

human-to-human transmission, the most worrisome sign for possible pandemic in the virus 

evolution process. The CDC quickly began operations to develop a vaccine for H1N1 flu as 

cases of influenza began to increase and spread throughout the United States and Mexico, and 

stockpiles of antiviral drugs were released from the Strategic National Stockpile (SNS) in 

anticipation of a widespread outbreak. 
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According to the CDC’s Pandemic Influenza Report, during the first month of the 

outbreak, the following trends were observed: 

! The largest number of 2009 H1N1 influenza occurred among people between 5 years and 

24 years of age 

! 41% of the hospitalizations occurred among older children and young adults 

! The highest rates of hospitalization were among children younger than 5 years of age; the 

next highest hospitalization rate was in people 5 years to 24 years of age.  

! 71% of hospitalized patients had one or more underlying chronic medical conditions 

! Reported deaths had occurred in people ranging in age from 22 months old to 57 years 

old 

! Surprisingly, people over the age of 50 had fewer incidence of disease and complications 

from infections, which differs from typical seasonal flu (13% of hospitalizations had 

occurred in people 50 years and older and no deaths in people older than 65 years)  

During the summer of 2009, rates of influenza continued to be high throughout the 

United States with particularly high mortality rates among children, particularly children with 

other underlying conditions. The FDA approved the first H1N1 vaccines in mid-September and 

federal, state, and local officials began intensive campaigns to increase H1N1 vaccination rates 

by mid-October. The initial target populations for vaccinations included infants and children 

over 6 months of age, pregnant women, the elderly, and people with weakened immune systems 

as well as 18-24 year old young adults, which obviously includes the majority of college 

undergraduates (CDC “The 2009 H1N1 Pandemic).   

Although the same process that has been used to create seasonal flu vaccine since the mid 

1940’s was used to create the 2009 H1N1 vaccine, skepticism about the vaccine rose quickly in 
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the media that the vaccine was created “too quickly” and that it was causing unintended side 

effects, such as neurological disorders and physical disabilities. Although no higher incidents of 

side effects were definitively proven to be associated with the H1N1 vaccine more than the 

seasonal flu vaccine, skepticism remained high throughout the flu season. Subsequent study of 

H1N1 vaccine has demonstrated some increased risk of narcolepsy associated with H1N1 

vaccinations administered in Europe and a small increased risk of Guillain-Barre syndrome, also 

in Europe. These risks are reported to be associated with the adjuvants (materials added to 

vaccines to enhance immune system response and produce more robust antibodies) that were 

added to European vaccines only (CDC “CDC Statement”). 

The pandemic never resulted in the widespread death totals that officials initially feared, 

and confidence in the H1N1 vaccine was not regained among skeptics. Although the final 

vaccination rate nationwide for seasonal flu was 41.2% in 2009-2010 (though vaccination rates 

varied among different populations) the overall vaccination rate for H1N1 influenza was much 

lower, at only 27% overall. Flu vaccination among college students nationwide was even lower, 

at about 8%. Since the 2010 flu season, H1N1 antigen has been routinely included in the 

seasonal influenza vaccine, however, with very little fanfare (CDC “The 2009 H1N1 

Pandemic”).  

In the end, nationwide 2009 H1N1 caused 41,914 hospitalizations and 2,125 deaths; 

health officials posit that part of the reason that the pandemic did not result in substantial 

hospitalizations and deaths was because H1N1 disproportionately affected younger, healthier 

adults and adolescents, so the disease was less likely to be fatal; furthermore, the flu became 

active during the early part of flu season (summer and fall); influenzas that become most active 

early in flu season tend to result in fewer fatalities overall.  
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However, 2009 H1N1 prompted a lasting policy change for flu vaccination 

recommendations in the United States. In February 2010, ACIP announced that it was expanding 

its recommendations for the flu shot; previously, the only people for whom it was officially 

recommended to get the flu shot were children, the elderly, pregnant women, and those with 

weakened immune systems, but that recommendation was expanded to everyone over 6 months 

of age. 

By comparison, the 2011-2012 flu season was incredibly mild. As of May 25, 2012, there 

were only 21,355 confirmed cases of influenza in the United States. Only 26 pediatric deaths had 

been confirmed, the lowest number of pediatric deaths resulting from influenza since record 

keeping began, and pneumonia and influenza mortality rates overall remained at seasonal 

baseline and below epidemic thresholds throughout the season. Hospitalizations remained low, 

as did all reports of influenza-like illness (ILI) in outpatient clinics nationwide (CDC “2011-

2012 Flu Season”). 

Despite a milder than normal season, however, flu vaccination rates in 2011-2012 were 

higher than during the 2009-2010 season, with 46.4% of people 6 months and older vaccinated 

during the 2011-12 season (March Flu Vaccination Coverage). It is worth noting, however, that 

ACIP and the CDC now recommend all individuals over the age of 6 months be vaccinated 

against flu, but flu vaccination overall is still much lower than is needed to prevent the spread of 

illness. This is particularly true among otherwise healthy young adults who still have the lowest 

rates of flu vaccination across all categories, and particularly college students who live in close 

quarters, like dorms and over-crowded apartments, who, as the 2009-2010 flu rates 

demonstrated, can be at a higher risk of contracting new flu viruses than the elderly (Yang).   
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The most recent flu season (2012-2013) has proven to be slightly more severe than 2011-

2012. Between the end of December 2012 and mid-January 2013, a massive public health 

response was launched specifically in response to an uptick in flu cases—to epidemic levels—in 

parts of the Northeast United States. On January 9, 2013, Boston Mayor Thomas Menino 

declared a public health emergency in the city of Boston after the number flu cases rose above 

epidemic levels, to a total of 700 cases of flu and 4 deaths in the city of Boston alone, with 18 

total deaths statewide. It is worth noting that the politics of flu outbreaks can be somewhat 

peculiar. Local flu cases routinely run over epidemic levels during the winter months, which may 

seem low, but even a small increase in flu cases in a local area can overwhelm emergency rooms 

and put vulnerable patients at substantial risk (which was the case with the Boston outbreak). 

Declaring a public health emergency when cases increase above epidemic levels quickly can be 

advantageous partially because it creates a media event that encourages people to protect 

themselves against flu and get flu vaccines; most significantly, however, it opens a number of 

regulatory channels—in Massachusetts, it releases emergency revenues to pay for additional 

state-funded flu vaccines; in New York, it ends restrictions that prohibit pharmacies from 

administering flu vaccines to children under the age of 2 (which they are not allowed to do under 

normal conditions) (Powers and Wen). 

Alongside press briefings informing the public about the emergency came the obligatory 

encouragement for the public to get a flu shot, stating: “The best thing you can do to protect 

yourself and your family is to get the flu shot. I’ve had my flu shot. I’m asking you to get yours 

too” (Kotz and Conaboy). Three days later, New York State Governor Andrew Cuomo also 

declared a public health emergency, alongside a similar message for the public to get a flu 

vaccine. Early evidence emerging from the 2012-2013 flu season has demonstrated, however, 
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that the vaccine did not have a very high uptake; final vaccine numbers take months to tabulate, 

but current estimates put vaccination rates around 40% across all categories. Furthermore, this 

year’s flu vaccine rate of efficacy was rather low—only 56% for all patients, and only 9% 

effective in those 65 and older (among the populations most vulnerable to serious complications 

from flu) (Hayes).   

 

Survey Methods 

The method used for this study was an email survey sent to Virginia Tech 

undergraduates, distributed in April-May 2012 during the end of the spring semester.  

There were a number of purposes for using the online survey method. First, an online 

format offers easy, fast access to a large number of participants with the solicitation delivered 

electronically. Second, the survey included both standard survey questions—statements of basic 

knowledge, personal experience, and statements to which respondents agreed or disagreed on a 

Likert scale—as well as narrative answers; soliciting typed answers instead of hand-written ones 

invites a more lengthy narrative response. Offering the survey electronically also allowed 

respondents to complete the survey on their own time (as opposed being offered a paper survey 

while walking to class or during a class in which there are time constraints).  

The survey was distributed at the end of the flu season (April-May) to gain accurate data 

from students about their experiences with flu and vaccination practices. By late flu season, 

students will have already gotten a flu shot if they were going to that season (perhaps while at 

home over winter break) or will have experienced or will have already had some personal 

experience with the flu (again, if they were going to that season). The temporal proximity to 
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these events is critical to receiving accurate, relevant results, and the flu season is still fresh 

enough in the memory to reduce the likelihood of recall bias.  

