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Abstract 
  

As the United States confronts its fourth measles outbreak of 2015, public health 

officials must quickly address declining vaccination rates. This thesis explores public 

sentiment about vaccination as it relates to public policy communication and private 

health practices though a rhetorical history of Hepatitis B (HBV), a disease affecting the 

liver.   I do so to demonstrate how the rhetorical climate surrounding vaccination matters 

to the success of vaccination technology, regardless of the medical legitimacy of any 

particular vaccine. Through close examination and comparison of policy communication 

surrounding HBV, I argue that there exists a kairotic eclipse during which campaigns to 

increase vaccination uptake across the general public may be successful.  This eclipsing 

necessitates the overlap of material, social, and political factors for widespread 

vaccination acceptance and uptake to be achieved via policy communication. This 

framework is proposed as a means through which communication scholars can assist in 

the creation of effective public health messages. 
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Introduction 
 

Since the introduction of the smallpox vaccine in the seventeenth century, 

vaccination has maintained a strong public presence. The American public health system 

has experienced cycles of vaccine acceptance, such as the height of childhood 

vaccination rates in the early 2000s, and low rates accompanied by periods of intense 

debate and questioning in the 1980’s1 

In 2015, the vaccination debate is once again heated as the United States struggles 

to manage a deadly Measles outbreak linked to voluntary vaccination practices.2 

Arguments over the safety and efficacy of particular vaccines versus the danger of the 

diseases they prevent have intensified, so future vaccination policy will require close 

consideration of personal autonomy and the right to make health decisions absent 

government influence. The unique yet repetitive nature of this debate can be attributed in 

part to the fact that no other medical intervention in history has been mandatory for 

access to basic rights such as education.  

Some anti-vaccine activists consider these mandates extreme because they 

misunderstand the scope of each shot administered. Unlike most preventative measures, 

vaccination works cooperatively. Individuals get vaccinated not only to protect 

themselves, but also to protect members of their communities for whom vaccination is 

not an option due to physiological constraints such as illness or age.3 Additionally, 

vaccines are not universally effective and are subject to human error in production and 

administration. The measles vaccine, for example, has an 8% long term failure rate; after 

25 years, 8% of those who received a full regimen of measles vaccine will be susceptible 

to contracting the measles virus. 4 Susceptibility is due to a combination of primary 
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vaccine failure (no immunity conferred immediately after receiving the vaccine) and 

secondary vaccine failure (immunity initially conferred, but diminishes over time). 

Therefore, in order for vaccination to improve collective disease response, herd immunity 

must be established to decrease the number of available hosts for a disease. The 

alternative is vulnerable individuals falling victim to preventable disease. Eventually, if 

vaccination rates remain high, targeted diseases are unable to spread fast enough to 

reproduce and, as a result, die out. When cooperation diminishes—that is, when 

individuals fail to understand their own vaccination behaviors in relation to other 

unprotected, vulnerable people—serious physical and mental health consequences may 

impact entire communities.5   

Why Vaccination? 

 There are many worthwhile public health initiatives, but vaccination is unrivaled 

in its direct efficacy and scope. At the time I write this, a young woman from Washington 

accounts for the first domestic measles death in 12 years.6 She was severely 

immunocompromised and contracted measles from a hospital waiting room. The wild-

type (naturally occurring) measles virus found during her autopsy had been passed 

between at least 5 unvaccinated individuals before her.  

 This summer, a six year-old boy died of diphtheria in Spain.7 Doctors, who 

hadn’t seen a case in 28 years, no longer stored diphtheria anti-toxin and rushed to import 

the medicine from a country where low vaccination rates mean outbreaks still occur. In 

what feels uncomfortably symbolic, the child spent 28 days in a Barcelona hospital 

before being taken off life support. His parents had chosen not to vaccinate due to fears 
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of adverse side effects. In the days after he was admitted to the hospital his parents 

expressed feeling “destroyed and cheated” by the anti-vaccination movement.8  

In January 2010, Callie Van Tornhout was taken to the pediatrician’s office by her 

mother for the second time in just a week due to an “unusual cough.”9 As her mother held 

her, Callie stopped breathing and was administered CPR before being rushed to the 

emergency room. She was admitted on a Wednesday but, despite improvements, went 

into respiratory failure Friday night. At 1:12 AM on Saturday, January 30th, Callie was 

pronounced dead. An autopsy revealed the cause to be pertussis, cases of which had 

spiked in their area of northern Indiana due to parents choosing not to vaccinate their 

children. Callie, only 38 days old, was too young to receive the pertussis vaccination.   

