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Abstract 

This thesis explores the experiences of adults raised without routine childhood vaccinations. This is 

a highly contentious topic and despite the substantial number of children that are raised in this way, 

there is a paucity of literature exploring this group of people and the outcomes of such health care 

decisions.

This study’s theoretical framework is constructed from a phenomenological perspective. A 

phenomenological methodology guiding this study allowed the researcher to hear the participants' 

voices as they had experienced this phenomenon. Using a mixed method of data collection enabled 

the researcher to gain a breadth and depth of the phenomenon in question. 

Sixty-seven participants completed the open-ended online survey questionnaire and thirteen 

participants participated in the in-depth interviews. The data was collected from the survey 

questionnaire, which then informed the in-depth interviews that followed.

Participants were found to have a high regard for their health and displayed proactive health 

conscious behaviours. A high level of contentment was found amongst participants in regards to the

vaccine decision that was made on their behalf, with a great majority of participants found to have 

made the same non-vaccination decision for their own children. 

This thesis revealed the existence of a significant gap between the lived experience of individual’s 

and the vaccine imperative placed upon the populace. Contributing to the literature, this study 

gleaned intergenerational insights, directly related to asking participants about vaccine decision-

making regarding their own children. In addition, the project elucidated the way in which 

participants navigated between heterodox and orthodox medicine, in an attempt to meet their health 

care needs and preferences.

The major conclusions from this study demonstrate that growing up without routine childhood 

vaccinations can be a positive experience for children, which seemed to go along with a healthy 

lifestyle and a reverence for the body, as part of a holistic ethos, and a deep sense of personal 

responsibility for one’s own health. 
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The project conveyed a pronounced need for understanding and tolerance towards individuals that 

do not vaccinate, or who are not vaccinated due to variant beliefs and ideologies. Respect and 

tolerance for other viewpoints would be beneficial in building trust and establishing a rapport that is

based upon a more communicative, collaborative relationship between health care practitioners and 

the unvaccinated. 

iv



Acknowledgements 

This thesis was produced as a result of the support of numerous people to whom I am most grateful:

Special thanks are owed to all of the research participants, who generously gave up their time to 

participate in this project.

My sincere appreciation is extended to my supervisors, Adjunct Professor Jeanne Madison and 

Dr Gudrun Dieberg, for their guidance, and for their faith in me and my project.

To my mother, Odette Reynolds, for her unfailing love and support, and for understanding and 

encouraging my aspiration for scholarship. 

To my husband David, for his constant love and devotion.

To my children, Bo and Jai, for their love, and gracious acceptance of a mum who was immersed    

in all things PhD.

v



List of Contents
Abstract iii-iv

Acknowledgments v

List of figures and tables x

List of acronyms xi

List of definition of terms used in this thesis xii-xiv

Chapter 1: Introduction 1

Chapter 2: Literature Review 5

              Introduction 5

                         Carrying out the literature review 6

                         Organisation of literature review 6

                         Background 7

              Conscientious objection 7

              The holistic health care consumer 9

              Non-compliance 10

                        Non-compliance and coercion 11

              Reasons for declining childhood vaccines 12

              Risk 15

                        Risk and trust 16

                        Risk related to parental concerns 19

                        Risk and misconceptions 21

             Vaccine decision-making 23

              Patient-centred medicine 26

              Patient empowerment 29

              Expert patient 33

              Single vaccines versus multiple vaccines 35

              Herd immunity 36

              Personal responsibility 40

              The public versus the individual 41

              Conflict between public health and individual interests 43

Najwa  Reynolds
vi



              Medicalisation and hegemony 46

              Stigmatisation of non-vaccinators and unvaccinated 47

              Respect for difference 50

              Summary of Chapter 2 51

Chapter 3: Methodology and Methods 53

              Research aim and research questions 53

              Methodological framework 54

              Methodology 57

                         Quantitative research 61

                         Reliability and validity of the survey 62

                         Qualitative research 63

                         Transcribing data 65

                         The process of data analysis 66

                         Validation 67

                         Bracketing and reduction 69

                         Rigour criteria 70

                         Ethical considerations and research design 72

                         Insider/Outsider controversy 73

                Research design 74

                Methods 78

                         Survey questionnaire development 78

                         In-depth interview guide development 80

                         General interview guide 80

                         Ethics 80

                 Recruitment into the study 81

                         Recruitment for survey questionnaire 82

                         Recruitment for in-depth interviews 82

                 Survey questionnaire – data collection and analysis 83

                 In-depth interviews – data collection and analysis 85

                 Transcribing 86

                 Data entry 86

Najwa  Reynolds
vii

Najwa  Reynolds



                 Coding and categorisation 86

                 Limitations and validity of in-depth interview results 87

                 Triangulation of data 88

                 Limitations of the study 88

                 Summary of Chapter 3 89

 