Responses were collected from 569 Virginia Tech undergraduates. Although all 

undergraduate students were eligible to participate in the survey, it was directly sent through 

email listservs to one college within the university (the College of Liberal Arts and Human 

Sciences [CLAHS]) and four academic departments (Psychology, Biology, Statistics, and 

Economics) in the College of Science (COS). The survey was sent via an email to Virginia Tech 

undergraduates during the last week in April and first week in May in 2012. All colleges in the 

university were contacted, but only CLAHS was willing to distribute the survey over its listserv. 

Given the open eligibility of the survey and the online format through which it was 

distributed, however, it is not possible to know if the survey reached a wider number of students 

through email forwarding. This is a common issue for surveys conducted online in social science 

research, particularly in environments where student confidentiality or inconvenience, 

impracticality, or uncertainty about email forwarding prevents traditional sampling methods that 

might be used for a paper or phone survey. As a result, convenience samples are often used in 

this type of research. The Laboratory for Interdisciplinary Statistical Analysis (LISA) was 

consulted prior to survey development and distribution for advice regarding a sampling plan or 

methodology for this study. They similarly concluded that a sampling method was not possible 

or appropriate for this study because email addresses were not available for all students as a 

result of university confidentiality requirements, which do not allow academic units to divulge 

student email addresses. We concluded that given that the chief goal of the survey was to 

produce descriptive data about student attitudes for rhetorical analysis, and not generalizable 

results, it was advantageous to still pursue the survey research without sampling. 



Heidi Y. Lawrence  |  Chapter 6 

178 

This convenience sample, therefore, is not intended to provide inferential or generalizable 

data; the purpose of the data collection was to gather descriptive data about attitudes toward flu, 

vaccination, and health as well as to gain discursive data from a large number of possible 

respondents. The results of this survey could also be useful to forming future surveys that could 

produce inferential results through a different sampling technique.  

The survey asked implicit and explicit questions related to the Health Belief Model 

(HBM) as a way of testing the role that two key concepts in the HBM—susceptibility and 

severity—played in how respondents characterized their own health and how that corresponded 

to vaccination practices. The HBM, an interpretative paradigm in public health used to both 

explain and predict health behavior, asserts that the more “serious” a disease is perceived to be, 

the more likely the general public will be to follow the recommendations of public health 

officials regarding preventative measures to avoid disease, such as vaccinations. This model was 

used to shape the survey answers and questions as a guiding methodology for understanding and 

examining behavior. 

The first four questions asked students about their experience with the flu; questions five 

through 10 asked them about the flu vaccine specifically; questions 11 through 14 asked 

participants to answer questions about how best to prevent flu; questions 15 through 20 asked 

questions about perception of health; questions 21, 22, and 23 asked participants to provide 

narrative responses about their opinions about flu and flu vaccine; and 24 through 30 asked 

demographic questions about the respondents. 
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Results 

Out of 569 respondents, 188 (33%) received the flu shot during the 2011-2012 flu season. 

Reported reasons for not getting the flu shot overwhelmingly included high perception of 

personal health, with 39% of respondents stating “I am not worried about getting the flu and do 

not think I need to get the flu vaccine” as the main reason for not vaccinating. The next-highest 

response was convenience and cost (68 or 12%) and the third highest was vaccine safety, with 

6% of respondents expressing safety concerns (“I want to avoid the side effects of the flu vaccine 

or am worried about contracting the flu from the vaccine”). 

Among students who did vaccinate, reasons were fairly evenly distributed across the 

rationales provided: 

• 12% (69) indicated that a health care provider, family member, or friend recommended 

that they get the vaccine 

• 11% (60) indicated cost or convenience reasons 

• 5% (29) indicated that they “wanted to avoid missed work or passing the flu to family 

members and friends” 

• 5% (26) indicated “I have gotten the flu in the past and want to avoid getting it again”  

In addition to these top reasons, 3 people indicated “I saw reports about the flu vaccine on TV, in 

newspapers and magazines, and/or on the internet that made me confident that flu vaccine would 

prevent the flu.” 

In terms of measures of disease severity, students expressed a moderate to high level of 

flu experience and knowledge. Most (78%) indicated that someone in their household had the 

flu; knowledge about flu duration was more nominal, with only 26% answering correctly that it 

takes “one week or more” to recover from the flu. Most students (86%; 26% “strongly agree,” 
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60% agree) indicated that they thought “college students are likely to get the flu,” however 

students were nearly evenly divided in response to the statement “The flu is a serious disease for 

college students,” with the following results: 

Question: The flu is a serious disease for college students. 
Strongly agree  57 (10%) 
Agree 237 (42%) 
Disagree 241 (42%) 
Strongly disagree 28 ( 5%)  
No answer 6 (1%) 

Table 6.1. Reports of Flu Severity.  
 

Overall, the fewest number of students thought that the flu shot was the best way to prevent the 

flu. In a series of questions about the efficacy of different practices for flu prevention, hand 

washing or sanitary measures were the most popular and the flu shot was the least popular: 

Question: The best way to avoid getting the flu is by: 
 Hand washing and 

sanitary measures, such 
as hand washing and 
hand sanitizer. 

Diet and lifestyle changes, 
such as eating healthy 
food, getting extra sleep, 
and taking vitamins. 

Getting a flu 
shot. 

Strongly Agree/Agree 90% 75% 58% 
Strongly 
Disagree/Disagree 

8% 23% 42% 

No answer 1% 1% 1% 

Table 6.2. Avoiding Flu. 
 

These questions were offered in a series of 3 questions, so students could answer each of these 

the same way (“Strongly agree” that hand washing, diet and lifestyle, and the shot are “the best” 

way to prevent flu). The organization of this question was discussed at length with LISA 

representatives. Ideally, students would have only been able to choose one “best” way to prevent 

flu so that one dominant preferred answer would have emerged. However, there was not a way to 

communicate or construct this option within the online survey constraints, so this series of 



Heidi Y. Lawrence  |  Chapter 6 

181 

questions was recommended by LISA as the best way to capture as much information about the 

most common preferences students had. In future surveys, a new question like “If you could do 

only one thing to prevent the flu, which would it be?” with a series of answers including 

sanitation, diet, and the vaccine might elicit that information. However, the results achieved 

through this survey’s question may have been more accurate and realistic since people can 

choose more than one method of flu prevention and are not limited to only getting a flu shot or 

washing their hands.   

Regardless, these data show that the fewest (58%) number of students said that “getting a 

flu shot” was the best way to prevent flu, and the highest (42%) number of students said that they 

disagreed or strongly disagreed that the flu shot was the best way to prevent flu.  

Finally, regarding measures of personal health, students overall reported good health, 

though there were a number of students who reported getting illnesses and some sense that the 

flu was a serious disease that would be a problem for them if contracted. In these questions, 

students could either “Agree” or “Disagree” with the statements about health provided. 

In terms of reports of relatively poor or weakened health and flu severity, 20% of 

students reported that they “get colds and illnesses frequently” and 7% reported “chronic health 

problems that increase my risk of getting really sick with the flu”; 73% indicated that if they 

were to contract the flu their “school and work commitments would be significantly disrupted. 

However, in other cases, students reported overall high levels of health. Only 2% of 

respondents indicated that they would “likely be hospitalized or suffer long-term effects from” 

flu if they were to contract it. A majority of respondents (69%) indicated that they rarely get sick. 

 



Heidi Y. Lawrence  |  Chapter 6 

182 

Analysis 

The composition of students who did and did not get a flu shot show some interesting 

differences in overall perceptions of health and severity of flu. 

Gender 

Overall, more women (70%, or 401) than men (29%, or 164; 1%, or 4 did not answer) 

answered the survey. A slightly higher percentage of women, or 72%, made up the vaccinated 

population of survey respondents. This has been observed in other surveys conducted by the 

Vaccination Research Group (VRG), the research team in which I have participated, and 

different reasons have been hypothesized for the larger uptake of respondents among women: are 

women more likely to answer surveys in general? Are they more interested in health issues? Do 

they make up a bigger composition of the departments elicited?  

While these factors remain largely uncertain, it is worth noting a few measures of disease 

perception and prevention among the women and men who answered affirmatively (agree or 

strongly agree) to the following questions this survey: 

Question Female Male 
If I were to contract the flu, my school and work commitments would be 
significantly disrupted. 

77% 63% 

College students are likely to get the flu. 89% 84% 
The flu is a serious disease for college students. 52% 51% 
The best way to avoid…sanitary measures 91% 89% 
The best way to avoid…lifestyle changes 77% 73% 
The best way to avoid…flu shot 58% 60% 
I get colds and illnesses frequently 22% 16% 
I rarely get sick. 68% 77% 

Table 6.3. Survey Analysis by Gender. 
 

