
G lobal outbreaks of infectious dis-
eases—such as smallpox, pertussis, 
dysentery, and scarlet fever—seem 

like fodder for the history books. It was cen-
turies ago that epidemics wiped out large 
swathes of the world population. Many peo-
ple living and raising children today have 
never witnessed the devastating effects of 
measles, mumps, polio, and influenza—dis-
eases that have been substantially reduced 
or even eradicated.1 Why? Because since the 
early 1900s, we have had scientifically devel-
oped and widely distributed vaccines at our 
disposal.

In context, it is incredible to realize that 
we are still in the beginning stages of vac-
cine research and development. From that 
perspective, it is perhaps not as surprising 
that some parents are hesitant to vaccinate 
their children—after all, do we really know 
everything we can and should know about 
inoculation? Parental resistance to or refus-
al of vaccination is further fueled by tainted 
research (Andrew Wakefield was forced to 
retract his findings that “validated” a link 
between thimerosal in vaccines and autism) 
and misinformation propagated on the In-
ternet.2

But what has long been a source of frustra-
tion to those who support routine vaccina-
tion has, in recent years, started to become 
a public health issue. Measles outbreaks 
are no longer historical artifacts—they are 
real, as evidenced by the current rise in cas-
es centered in Clark County, Washington. 
Through the first full week of February 2019, 
there were 101 confirmed cases of measles 
in the US, half of which occurred in Wash-
ington State—leading the governor to de-
clare a public health emergency.3

This has, of course, reinvigorated the on-
going discussion about parental refusal to 
vaccinate. Enough has been said on this top-
ic, by both public officials and private indi-
viduals, in a variety of venues over the years. 

So I’d like to focus instead on the role that 
individual health care providers can play in 
this situation. 

Over the years, many of my colleagues 
have shared stories about parents who have 
refused to vaccinate their children. We know 
many things: These parents often fear com-
plications from vaccination more than com-
plications of disease. Many have religious or 
philosophical reasons for their reluctance 
or refusal to vaccinate their children. Some 
have concerns about vaccine safety or ef-
fectiveness. We know these things … but we 
don’t always know how to speak with par-
ents about these issues. 

It is somewhat ironic that the core motiva-
tion for hesitant parents and well-meaning 
clinicians is the same: care and protection of 
the child. The difficulty lies in the disparate 
view of what that entails. As NPs and PAs, 
though, our duty is to seek health benefits 
for and minimize harm to the patients in our 
care. Part of our role, when those patients 
are children, is to provide parents with the 
necessary risk-benefit information to help 
them make informed decisions. When the 
subject is vaccination, we must listen care-
fully and be respectful of parents’ concerns; 
we must recognize that their decision-mak-
ing criteria may differ from ours. 

So how can we bridge the gap with par-
ents who “don’t see it the way we do”? We 
start by being honest with them about what 
is and isn’t known as far as the risks and 
benefits of vaccination in general or a vac-
cine in particular. This means acknowledg-
ing that although vaccines are very safe, 
they are not risk-free or 100% effective. But 
this also gives us the opportunity to provide 
them with validated data and to emphasize 
that the risks of any vaccine should not be 
considered in a silo but rather in compari-
son with the risks of the disease in question 
or of the lack of immunization.

Helpfully, Leask and colleagues have 
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classified parental positions on vaccination, 
which also provided the groundwork to of-
fer strategies for communicating with each 
group.4 They identified five classes:

Unquestioning acceptors (30% to 40% of 
parents), who vaccinate their children and 
typically have no specific questions about 
the need for or safety of vaccines. Since this 
group tends to have a good relationship 
with their health care team but less detailed 
knowledge about vaccination, clinicians 
should continue to build rapport while pro-
viding scientific information about the vac-
cine being recommended or administered.4

Cautious acceptors (25% to 35%), who 
vaccinate their children despite having mi-
nor concerns. They tend to recognize the 
risk for adverse effects and hope their child 
will not be affected. In addition to building 
rapport, clinicians should provide verbal 
and numeric descriptions of relevant vac-
cine data and explain common adverse ef-
fects and disease risks.4

Hesitant vaccinators (20% to 30%), who 
are on the fence about the benefits and 
safety of vaccination. Their focus is more on 
the negative aspects, and they may not feel 
particularly trusting of their health care pro-
vider. Therefore, gaining trust is vital—par-
ents in this group are eager to discuss their 
concerns with their clinician and have their 
questions answered satisfactorily. Motiva-
tional interviewing using a guiding style may 
be a helpful tool.4

Late or selective vaccinators (2% to 
27%), who have significant doubts about the 
safety and necessity of vaccines, resulting in 
their choice to delay vaccination or select 
only some of the recommended vaccines 
for their child. These parents may require 
additional time—possibly a second ap-
pointment—in which to fully discuss their 
concerns. Be sure to provide up-to-date in-
formation on the risks and benefits of a vac-
cine, and use decision aids as appropriate.4

Refusers (<2%), who have concerns 
about the number of vaccines children re-
ceive and conflicting feelings about whom 
to trust and how best to get answers to their 
questions. This group tends to demonstrate 
high knowledge levels about vaccination 
but may be the most argumentative when 
presented with information. Emphasize the 
importance of protecting the child from an 
infectious disease and reinforce the effec-
tiveness of the vaccine. Use statistics rather 
than anecdotes. But above all, spend the 
time needed to provide refusers with a thor-
ough understanding of the risks of not im-
munizing their child.4

Although it is not a universal sentiment, 
many parents confer trust on their health 
care providers. We can use this trust in a re-
spectful, noncoercive, and non-condescend-
ing manner by providing research-support-
ed facts about vaccines. Clinicians who listen 
with a compassionate ear will be in the best 
position to lead the hesitant, late or selective, 
or refusing parents to confidently make an 
informed decision that immunization is the 
best way to protect their chidlren from vac-
cine-preventable diseases.4

Rather than yet again focusing on the 
negative, I’d like to ask: Have you had a suc-
cess story of helping parents to choose vac-
cination for their children? How did you 
overcome their concerns? Share your experi-
ence with me at PAeditor@mdege.com.  CR
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