If these cases seem isolated, consider this: in the year Callie Van Tornhout died 

she was one of 160,710 reported cases of pertussis (28,639 in the United States), which 

resulted in the death of 195,000 children under 5 years old (13 in the U.S.).10 11  Globally, 

1.5 million children under the age of 5 died from Pertussis, Hib (199,000), Measles 

(118,000), Neonatal Tetanus (59,000), Non-neonatal Tetanus (2,000), Pneumococcal 

Disease (476,000), and Rotavirus (453,000), all of which are vaccine-preventable. As the 

World Health Organization notes, reported cases only account for a fraction of the total.12 

Underreporting is also prevalent in the United States and much of the first world where, 

due to better access to pharmaceuticals, cases of vaccine preventable illness are often 

diagnosed as general infections and treated with antibiotics.   

This is what’s at stake in the fight for childhood immunization. 

To hear anti-vaccination activists tell it, there are no epidemics. In a February 

episode of the podcast “The Vaccine Agenda,” co-host and ‘vaccine rights’ attorney Alan 
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Philips flippantly called measles an “innocuous childhood disease.”13 I was thrown off 

guard to hear a pathogen which claims 400 lives every day called ‘innocuous,’ and more 

so to hear several others agree. How do intelligent people— lawyers, parents, teachers, 

and even doctors— get caught up in such thoroughly debunked pseudoscience? The 

cognitive biases that allow such dissonance not only prime the brain to believe false 

information, but also make anti-vaccine sentiments closely held beliefs extremely 

resistant to change. Numerous studies published in Medical Decision Making and 

Pediatrics have found that attempts to correct misinformation usually fail or backfire, 

further ingraining false beliefs.14 15 16   

Current incarnations of anti-vaccine sentiment are responsible for some ominous 

recent events. Measles is usually the first disease to re-emerge when vaccination rates 

decline, due to the relatively high failure rate (discussed above) and ease with which the 

disease is spread. Beginning in 2008, cases of measles in the United States began to 

climb, increasing from 63 cases per year to 131 in the first six months.17 The rate of 

outbreaks continues to increase, with over 600 cases reported by the CDC in 2014 and 

176 new cases reported by March 13, 2015.18 Despite this unfolding public health scare, 

there remains a manufactured controversy implying vaccination is open to public 

debate.19 If the painful reality of polio and tetanus continue to fade from public memory 

and the iron lung remains something most doctors have only seen in textbooks, there will 

be doubts about why vaccination is necessary.20 Questioning the need for certain 

vaccinations has been exacerbated by financial backers and celebrity endorsements that 

undermine the credibility of vaccination as a non-maleficent measure. Celebrities, such as 

Jenny McCarthy, have lent structure to this previously leaderless movement by 
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cultivating discourse about ‘the dark side’ of vaccination policy and practice.21  

Specifically, the anti-vaccination movement has successfully coordinated social media 

presence, fundraising events, and lobbying efforts that have sparked declines in overall 

vaccination rates in clustered regions of the United States. For example, Oregon Senate 

Bill 442, which eliminated non-medical exemptions from school vaccines, was expected 

to pass before its first public hearing.22 After pressure from a “vocal group of parents” the 

bill was abandoned, despite strong support from medical and public health experts.23 The 

success of the movement has resulted in a resurgence of diseases, such as measles and 

whooping cough, which had been unseen in the United States since the 1990s. With four 

outbreaks of measles reaching 27 states in under two and a half months, dire predictions 

that the death toll attributable to preventable diseases will only continue to rise seem 

frighteningly realistic.24  

In addition to tracking outbreaks in the U.S., the CDC’s global disease tracking 

infrastructure has found that even slight decreases in vaccination uptakes that cluster 

meaningfully produce exponentially larger decreases in herd immunity for a given 

community. In Japan, where pertussis (whooping cough) vaccination rates was already 

low (80%), a 70% decline caused reported cases to go from 393 per year to 13,000 in just 

five years.25 Areas vaccinated at lower rates than the national average see a 100-200% 

increase in reported cases of pertussis for every 1% decrease in vaccination rates below 

the target of 90%.26 To use the recent outbreak at Disneyland as an example, this means 

for every 33,000 unvaccinated individuals who pass through Anaheim California, cases 

of measles in that community doubles. When a single case has spread to 27 states in 

under three months, public health officials must focus their efforts on increasing 
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vaccination rates. Ironically, decreases in vaccination—largely fueled by concerns about 

the efficacy of vaccination as a prevention science—coincide with the development of a 

newer, safer vaccine against whooping cough.27 It seems that better vaccines lack an 

audience of willing recipients. This discrepancy suggests that the public climate 

surrounding vaccination—that is, public understandings of and sentiments about 

vaccination as a health option—influences individual vaccination practices in significant 

ways.  