Among many factors, there were not significant differences between female and male answers, 

though overall more women responded that their school and work commitments would be 
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significantly disrupted if they were to contract the flu and overall men reported higher levels of 

health perception. Among males who vaccinated, the top two reasons for vaccinating were the 

same as females (health care provider or family member recommendation [n=22]; 

cost/convenience [n=18), however the next-highest reason for vaccinating (n=8) was wanting to 

avoid missed work or school, whereas for females the next-highest reason for vaccinating (n=23) 

was getting the flu in the past and not wanting to get it again.  

All of these differences are relatively small, though it appears that the males who 

responded to the survey perceived themselves as being slightly more healthy than females who 

responded. 

 

Vaccination Status 

Those who vaccinated overall were more likely to perceive greater risks associated with 

flu or likelihood to get flu. For instance: 

• 95% of vaccinated students responded that college students were likely to get the flu  

(compared to 86% overall) 

• 72% responded that the flu was a serious disease for college students (compared to only 

52% overall answering affirmatively to that question) 

• 83% responded that the best way to avoid getting the flu was to get a flu shot 

• 85% responded that their school and work commitments would be significantly disrupted 

if they got the flu 

In terms of measures of overall health, vaccinated students reported relatively high levels of 

health but consistently not as high as non-vaccinators: 
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• 25% responded they get colds and illnesses frequently, compared to 18% of non-

vaccinators 

• 63% responded they rarely get sick, compared to 73% of non-vaccinators 

• 15% responded that they have chronic health problems that increased their risk of 

becoming very ill from the flu, compared to 4% of non-vaccinators 

 

Narrative Responses 

Questions 20 through 23 asked respondents to reflect on vaccine safety and side effects. 

Question 20 asked respondents to indicate whether they agreed or disagreed with the statement, 

“I think the flu shot could be dangerous to my health.” 70 agreed, 490 disagreed, and 9 left the 

question blank; overall, 79 people responded to the follow-up question, “If you think the flu shot 

can be dangerous to your health, please explain why” (14% overall).  

Respondents provided a wide range of responses as to why they thought the flu shot 

could be dangerous to their health. Responses were aggregated and coded according to argument, 

meaning that respondents who provided lengthy responses that contained multiple reasons for 

why a flu shot was dangerous (of which there were a significant number) were coded more than 

once. Overall, responses fit into one of 10 categories: 

• Side Effects or Unknown Effects (16) 

o When I got the flu shot from a doctor's office last year, I experienced a fair 

amount of pain after I got the shot, and I experienced numbness in my arm for 

about 48 hours. After that, my doctor determined that I was allergic to the shot, 

and that I shouldn't get the shot anymore. 



Heidi Y. Lawrence  |  Chapter 6 

185 

• Get Flu from the Flu Shot (9) 

o Because the flu shot or vaccine contains a small portion of the virus and in some 

cases people catch the flu from the vaccine. 

• Never Get the Flu, Have Never Gotten the Flu Shot; Got the Flu Shot and then Got the 

Flu (8) 

o The only time that I recall having the flu, which was many years ago, when I was 

a child, I had a flu shot that season. 

• Immune System or Natural Exposure (8) 

o Not necessarily dangerous, but I prefer to keep my own immune system robust. I 

haven't gotten a flu shot in my 4 years of college, and have only gotten a mild flu 

once. Either I am lucky or I have a very good immune system. 

• Don’t Ingest Chemicals, Toxins, or Medicines (6) 

o Adding things to your body that you don't really need to isn't good for your 

health, regardless of what it is. 

• Promotes Vaccine-resistant Diseases or Epidemics (6) 

o Well, I think that it could be detrimental in the long term. If too many people get 

the flu shot, I'm assuming that wouldn't be too great. Kind of like how pathogens 

or other biological things that are bad can adjust to antibiotics and then the meds 

don't help anymore. I don't know if that's how flu shots work, but that's my 

assumption. 

• Parent, Family Member, or Friend Got the Shot and Had a Bad Experience (6) 

o I've known many friends/family members who always get the flu shot and still end 

up getting the flu. 
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• Prefer a Healthy Lifestyle (5) 

o I just do not think it is necessary to have a flu shot if you take care of yourself - 

exercise, eat healthy foods and wash your hands. 

• Vaccine Efficacy (2) 

o I don't think that there is a reason to get a vaccine that is an educated guess on 

which flu strain will appear that year because of the ever evolving virus. There is 

no point in catching two strains if you catch the actual one and one from being 

vaccinated. 

• Pharma or Crony Capitalism (2) 

o Secondly, remember who is profiting from vaccinations. Obviously those making 

a great deal of money off of it will try to coerce people into believing they NEED 

the shot.  

 

These narrative responses produce some interesting implications for understanding how 

flu and flu vaccine as well as vaccines and health behavior in general are understood by young 

adults, as is further discussed in the following section. 

 

Discussion and Implications 

As a disease, flu exists in a very particular space in our public consciousness. While 

pandemic influenza has the potential to devastate populations worldwide if a particularly virulent 

strain is transmitted—and has, such as during the 1918 pandemic that killed between 30 and 50 

million people worldwide—flu is also part of a common lexicon that refers to illness more 

generally. For example, we may use the term “stomach flu” to refer to a variety of 
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gastrointestinal symptoms or use WebMD’s “symptom checker” to distinguish a bad cold from 

the flu, indicating that popular notions of severity and degree of illness are in constant question 

and flux depending on individual experiences with disease, definitions of health and wellness, 

and access to and use of medical care. This lack of specificity regarding the seriousness of flu is 

a problem in particular for health officials, whose aim each flu season is to achieve high rates of 

flu vaccination. Although 90-95% of a population must be vaccinated in order to limit and 

prevent the spread of disease and protect all members of a community—and 90% is the current 

recommended vaccination rate to achieve herd immunity, as recommended by the CDC—current 

vaccination rates for flu rarely exceed 60% in most communities. As previously stated, the 

consequences of an outbreak in a dorm or on a college campus could be particularly significant 

and severe, given the close living and working conditions of a college community. Thus, having 

access to some sense of how students perceive this risk and how they might best mitigate their 

changes of getting the flu is important, even at the descriptive level, for college administrators to 

have. 

Overall, this survey showed some ways in which college students’ perceptions of their 

own health relate to flu vaccination. Students reported a divided sense of personal health; 

although most did not perceive that flu was a very serious disease that was likely to cause 

hospitalization for them, most agreed that the flu, if contracted, would significantly interrupt 

their ability to fulfill their obligations to school, work, and their families. In general, students 

reported high perceptions of personal health, stating that overall they did not get sick very often. 

Students also preferred highly individualistic means of flu prevention, such as sanitary measures 

and healthy living, over vaccination for prevention of flu. However, as public health officials 

have argued, things like hand washing and healthy living may prevent an individual from getting 
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sick with the flu, but they do not help as much in preventing the spread of flu in communities; 

after all, someone could transmit flu virus and never become ill with flu.  

Furthermore, few respondents reported that contributing to community health was an 

important reason for being vaccinated (5% indicated “I wanted to avoid missed work or passing 

the flu to family members and friends”). This lack of community health awareness could be an 

inherent bias in the survey methodology; the tenets of the Health Belief are highly individualistic 

and assume that individuals will mostly act on behalf of themselves rather than the community as 

a whole (unless they stand to benefit from community health in some way). Perhaps making it 

clearer to students that they are likely to benefit from being a member of a healthy campus would 

lead to more community-based definitions of how to avoid flu (which would involve 

vaccination). Additional surveys could more carefully tease out the role that community plays in 

health definition and preferred preventative activities as well.  

Secondly, students seem generally skeptical about vaccination as a necessary 

preventative health strategy for healthy people. When looking at the narrative responses in 

combination with the more straightforward survey responses, a few novel phenomena about the 

role of medicine and health emerge.   

Two rationales emerged in this survey that have not been discussed in previous studies of 

college student responses to vaccination or flu vaccines in general—the idea of vaccines 

contributing to resistant strains or “superbugs” and the role that not wanting to ingest medicines 

or other “toxins” made respondents think that the vaccine was dangerous to health. When these 

two arguments emerge alongside other comments about the need to build up natural immunity or 

concerns about not being able to fight off contagion on one’s own and the strong associations 

between the flu shot and either getting the flu, feeling poorly, or subjecting one’s self to a wide 
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variety of side effects with few benefits, a generalized anxiety emerges about the ability of 

modern medicine to adequately respond to contagious disease without unknown consequences.  