Chapter 4: Survey Results and Discussion 90

                 Background to the Survey 90

                 Survey results 91

                 Introduction to the Survey (question 1) 91

                 Personal information and demographics (questions 2–13) 91

            Unvaccinated history (questions 14–17) 96

            Health history (questions 18–32) 107

            Health care choices (questions 33–45) 111

            Emerging themes from the survey 122

            Quantitative findings: Discussion 125

                         Holistic life philosophy 125

                         Beliefs and values 126

                         Discourse of personal responsibility 129

                         Choices 135

            Summary of Chapter 4 144

Chapter 5: Interview Results and Discussion 145

           In-depth interviews 145

               Participants in the study 146

           Emerging themes from the survey chapter 146

                  Overarching theme – Holistic life philosophy 147

                  Theme 1 – Beliefs and values 147

                         Summary of theme 1 – Beliefs and values 164

                  Theme 2 – Personal responsibility 165

                  Summary of theme 2 – Personal responsibility 172

                  Theme 3 – Choices 172

Najwa  Reynolds
viii



                         Summary of theme 3 – Choices 189

             Summary of Chapter 5 189

Chapter 6: Summary, Conclusions and Recommendations 192

             Introduction 192

                  Purpose of the study 192

             Phenomenology: the methodology 192

             Findings of the study 194

               Recommendations for policy and practice 203

             Conclusion 206

References 208

List of appendices
 1 Information sheet for participants 236

 2 Consent form 238

 3 In-depth interview question guide 239

 4 Example of template for open-ended survey responses 241

 5 Example of template for in-depth interviews 242

 6 Example of development of themes and categories 243

 7 Survey 244

Najwa  Reynolds
ix



List of Figures and Tables

Figures

Figure: 3.1. Research design flow diagram 77

Figure: 4.1. Emerging themes 124

Figure: 4.1.1. Beliefs and values 126

Figure: 4.1.2. Personal responsibility 129

Figure: 4.1.3. Choices 135

Figure: 4.1. Emerging themes (reprinted) 147

Tables

Table 3.1. Rigour criteria employed in research 71

Table 4.1. Survey participants, by age 92

Table 4.2. Participants’ schooling history 93

Table 4.3. Level of education compared with general population 94

Table 4.4. Mothers’ and fathers’ educational attainment 95

Table 4.5. Participants’ typical childhood diseases and infections 109

Table 4.6. Participant’s conditions and frequency of occurrence 110

Table 4.7. Type of health care practitioner employed 113

Table 4.8. Use of antibiotics and/or natural remedies 116

Table 4.9. Natural remedies use compared with pharmaceuticals 117

Table 4.10. Participants’ preferences for and against travel vaccines 118

Table 4.11. Vaccine preferences for children 119

Table 4.12. Participants’ preferences for certain vaccines 120

x

Najwa  Reynolds
Texts



List of Acronyms

 

ACT: Australian Capital Territory/Canberra 

CAM: Complementary and alternative medicine 

EBM: Evidence-based medicine 

GP: General practitioner 

MCI: Mass childhood immunisation 

MD: Medical doctor 

MMR: Measles, mumps and rubella

 

NSW: New South Wales 

NT: Northern Territory 

P: Participant 

QLD: Queensland 

SA: South Australia 

xi



List of Definitions of Terms Used in this Thesis 

Orthodox medicine 

‘The dominant medical system, often referred to as biomedicine. Conforming with established or 

accepted standards as in religion, behaviour or attitudes’ (Collins Australian Dictionary, 2009). 

Orthodox medicine refers to the knowledge, practices, organisation and social roles of medicine in 

westernised cultures (Good, Hunter, Katz, and Katz, 1979). Disease is viewed as a physical or 

mechanical disorder with little relationship to an individuals psychological, social and spiritual state

(Osemene, Elujoba and llori, 2011). 

Heterodox medicine 

‘At variance with established, orthodox or accepted doctrines or beliefs; holding unorthodox 

opinions’ (Collins Australian Dictionary, 2009). Otherwise known as alternative medicine or 

complementary medicine, the definition of heterodox in the Cochrane Collaboration is ‘A broad 

domain of healing resources that encompasses all health systems, modalities, and practices and their

accompanying theories and beliefs, other than those intrinsic to the politically dominant health 

systems of a particular society or culture in a given historical period’ (Fisher, 2005, p. 474). The 

term heterodox medicine is used throughout the thesis to describe the commonly used 

complementary and alternative medicine. Complementary medicine suggests that it is used 

alongside orthodox medicine and denotes a hierarchal differential. Although heterodox medicine 

can be used alongside of orthodox medicine (Clark-Grill, 2010) it has its own history, philosophy, 

and ontology and should be acknowledged as such. Authors have warned of isolating heterodox 

techniques so as to fit them into an orthodox model (Frank and Stollberg, 2004). The term 

alternative medicine implies that holistic medicine is outside of what is acceptable. 