Among those concerned about the flu vaccine, we see young adults who lack confidence 

in the ability for medicine to be a universal good; as one respondent states: 

I don't think in general/overall it could be dangerous to my health but I am a person who 

is skeptical of taking medications. I don't think that it is necessary to take many 

medications/vitamins, etc. often or for every small instances of pain or sickness, but only 

necessary for very serious diseases, epidemics, or sicknesses that are certain or very 

likely to be terminal. 

In the same vein, this participant states:  

I feel like if I take medications/vaccinations my body will become reliant on them and not 

be able to fight off infections and illnesses by itself (they weaken my immune system). 

These generalized statements reflect a concern about the role that medicine plays in keeping a 

healthy body over the long-term. Although these responses indicate that medicine may help in 

the short-term for pain or a mild disease, they also suggest that the body will then become reliant 

on those medications and will not be able to tolerate or fight off another infection or discomfort 

at another date. These concerns combine with overarching fears—and realistic perceptions—

respondents have about the over-prescription of medications, particularly antibiotics, which have 

contributed to widespread antibiotic resistance and a deep skepticism about the motivations of 

the medical-industrial complex. Respondents are not only skeptical about why doctors and the 

pharmaceutical industry are advocating vaccinations but are unconvinced that these entities are 

capable of or responsible enough to adequately report real incidents of side effects and actual 

risks associated with prescription drugs.  
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In total, these 81 responses are not a group of crazy students who subscribe to fringe 

beliefs and conspiracy theories—they are putting together a host of real-world and historical 

incidents where medicine was improperly used and has created long-term consequences that are 

now coming to fruition in unexpected and in some cases deadly ways as a result of errors in 

vaccine processing or unexpected side effects and complications. In the world of vaccines alone, 

incidents of injury from vaccines have occurred despite insistence from health and science 

researchers that they are unequivocally safe. In 1955, over 200,000 children and adults were 

afflicted with paralytic polio resulting from improperly inactivated vaccine distributed by Cutter 

Laboratories (Offit); in 1976, National Influenza Immunization Program (NIIP) vaccination 

program was initiated after a soldier at Fort Dix in New Jersey died of swine flu in an effort to 

pre-empt a possible highly-infectious pandemic. In the end, no additional cases of swine flu were 

confirmed nationwide, but 40 million Americans were vaccinated, and 32 people died of 

Guillain-Barre Syndrome, a neurological disorder, contracted from the vaccine (“1976 Swine Flu 

Outbreak Ford Administration Papers”). Finally, the rotavirus vaccine Rotashield was no longer 

recommended for use in infants on October 22, 1999, after being licensed in August 1998. 

Rotashield was found to result in increased risk of developing intussusception (a condition where 

a segment of intestine, usually at the ileocecal sphincter [the site where the large and small 

intestines join], folds in on itself, causing a blockage), 20 to 30 times over expected risk in 

otherwise healthy infants (CDC “Rotavirus Vaccine”). Although vaccines are consistently cited 

as being completely safe and medically and scientifically verified as “safe,” as this dissertation 

as a whole argues, producing and distributing vaccines is still an intricate, object-laden enterprise 

mediated by a variety of human actors and material constraints to proper administration.  
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Are critics of vaccination always putting those facts together in logical ways or entirely 

accurate ways? Probably not. But, overall, the tone of this skepticism is one that reflects social 

concern and insecurity in the medical, governmental, and economic systems that encourage and 

promote “health” more than one of conspiracy or generalized denial of risk.  

If anything, these sentiments express a sense of risk that is so overarching and 

widespread that health choices are not just about the integrity or definition of health or of the 

body, but reflect a lack of faith in the institutions that are supposed to facilitate and ensure these 

things to begin with. The sentiment that medicine, from antibiotics to Advil, might actually do 

more harm than good over the long run reflects a historical and contemporary reality about the 

unintended consequences of medical intervention. Despite knowing that medicine is responsible 

for curing and treating a wide range of diseases that once caused high rates of mortality, these 

responses still indicate a desire—a need—to know that the body can “tough it out” on its own. 

Finally, in terms of how survey methods might produce useful results for medical rhetoric 

and/or rhetoric and writing studies, this data offers some interesting possibilities for how scholars 

in the humanities might use surveys in the future.  

First, scholars in medical rhetoric and rhetoric and writing studies would benefit from the 

survey method by using survey questions that request a combination of pre-filled and free-form 

narrative responses. Although it is likely that only a fraction of all respondents will actually 

complete the narrative responses, those who do provide a narrative have a lot to offer in terms of 

the relevant, salient arguments available on an issue. Across the 81 responses received about the 

dangers of the flu shot, a variety of new, novel reasons for not vaccinating emerged that have not 

been present in previous studies. These responses are not generalizable in any way, but again, 

they offer insight into how people are conceiving of vaccines in their own language and provide 
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researchers access to a wide range of perspectives on the issue that it may take hundreds of 

interviews or thousands of hours of reading books, websites, and other materials to elucidate. 

This combination of a wide range of responses, standard-answer questions, and narrative 

opportunities gives researchers a rich data set from which to understand how different arguments 

are working in a wide range of rhetorical situations. 

In addition, surveys also offer some significant benefits in terms of widespread data 

collection. Talking to 569 students would be almost impossible to do in only 2 weeks, and in-

person interviews carry another set of constraints, such as lack of anonymity and possibly less 

candor especially in skeptical responses. As a result, surveys offer an expedient way of gaining a 

lot of data. Surveys also facilitate a particular kind of data analysis, looking at percentages and 

numbers in ways not typical of studies in rhetoric, writing, or elsewhere in the humanities. 

Although we all may agree that numbers only tell part of a story, they also tell parts that would 

be difficult to access in other ways. For example, it would be difficult (and a bit weird) to ask a 

person “Did you get a flu shot, and if so, do you also think that you would be likely to be 

hospitalized or suffer long-term effects from the flu if you contracted it, and do you also believe 

that you rarely get sick?” Few people think of their own experiences and beliefs in such ways. 

One might be able to access that little bit of analysis about a person’s perspective across an 

interview, with a combination of direct questions about flu vaccination practices and then some 

situated questions about health beliefs and personal experiences, but that would involve a more 

time-intensive process that wouldn’t give researchers that data plus a whole host of other ways of 

compiling behaviors, opinions, and experiences in addition to that one set of information. A 

situated interview method such as that would also carry its own constraints and complications 

when producing comparative data as well, such as the order the questions were asked in and the 
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language used to elicit the information. Being able to aggregate responses in such a way can 

capture trends across is a significant benefit that survey methods offer that, although only telling 

part of the story, still tell us something different than interviews can and is something that it 

would benefit scholars in rhetoric and writing and the humanities more generally to consider 

more often in enriching the kinds of results that we gain from other methods. Using a survey also 

provides results regarding how questions are phrased and interpreted across large groups of 

people. 

That being said, the method offers some uncomfortable limitations for scholars of 

language and writing. Providing people with a language and means for describing their 

experiences explicitly through a question and answer format in many ways closes of our access 

to the rhetoric and tactics they would use to characterize what they have had themselves. Also, so 

much of the survey feels far more contrived than even the constraints of the interview situation 

since the questioner is literally providing the respondent with the explicit language through 

which to characterize responses to questions.   

In terms of the format of the writing of this chapter, I found the experience of writing in 

the IMRAD format to be a useful and interesting exercise. I have to say now that I have written 

in this format that I am convinced even more of its rhetorical function as a writer than I was 

before. The biggest thing I noticed in writing this chapter was how the IMRAD format allowed 

me to compartmentalize my thinking as it compartmentalized my writing. As I was writing 

through the sections, my mind would start to wander, as it usually does when I am writing, about 

other conclusions, concepts to add, or things I might write or put together. Instead of taking that 

opportunity to “write through” my newest idea or point, I could just tell myself, “no, I’m not 

writing about that here; I write about that in another section.” This experience obviously has 



Heidi Y. Lawrence  |  Chapter 6 

194 

upsides and downsides; writing was a more uniform “mode of thinking” than the networked, 

complex, recursive process that I encourage it to be and have largely embraced as a teacher and a 

writer. Experiencing something a bit more uniform helped me to realize the limitations of 

encouraging such a writing process. It can be frustrating to follow ideas down the rabbit hole 

when they don’t pan out. It is infuriating to have three “_cut.doc” files when you are finished 

with a paper because you wrote so much extra stuff that didn’t end up fitting. It’s bothersome to 

everyone involved when you’re always over the word count. It’s helpful to have some exterior 

constraint shape your thinking sometimes because it helps you get the words you need to get on 

the page. It’s not necessarily faster or easier, but it can feel more efficient. 

Of course, there are problems with everything I just said (for instance, this very 

discussion I’m having right now is pretty much entirely inappropriate for this medium, and I am 

finding that writing it is useful nonetheless, so some freedom is good for you), but I think there is 

a good pedagogical and composing lesson in acknowledging the strengths and weaknesses of this 

form for me, in that uniformity isn’t all bad, all of the time.  

As for whether or not the end result is persuasive, I leave it to the reader to judge that 

entirely, but I can say that even the reporting of numbers felt persuasive insofar as I knew I was 

saying “This is true” when I was reporting numbers. A universal truth or an absolute truth or an 

irrefutable truth—no, of course not. But there was a power I felt as a writer saying “This 

question elicited this answer from 58% of people.” When you write that, you know it is the case. 

Applying it and acknowledging alternative explanations or contingencies that qualify the answer 

is much scarier and exists in murkier territory. This experience, in particular, makes me even 

more convinced in the persuasive power of the IMRAD format in that it truly exists to facilitate 

truth production. 
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Chapter 7. 
Public Discourses and Professional Objects: The Possibilities for Rhetoric 
 

At the American Public Health Association (APHA) annual conference in October 2012, 

I participated in a panel on the historical roots of vaccine skepticism with some senior scholars in 

vaccine research, many of whom are cited in this dissertation. At the end of our panel, a public 

health worker from Phoenix said something to the effect of, “So all of this is really interesting. 

But I have a lot of people in my district who are anti-vaccine. How do I change that?” One of my 

co-panelists quickly responded, “Well, that’s the million-dollar question.” Everyone laughed and 

moved on to the next question. As the youngest and least experienced member of the panel, I 

stayed silent and went with the flow. 

  It was one of those professional moments that haunts me, keeps me up at night imagining 

what I should have done and said or how I might have made more of that missed opportunity. 

Because it’s not a million-dollar question. The answers to vaccine skepticism begin quite simply: 

with more questions.  

 The issue that the public health official brought up exemplifies the problematic nature of 

many of the professional stances in this controversy—there is an inherent assumption that there 

is a monolithic, unified group of people who “are anti-vaccine” and who therefore jeopardize the 

health of an entire community because of their misguided beliefs. They are boisterous and rich 

and white and educated and think they are smarter than doctors and so therefore give them a hard 

time and don’t follow the rules. After reading a lot of books and articles and websites and 

looking at a lot of videos and pictures and documentaries created by, about, and for people who 

are skeptical about vaccines online and in traditional media, I have to say that I haven’t found a 

lot of people like that. Not precisely in that form, anyway, and not in any kind of significant 
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numbers to affect herd immunity. 

 If I could have a second chance to address this person’s question, I would ask, “do you 

know who is refusing vaccines and why?” 

This is one of the chief lessons learned from the interactions I have had with 

professionals during the course of the research I have conducted so far in public health and 

medicine on this topic. During the 2011 study of 2009 H1N1 and flu vaccination practices in 

Southwest Virginia that I participated in, some of our most significant experiences emerged 

during and after to our team’s interactions with the Virginia Department of Health (VDH) 

officials (who were also our clients) as we tried to unpack their stated and inferred impressions 

of their local population. The purpose of the study was to determine why local residents chose 

not to participate in an in-school flu vaccine program for students during the 2009 H1N1 

outbreak. VDH managed the vaccine program through an opt-in process, where parents were 

sent a permission form that they were supposed to send back to school indicating whether or not 

they wanted their children to participate. Few parents sent back the forms, and fewer still wanted 

the in-school vaccination.  

VDH’s hypothesized answers to low participation rates included: 1.) parental 

disengagement (parents didn’t even see the forms informing and asking for permission to 

vaccinate because of absent parents either due to general lack of interest, drug use, or other 

negligence); 2.) logistical problems (forms weren’t handed out, got lost in backpacks, or weren’t 

understood by parents due to low literacy); 3.) intentions not to vaccinate. Our survey and 

interview study eventually concluded that intentionality, not disengagement, was the salient 

factor for parent non-compliance in the vaccination program. Yet when we delivered this as an 

emerging finding during an interim meeting with our clients, their response was, “well, if parents 
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are seeing the information about the vaccine programs and are intentionally choosing not to 

participate, then that means we can use an opt-out program (whereby all children would, by 

default, be vaccinated whether or not a form was returned) since we know they are informed 

about the vaccination.”  

It is a troubling professional experience to feel like you’re offering an observation that is 

supposed to help someone correct a mistake or change an improper view of a situation, but that is 

instead used to reify the incorrect position and make the mistake or transgression even worse. 

This used to happen to me all of the time as a technical writer—I would point out something 

vague or misleading in a report, and the subject-matter expert (SME) would say, “Oh, it’s good 

that that’s vague. We don’t really want to document that safety problem we found because it 

could get our client in trouble.” I felt like I was helping them find the very weaknesses they were 

trying to exploit.  

A similar situation occurred early in our research process when discussing how to best 

entice parents to participate in our survey. Our clients were (understandably) concerned that we 

would not get people to participate in the survey—after all, if people would not return a form for 

a flu shot, why would they return a survey for nothing? We began brainstorming possibilities for 

incentives. At one point, VDH representatives suggested offering a pizza party to classes where 

100% of parents return the survey to the teacher. They said something to the effect of, “we do 

this all of the time, and it’s really effective. It gets the students motivated and the teachers 

involved and it really gets the kids to make sure their parents read and sign the form and bring it 

back to school.” We heard similar stories, only from the perspectives of parents, during our 

interviews—children are offered stickers, candy, parties, cupcakes, and a variety of other 

incentives as a “reward” for participating in other health programs in this area. 
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Even though I witnessed this conversation over 2 years ago at this point, it still bothers 

me immensely. While admittedly less regulatory than an opt-in program, I am still astonished 

that it was not just okay but normal and even advantageous to manipulate parents to make health 

decisions by incentivizing children with free pizza. I partially recoil a bit from this practice 

because, growing up, I was the kid whose parents objected, wrote strongly worded letters, and 

never let me participate in anything if they disagreed with “the principle of the thing” involved. 

And that was embarrassing enough when I’d have to wait while my mother debated the merits of 

a new school policy with the principal after school. If I had faced social ostracism—even, 

perhaps, criticism from my teacher—because my parents’ actions had kept my class from getting 

a pizza party, though, that would have been really terrible. I couldn’t get on board with the idea 

just based on that experience alone. Other problems abound with this suggestion, though: 

perhaps most significantly, pizza isn’t particularly healthy. I realize there’s no such thing as an 

“apple party,” but I could have been more on board with an extra period of recess or gym or 

something than encouraging children to eat something full of fat and salt.  

I want to stress that although I’m being fairly critical here, I do not doubt that our clients 

are well-meaning: I know that they are trying to best serve their populations and that they firmly 

believe that they are working in the best interests of those they are responsible for helping by 

vaccinating at all times, at all costs. Problems occur with this situation on two levels, though: 

first, when officials do not acknowledge that their position is also one that is highly invested in 

their own approaches to and definitions of disease and health, they advocate for a single-minded 

focus on their own objectives, and alternatives are cast as “wrong” positions in need of 

correcting; and second, as a result, they can only see vaccine discourses in one of two ways: 

correct positions that support vaccinations and incorrect positions that do not (pro- and anti-). 
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They freely make assumptions about who vaccinates, who doesn’t, and why, and even when 

presented with information that disavows them of those assumptions, as in the case with VDH 

here, they use the opportunity to offer more regulation, more ways to impose their own will and 

requirements through increasing mechanisms of coercion rather than trying to learn something 

lasting about the nature of the very controversy they are trying to address.  

 A different way of conceptualizing the debate, one that honestly asks, “who isn’t 

vaccinating and why?” could unearth real solutions to miscommunication that happens as a result 

of different ontologies of vaccines at play in this debate as well as acknowledge when, perhaps, 

amelioration is not possible. If it is the mother of an infant who won’t vaccinate against rotavirus 

because her baby rarely goes out in public and is exclusively breastfed, that is an incredibly 

different situation than a father who does not want to vaccinate his child against MMR because 

he thinks it will cause autism or a young adult who does not want to get HPV vaccine because 

does not want to introduce toxins to her body or anyone who does not want to get flu vaccine 

because “I never get the flu.” Four different vaccine ontologies. Four different disease 

exigencies. Four different rhetorics of risk. And those are just a sampling of the possible 

different ways that vaccines operate as part of systems of disease response and health 

maintenance.  