Clark-Grill (2010, p. 79) describes the therapeutic approach of heterodox medicine as building: 

on a holistic ontology of health and illness, in which non-material aspects like spirit, emotion, 

mind, or balance and equilibrium, inner resourcefulness of the organism, connection, 

meaningfulness, hope (or their lack of), etc are rated as inseparable from the physical state of 

health. What we believe health and illness to be, or the ontology of illness, determines what 

kind of healing approach we use. Ontology of illness shapes the scope of the diagnostic gaze 

and defines what therapeutic responses are suitable. It also influences which methods can be 

used in the search for more knowledge. 
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Integrative medicine 

The term integrative medicine refers to the inclusion of complementary and alternative medicine 

(CAM) modalities in an orthodox medical setting (Barry 2006; Singer and Fisher 2007; Coulter and

Willis 2004, 2007). The integration of orthodox and heterodox medicine is divided by 

epistemological boundaries and is argued to raise conflicts and create confusion due to the way in 

which the two types of medicine conceptualise and treat health and illness. Several scholars have 

written further regarding this contentious area (Shuval, Gross, Ashkenazi and Schachter, 2012; 

Hollenberg and Muzzin, 2010; Baer and Coulter, 2008; Frank, 2002). 

Anthroposophy 

Anthroposophy is a spiritual movement that was founded at the beginning of the twentieth century 

by Rudolf Steiner (1861–1925). Steiner, an Austrian philosopher, co-founded anthroposophic 

medicine with the physician Ita Wegman, MD (1876–1943). Anthroposophy is based on an 

appreciation of a holistic, natural view of health and life choices. Anthroposophical medicine 

advocates freedom of choice in health care and natural remedies. Anthroposophical beliefs have 

been associated with the rejection of vaccination campaigns (Timmermans, Henneman, Hirasing 

and van der Wal, 2008). This type of medical practice is in favour of letting the body experience 

certain infections and uses antibiotics, antipyretics and vaccinations restrictively (Alm, Swartz, 

Lilja, Scheynius and Pershagen, 1999). Many adherents oppose the measles vaccine, with the belief 

that children gain physical and mental robustness from natural measles infection, when supported 

by appropriate nursing care. 

In anthroposophic care, health is viewed as a matter of body, soul, and spirit, and a balance 

between these three. There are anthroposophical medical practices in 80 countries around the 

world and anthroposophy has been applied in various social domains such as education 

(Steiner schools), art, architecture, and agriculture (biodynamic farming). 

Various countries have reported lower participation of anthroposophical parents in the NIP 

[National Immunization Program], including Germany, Sweden, Switzerland, Austria, UK, 

and the Netherlands. (Harmsen, Ruiter, Paulussen, Mollema, Kok, and de Melker, 2012, p. 1-

2). 

Siedler, Hellenbrand and Rasch (2002) explain that anthroposophical beliefs describe natural 

infections as an important part of childhood development, claiming that natural immunity provides 

better immunity than vaccinations, and also that vaccinations can be harmful; therefore this holistic 

lifestyle encompasses the avoidance of vaccines, antibiotics and antipyretics. 
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Herd Immunity 

The herd immunity theory proposes that for contagious diseases that are transmitted from individual

to individual (i.e., influenza) and/or for which humans are an important reservoir (i.e., diphtheria), 

the chain of infection is likely to be disrupted when large numbers of a population are immunized. 

This has the effect of increasing the level of population (or herd) immunity and reducing the 

likelihood that susceptible individuals (i.e., not or incompletely vaccinated, or those in whom 

vaccination is contraindicated, or considered as less or not-effective) will be infected (Lang, 

Samaras, Samaras, Govind, and Aspinall, 2011, p. 3). 

Measles, mumps, rubella, pertussis, chickenpox, and polio are named as the classic examples of 

childhood infections (Fine, Eames and Heymann, 2011). 

Free-rider 

A free-rider is a frequent term in the mainstream literature and is used to describe parents that 

decline vaccinations and take advantage of the fact that most other children will be vaccinated and 

offer disease protection for their children. The free-rider is therefore said to avoid the risk 

associated with childhood vaccines while gaining the ‘herd’ benefit from the community (Benin, 

Wisler-Scher, Colson, Shapiro and Holmboe, 2006; Isaacs, Kilham and Marshall, 2004).  
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