 Parents and patients could benefit from thinking through a more nuanced perspective on 

their vaccine concerns as well. In vaccine discourses, parents and patients can tend to vilify some 

doctors and what they see as “pro-vaccine science.” Some of these discourses dismiss doctors’ 

and health officials’ perspectives on vaccines as “propaganda” or “too much science for our own 

good,” as vaccine videos, online discourses, and the survey responses studied in this dissertation 

do. Just as health officials’ insistence that vaccine refusal is evidence of ignorance is unhelpful 
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and limited, so, too, is the opposite assumption about doctors not productive in this discursive 

environment. Parents and patients ignore the distinct, though separate, spaces from which 

doctors work to advocate for vaccination as a preventative medical object.  

This situation offers an important set of lessons for those in medical rhetoric and 

professional communications research, which is illustrated through the following example from 

my interview with Dr. Delta, a general pediatrician. In the course of the excerpt that follows, she 

articulates this broad range of issues and questions that vaccine skepticism and refusal create in a 

pediatrics practice, but follows up with an interesting conclusion to this discussion about the 

incommensurate position vaccine refusal can reflect in a parent: 

What our practice has said, and we did this after [another local pediatrics practice] kinda 

came out with their statement, we said, “okay, what are we gonna do?” And we said very 

quickly we would not take their, the patients that they were following that were not 

vaccinating. That we didn’t feel comfortable and we didn’t wanna be seen as sort of the 

practice where everybody came who didn’t want to vaccinate. And we said that partially 

because we felt like we had a responsibility to our other patients. If we agreed to bring in 

all of those people that don’t vaccinate, then sittin’ in the waiting room, you know, we’re 

putting our patients at risk. So if somebody chooses, or this group of patients chooses, for 

example, not to give their kids chicken pox vaccine, and we have more of those kinds of 

patients sittin’ out there in our waiting room, then if you come to see us with your child, 

we’re putting your child at risk potentially, or a higher risk. So we said we would not do 

that. And then we kinda came up with a list of these are the things that we think are most 

critical, and if you’re not gonna at least get these really critical ones, then we don’t feel 

comfortable seeing your child. And we felt like, you know, and our reason was, we felt 
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like philosophically, you are so different from us that we’re not sure we can really see 

eye-to-eye on on issues of-of child care. 

Here, Dr. Delta states the broad range of material concerns that vaccines generate—we have the 

reference to the waiting room, which was consistent across the interviews; there’s the response to 

the local exigence of the neighboring pediatrics practice that instituted a new policy about 

vaccines; there’s also a reference to the stature or role that her practice will play in the 

community, should they fail to take a stand about vaccines and become “the kind of practice 

where everybody came who didn’t want to vaccinate.” She offers substantial evidence here 

arguing that it’s basically about these material issues and protecting other patients.  

In the conclusion, she turns and talks about parent philosophy, which doesn’t really 

follow immediately out of this evidence she gives about vaccines, but it does follow out of the 

decision doctors make to include some vaccines as part of their practice’s “required” list. What 

she’s arguing is that if we, as physicians, determine that these particular vaccines are absolutely 

critical, and a parent pushes back against those, then those same parents are going to push back 

against other things that the doctor might think are absolutely essential, like prescribing 

antibiotics if the parent would rather use a natural remedy. The perception then is that doctors 

would basically have a patient who pushed back against everything he or she recommended, and 

no one really gets into medicine to argue, fight, and debate with patients all day.  

The rhetorical and ontological response that this dissertation posits to this situation is that 

position is not necessarily the case. Vaccines are a unique type of medical object—a preventative 

medical object for which there are few equivalents. Parents who have concerns about 

vaccinations are not necessarily the same parents who may not want to give their children 

antibiotics for an ear infection, because those are two entirely different disease interventions with 
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entirely different exigencies. It’s understandable that doctors think this, particularly given the 

current ways in which vaccine skepticisms are characterized and represented in medical literature 

that inform their assumptions about parent concerns, but it is not necessarily how vaccines 

operate ontologically for those parents. 

If a parent is skeptical about a vaccination because he or she thinks that vaccines may 

damage the immune system by making it “lazy” over the long term and that it is, therefore, better 

to contract and overcome disease “naturally,” the value of vaccination is tied to the value 

associated with disease, not necessarily with the risks or benefits of the vaccination itself. If this 

discourse is embedded in a certain understanding of the immune system as something that needs 

to be “built up” by incidents of natural disease, maybe an alternative explanation—one that 

focuses on immunological benefits of the vaccine or, if there are any, drawbacks of contracting 

the disease instead—would be more persuasive. For example, the treatments for Hib meningitis 

include high-dose, broad-spectrum antibiotics that can cause long-lasting side effects, including 

immunological ones. Perhaps explaining that would more effectively counteract a perception of 

“improved” immunity that could come from a child contracting the disease. 

That’s obviously just a hypothesis—another study would be needed to talk to parents, 

find out how the discourses operate at the local level, craft alternative messaging, and then test 

and deploy said messages. My point is that this is the benefit the rhetorical perspective has to add 

to this controversy. First, that it uncovers the persuasive discourses that underlie parent 

perspectives on vaccines and that cohere into publics that produce skepticism. It does not look at 

any discourse or ontology as rational or irrational, or dismiss or validate any one position as 

“wrong” or “right”—all arguments are equal insofar as they are articulated as persuasive by 

speakers. By conceiving of collections of persuasive discourse as publics, we can ask, and 
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hopefully answer, why a certain form of skepticism is so powerful to a group. Second, by 

examining the issue as also one of professional and technical communication on the part of 

doctors, we can see also how their ontologies and related systems and equipment work and 

identify spaces and assumptions that warrant further investigation or that a nuanced 

understanding of the public could illuminate. 

And finally, for those who study professional communication, object-oriented theory can 

offer an answer to how we might examine and understand the controversial topics and 

discussions that doctors must communicate as part of their practice. Medicine is mediated by the 

objects and systems within which doctors aim to produce health and respond to disease during 

the course of their practice. But it also requires reliable communications outcomes to share with 

patients in the process of persuasion diagnosing, treating, and preventing disease.  

In so doing, we can avoid the stalemates that the existing paradigm for understanding 

vaccine controversy encourages. And this need not only benefit medical practice. Rhetoric is a 

gateway for shaping the training of health communicators in a variety of capacities, from 

medical consultants and genetic counselors, to government officials at the CDC. As 

controversies in health and medicine continue to emerge in response to contemporary issues and 

technologies across the spectrum of health behaviors, the tools of rhetoric offer ways for 

understanding, ameliorating, and guiding critical communications that bridge the gap between 

these many public and professional spheres. 
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Appendix A: College Student Survey 
 
The text of the college student survey discussed in Chapter 6 is included on the following pages.  

 

 

 



Flu Survey

VIRGINIA POLYTECHNIC INSTITUTE AND STATE UNIVERSITY

Informed Consent for Participants in Research involving Human Subjects

Flu Beliefs and Practices of College Students

This survey is part of a study on vaccination practices and beliefs. The purpose of this study is to assess attitudes
about seasonal flu and flu vaccination held by college students.

You will complete one online survey that will take about 5 minutes to complete. No risks or discomforts are anticipated
from taking part in this survey. If you feel uncomfortable with a question you can withdraw from the study at any
time. If you decide to quit at any time before you have finished the questionnaire, your answers will not be recorded.
You must submit the questionnaire for it to be recorded as part of the study. Your results will be kept completely
anonymous.

Your participation in the survey will contribute to further research on the attitudes about vaccination among college
students.

To take this survey you must be at least 18 years old. By taking the survey and submitting it, you are admitting to
being 18 years old or older. If you are not 18 years old, do not take the survey.

This survey has been approved by the Virginia Tech Institutional Review Board (IRB) for complying with guidelines
concerning research involving human subjects. Any questions about IRB issues should be directed to Dr. David Moore,
Chair, Virginia Tech Institutional Review Board for the protection of Human Subjects: telephone: (540)-231-4991;
email: moored@vt.edu; address: Office of Research Compliance, 2000 Kraft Drive, Suite 2000 (0497), Virginia Tech,
Blacksburg, VA 24061.

BY BEGINNING THE SURVEY, YOU ACKNOWLEDGE THAT YOU HAVE READ THE CONSENT FORM AND CONDITIONS OF
THIS PROJECT AND AGREE TO PARTICIPATE IN THIS RESEARCH WITH THE KNOWLEDGE THAT YOU ARE FREE TO
WITHDRAW YOUR PARTICIPATION AT ANYTIME WITHOUT PENALTY.

1. Have you ever had the flu?
Yes
No
Don't know

2. Has anyone in your household (at home or at school) had the flu?
Yes
No
Don't know

3. How long do you think it usually takes to recover from the flu?
<24 Hours
1-2 days
3-4 days
5-6 days
one week or more

4. Who do you think should be vaccinated against the flu?
Senior citizens (over 65)
Anyone with a weak immune system
Children
Pregnant women

https://survey.vt.edu/survey/entry.jsp?id=1334801929965

1 of 5 4/18/12 10:31 PM

Heidi Lawrence
220

Heidi Lawrence


Heidi Lawrence




All adults and children over 6 months of age (except those allergic to the vaccination)

5. Did you get a flu shot during this flu season (fall 2011 through winter 2012)?
Yes
No
Don’t know

6a. If you did not receive a flu vaccination, which of the following best characterizes the main reason for
your decision? (If you were vaccinated, choose "Not applicable.")

The flu vaccination was too expensive or not convenient for me to get.
A health care provider, family member, or friend recommended that I not get the vaccine.
I want to avoid the side effects of the flu vaccine or am worried about contracting the flu from the vaccine.
I am not worried about getting the flu and do not think I need to get the flu vaccine.
I saw reports about the flu vaccine on TV, in newspapers and magazines, and/or on the Internet that made me

unsure about the flu vaccine.
I cannot be vaccinated because of allergy or other contraindication.
I contracted the flu and therefore did not need to be vaccinated this season.
Not applicable

6b. If you did receive a flu vaccination, which of the following best characterizes the main reason for your
decision? (If you were not vaccinated, choose "Not applicable.")

The flu vaccination was free, covered by insurance, or convenient for me to get.
A health care provider, family member, or friend recommended that I get the vaccine.
I wanted to avoid missed work or passing the flu to family members and friends.
I have gotten the flu in the past and want to avoid getting it again.
I saw reports about the flu vaccine on TV, in newspapers and magazines, and/or on the internet that made me

confident that flu vaccine would prevent the flu.
Not applicable

7. If you were vaccinated, where were you vaccinated?
Pharmacy chain (like CVS or Walgreens)
Grocery store or superstore pharmacy (like Kroger or Wal-Mart)
Workplace
School
Doctor’s office
Health district office

other: 

8. Where do you go for information about flu?
Doctor’s office
TV or radio reports
College health center
Media (newspaper or magazine)
Website that offers medical advice, like WebMD
Government health website, like the CDC’s website or flu.gov
Alternative health/lifestyle website
Independent or personal website
Pharmacy or grocery store

other: 

9. Where do you go for information about flu vaccination?
Doctor’s office
TV or radio reports
College health center
Media (newspaper or magazine)
Website that offers medical advice, like WebMD
Government health website, like the CDC’s website or flu.gov
Alternative health/lifestyle website
Independent or personal website
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Pharmacy, grocery store, or drug store

other: 

Please indicate whether you agree or disagree with the following:

10. College students are likely to get the flu.
Strongly agree
Agree
Disagree
Strongly disagree

11. The flu is a serious disease for college students.
Strongly agree
Agree
Disagree
Strongly disagree

12. The best way to avoid getting the flu is by sanitary measures, such as hand washing and hand
sanitizer.

Strongly agree
Agree
Disagree
Strongly disagree

13. The best way to avoid getting the flu is by diet and lifestyle changes, such as eating healthy food,
getting extra sleep, and taking vitamins.

Strongly agree
Agree
Disagree
Strongly disagree

14. The best way to avoid getting the flu is by getting a flu shot.
Strongly agree
Agree
Disagree
Strongly disagree

Please indicate whether you agree or disagree with the following regarding your personal
health:

15. I get colds and illnesses frequently.
Agree
Disagree

16. I have chronic health problems that increase my risk of getting really sick with the flu.
Agree
Disagree

17. If I were to contract the flu, my school and work commitments would be significantly disrupted.
Agree
Disagree

18. If I were to contract the flu, I would likely be hospitalized or suffer long-term effects from this illness.
Agree
Disagree
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19. I rarely get sick.
Agree
Disagree

20. I think the flu shot could be dangerous to my health.
Agree
Disagree

21. If you think the flu shot can be dangerous to your health, please explain why:

22. What are the side effects of the flu vaccine? Please explain all that you have heard about.

23. Are there any other thoughts you would like to share about the flu or seasonal flu vaccination?

24. Gender:
Female
Male

25. Age:
18
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19
20
21
22
23-25
Over 25

26. What is your major area of study?
Health Science
Natural Science
Engineering
Architecture/Planning
Fine or Performing Arts
Social Science
Humanities
Natural Resource or Agriculture
Business

other: 

27. What is your employment status?
Employed full-time
Employed part-time
Internship
Unemployed

other: 

28. Which of the following best characterizes your living situation during the school year?
On-campus housing
Off-campus housing, in a house or apartment with roommates
Off-campus housing, in a house or apartment by myself or with a significant other

other: 

29. Highest level of education of your mother:
Some high school
High school graduate
GED
Some college
Trade/technical/vocational training
College graduate
Some post-graduate work
Post-graduate degree

30. Highest level of education of your father:
Some high school
High school graduate
GED
Some college
Trade/technical/vocational training
College graduate
Some post-graduate work
Post-graduate degree

Submit
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Appendix B: Coded Survey Results 
 
Coded Arguments:  
“If you think the flu shot can be dangerous to your health, please explain why” 
 
1. Side Effects or Unknown Effects  

1. Sometimes there are bad side effects to it 
2. When I got the flu shot from a doctor's office last year, I experienced a fair amount of 

pain after I got the shot, and I experienced numbness in my arm for about 48 hours. After 
that, my doctor determined that I was allergic to the shot, and that I shouldn't get the shot 
anymore. 

3. By the nature of the flu shot, a small portion of the illness is introduced to your immune 
system so the body can build anti-bodies to fight against potential infection. This means 
that there is a small risk when getting a flu shot. So, it 'could' be dangerous because it is 
possible to get sick from a flu shot. 

4. Vaccines are all dangerous and all have side effects. I have been vaccinated once because 
my sister had cancer at the time, we were all required to receive it, and I ended up getting 
sick. Also, vaccines have been around a very short time; the long term effects are 
unknown and intimidating. 

5. Yes. Not only are there potential short term side effects, discomforts, and negative 
reactions - but the long terms side effects have not been researched on this type of 
vaccine. I think any sort of new medicine that has not been extensively tested on a multi-
generational scale can be dangerous. 

6. If I accidentally take get a flu shot more than once, it could be bad for me. 
7. I have heard about possible neurological problems from flumist nasal spray flu vaccine. 

But overall I do not think the flu vaccines are dangerous to one's health. I think they are 
very safe, and the risk of having a dangerous side effect is very small. 

8. Also I dont think the shot has been around long enough to prove it's safe yet so i don't 
think it's safe until it's been around long enough that any adverse effects can be 
documented. 

9. It is not dangerous, unless you are allergic.  
10. I have had negative reactions to vaccinations as a child, including getting sick with a high 

fever. I don't know how I would react to a flu shot, and since I am generally healthy I do 
not want to risk it. 

11. Redskins cheerleader 
12. I never get the flu - or anything that hinders me more than a common cold. So, getting the 

shot is just putting extra germs in my body for no reason. 
13. Finally, there has not been enough research into the long-term effects of vaccines in 

future generations. Some vaccines are pressed through the testing stages far too quickly 
for urgent need, only finding out the consequences later. 

14. Side effects 
15. you could contract the virus that was not properly converted into a toxoid or you could be 

allergic to the vaccine. 
16. Can have a bad reaction with your body. 
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2. Get flu from flu shot 
1. not sure if it is true, but i heard you can get the flu from the vaccine. 
2. Since the vaccination is a live virus, it is possible that by getting the vaccine to prevent 

myself from getting the flu I would actually contract it. 
3. Because even though it is a vaccination you can still get te flu from the shot 
4. I feel like it might put me at a greater risk of contracting the flu. 
5. Because you can get the flu from it. 
6. I feel like I can contract it through the shot 
7. I don't know if I would say it is dangerous to my health. Just not sure that it's safe to get 

an injection of a live virus that may or may not prevent my contraction of the virus 
elsewhere, and may cause me to become infected just from receiving the vaccine. 

8. I have seen so many people get the flu, just from the shot. This is the reason I do not get 
the shot. 

9. Because the flu shot or vaccine contains a small portion of the virus and in some cases 
people catch the flu from the vaccine. 

 
3. Never get flu-never get flu shot/got flu shot, got flu 

1. The one and only time I got the flu shot, I ended up getting the flu. 
2. NEVER received a flu shot, and have also NEVER had the flu. 
3. I have never in my entire life gotten a flu shot and I have also never gotten the flu. I 

firmly believe these two things are connected. I'm not sure I know the exact science 
behind it 

4. Every year for several years I would get the flu vacination and then subsequently get the 
flu, complete with a fever of 102 which lasted for several days. It was miserable. 

5. All my experiences after getting the flu, I got the flu each time. 
6. I got the shot a few years ago and was on the couch for two weeks. Probably won't get it 

again because it made me feel like crap. 
7. The only time that I recall having the flu, which was many years ago, when I was a child, 

I had a flu shot that season. 
8. I've never had the flu shot and never gotten the flu, so I feel like my body would react 

badly to this new substance 
 

 
4. Immune system build up/Natural exposure 

1. Not necessarily dangerous, but I prefer to keep my own immune system robust. I haven't 
gotten a flu shot in my 4 years of college, and have only gotten a mild flu once. Either I 
am lucky or I have a very good immune system. 

2. I don't get sick often, and when I do I fight through it. If I got a shot to keep me from 
contracting a sickness I wouldn't get anyway, I would become sicker from the vaccine 
than from the illness itself, seeing as I wouldn't contract the illness .  

3. I don't think that relying on the flu shot is healthy or helpful to your immune system. 
4. if you always getting shots for something that you dont have then i feel like your slowly 

weakening our bodies natural defense to the disease. 
5. Makes you susceptible to other illnesses 
6. I think vaccinations in general are not a good thing. I think that they increase the risk of 

contracting the disease. 
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7. I feel like if I take medications/vaccinations my body will become reliant on them and 
not be able to fight off infections and illnesses by itself (they weaken my immune 
system). 

8. It is not allowing me to build up immunity on my own 
 

 
5. Chemicals/Toxins/Don’t ingest medicine  

1. Plus I just don't feel that comfortable about taking any medicine really. 
2. I don't think in general/overall it could be dangerous to my health but I am a person who 

is skeptical of taking medications. I don't think that it is necessary to take many 
medications/vitamins, etc. often or for every small instances of pain or sickness, but only 
necessary for very serious diseases, epidemics, or sicknesses that are certain or very 
likely to be terminal. I do believe SOME vaccinations are necessary for seniors, children, 
pregnant women, and those with a weak immune system, however. (The candidate should 
be able to select multiple answers for question 4). However, pregnant women should 
avoid vaccinations and such with even mild risks so as to avoid damage to the baby/fetus 
who could be harmed or potentially be allergic to or die from the vaccination. 
The CDC believes the best way to avoid the flu is to get a vaccination but I do not 
question 14). 
I got the flu vaccination this year because my mother encouraged me to and expressed 
how it would affect my schooling/studies and job and how miserable it is to have it. 

3. I do not ingest chemicals that are unnecessary. I am 37 years old and have had the flu 
maybe a few times and have NEVER been vaccinated. If millions of people lived without 
vaccinations before recent decades we do NOT have to have them now. If people want to 
vaccinate themselves by all means go ahead.  

4. I don't know, just because I've never had the flu before I see no reason to inject things in 
my body for something I have never had. 

5. Adding things to your body that you don't really need to isn't good for your health, 
regardless of what it is. 

6. I personally don't like taking vaccinations or medications in general. This is probably 
because I have a little too much faith in my immune system most of the time. 
 

 
6. Promotes Vaccine-resistant Disease 

1. Well, I think that it could be detrimental in the long term. If too many people get the flu 
shot, I'm assuming that wouldn't be too great. Kind of like how pathogens or other 
biological things that are bad can adjust to antibiotics and then the meds don't help 
anymore. I don't know if that's how flu shots work, but that's my assumption. 

2. I think the flu vaccine is harmful to every persons health. The flu vaccine creates super 
bugs and only promotes newer and stronger strains of the virus. I don't believe in the flu 
vaccine and do not plan on getting a flu shot again. 

3. I don't necessarily think it is dangerous to MY health. I think immunizations against non-
deadly diseases, such as the flu, are detrimental to society. Diseases evolve to beat these 
shots and become stronger bugs. Your body forms better antibodies when it has the actual 
disease not the shot. 
That being said, I think people with weakened immune systems for whom the flu could 
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be fatal should get flu shots (i.e. old people.) 
4. I agreed but only because I have a broader theory about over vaccination. People who 

need flu shots are people who will die if they get the flu. Nobody else should be 
vaccinated because we are just creating worse mutations of the flu virus every time we 
try to "cure" the latest flu. 

5. Similar to how antibiotics speed up bacterial mutations by precipitating resistant 
mutations, the over-use of vaccinations could lead to more rapid changes in viral 
mutations, making strains harder and harder for the body to naturally combat. Of course 
some vaccinations are great, and have made massive strides towards better world heath, 
such as the near eradication of polio, but this is the flu, a generally non-life threatening, 
relatively short-lived illness. Pumping millions of people with a vaccine is just asking for 
problems down the line. It would be better to apply it only in high-risk areas.  

6. I believe that flu vaccines perpetuate the ever evolving virus and if people who are 
otherwise healthy are getting the vaccine regularly, they are putting themselves at risk for 
a new epidemic that cannot be predicted of having the virus mutate with another species 
strain. 
 
 

7. Parent/family member got it and had a bad experience 
1. My Mother has an allergic reaction that felt like the flu when she got the flu shot. 
2. I've known many friends/family members who always get the flu shot and still end up 

getting the flu. 
3. My father gets the flu shot every year, and he also gets the flu every year (he works 

within the public school system, so he's exposed to a lot of people everyday). 
4. My grandmother lived in a nursing home and was forced to get flu vaccines. She would 

protest and say no, but they would give it to her anyway. And EVERY time she came 
down with the flu. The few times my mom had the vaccine she also became sick. I don't 
think it's worth the risk in my family in particular 

5. While I am an advocate of vaccinations at large, my family has always had bad reactions 
to the seasonal flu vaccine—things like fevers and rashes. Because I am relatively healthy 
I chose to not get the vaccine. 

6. My grandmother got the vaccine and contracted R. Arthritis within a few months. She's 
had the disease for years now and its very hard for her to do even simple tasks 
 

 
8. Prefer Healthy lifestyle 

1. I feel that my chances of not getting the flu are equal if I just have a healthy lifestyle and 
wash my hands. 

2. I feel like the flu vaccine would unneedingly expose me directly to an illness that i would 
not otherwise have much contact with. I do other things to keep myself from coming into 
too much contact with germs, such as washing my hands frequently and not touching 
doorknobs or handrails. 

3. Well, it depends on the strain, but I'm a fairly sanitary person, and during this season if I 
were to introduce myself to those germs, then I feel like it could lead to me feeling ill 
when I otherwise wouldn't have. Also, it would stress me out because I'm terrified of 
needles. 
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4. I just do not think it is necessary to have a flu shot if you take care of yourself - exercise, 
eat healthy foods and wash your hands. 

5. Overall, a healthy lifestyle and thoroughly strong immune system is far better in the long 
run for the individual's wellbeing than relying on a vaccine.  

 
 
9. Vaccine efficacy 

1. I don't think that there is a reason to get a vaccine that is an educated guess on which flu 
strain will appear that year because of the ever evolving virus. There is no point in 
catching two strains if you catch the actual one and one from being vaccinated. 

2. even if you get it might not protect you from all strains so whats the point 
3. As a healthy individual in my mid-twenties, worrying about the flu is a non-issue for me. 

The idea of injecting a mass-produced watered-down virus into my bloodstream only to 
possibly avoid contracting a non-life threatening illness is ludicrous. 
 
 

10. Pharma/Crony Capitalism 
1. Secondly, remember who is profiting from vaccinations. Obviously those making a great 

deal of money off of it will try to coerce people into believing they NEED the shot.  
2. I think it is paranoia that makes people think they need a vaccine. It is ridiculous and just 

a financial ploy. Scare enough people and BAM, you get millions of dollars. 
 

 
Unclear or Answer not Applicable 

1. i have asthma and my respiratory system doesn't handle the flu well; it often turns into 
bronchitiss, pneumonia, or worse an asthma attack 

2. If it were to escalate to more severe illnesses - such as lung infections like bronchitis, 
which tends to happen to me when I get the flu - it can really pull you down. 

3. Allergies. Symptoms 
4. I'm pregnant. 
5. I don't think the flu shot can be dangerous to my health. The media really over-

exaggerates harmfulness of vaccines. If their were any even risks the vaccine would be 
pulled. 

 

 

 