Though declining herd immunity may be associated with flawed individual 

understandings of vaccine technology, the solution is definitively legislative. When 

considering the ease at which heuristics have been shown to overwhelm thorough 

scientific evidence, we must accept a small decrease in autonomy to protect public health. 

Lawmakers must heed the scientific community’s call to protect the lives of our most 

vulnerable by continually re-examining the list of mandatory childhood vaccines and 

eliminating so-called “philosophical exemptions.” 

This thesis explores one central question: How can rhetorical theory predict 

and/or create moments in which pro-vaccine legislation will encounter the least 

resistance? In this dynamic and public legislative arena influenced by health officials, 

lobbyists, parents, statisticians, and many others impossible to isolate, public health 

advocates will always be somewhat at the mercy of the tides. Though future moments are 

unpredictable, they are constantly being revealed to us through the always-encroaching 

present. I propose that a framework can be developed using kairos as a founding principle 

to identify windows of opportunity in vaccine legislation. Kairotic Eclipses is a theory 

which elaborates on conceptions of spheres of discourse in which public deliberation 
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occurs.28 In Chapter 1, I lay out the theory of kairotic eclipses and defines the scientific 

terms and metaphors used in its construction. In Chapters 2, 3, and 4, I conduct a 

rhetorical history using Hepatitis B (HBV) vaccine development and legislation as a test 

case application of my theory. Through critical scrutiny of policy communication and 

responses surrounding HBV, I argue that there exists a kairotic situation, as opposed to a 

singular kairotic moment, for which campaigns to increase vaccination uptake across the 

general public may be successful. Each chapter covers a particular factor— material, 

social, or political— which constitutes a unique sphere of influence which act upon 

policymakers and in turn are acted upon. I argue that all three spheres must coalesce into 

a kairotic eclipse before legislation can occur. Chapter 5 presents key findings of my 

application of kairotic eclipse theory and briefly overviews human papillomavirus (HPV) 

as a counter-example where legislation failed. Finally, I suggest some ways to create 

more effective public health messages.  
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Chapter 1: The Theory of Kairotic Eclipses 
 

Kairotic eclipse theory seeks to explain how rhetorical moments are constructed 

by complex, often competing, yet co-constitutive spheres of deliberation. To accomplish 

this arduous task, I pull from the Habermasian conception of the public sphere as the 

discursive location where public opinion is formed, and Goodnight’s elaboration to the 

technical and private spheres.29 30 In public health exigencies, there are three spheres of 

discourse: the material, the political, and the social. In the Vaccine Narrative, Jacob 

Heller defines cultural narratives as “an economical story that elides and overwhelms 

contradictions, and simplifies our understanding of reality with scripted meanings and 

metaphors so that we can more easily make sense of the whole.”31 Each sphere in a 

kairotic eclipse contributes its own set of arguments which work towards constructing a 

broader cultural narrative of disease.32 Material deliberations include the most commonly 

considered costs of disease such as the physiological effects of illness and the hardship 

disease imposes on families and societies. Like the glowing ring of light surrounding a 

solar eclipse, the materiality of a problem illuminates other barriers to action. Social 

deliberations consider biopolitical and moralizing interpretations of health outcomes 

which create or dismantle stigma around disease. Political deliberations may be 

economic, geographic, or implicate civic engagement domestically and internationally. 

Distilling the desire to be free from disease into a single element or cause is impossible, 

as each sphere is co-constitutive of the others. For example, early explanations of disease 

as caused by immoral behavior drew from oppressive social norms, but were emboldened 

by the material reality that disease disproportionately effects particular bodies, which is 
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informed by political and economic structures compromising health and living 

conditions. 

Kairotic situations produce a rhetorical eclipse when spheres of discourse align. 

Rather than many distinct deliberations about particularities of public health, these 

conversations can coalesce into a single cultural narrative which overwhelms evidence to 

the contrary. In a solar eclipse, one celestial body temporarily obscures another resulting 

in an optically stunning halo that directs attention to its center. Similarly, disease 

management processes experience haloed moments for opportune action wherein one 

sphere of influence (e.g. political) coalesces with the others (e.g. social or material). 

Thus, this thesis theorizes kairos for health policy interventions, and investigates the 

material, social, and political circumstances surrounding past vaccinations to improve 

future disease management processes moving forward.  

There is no single way to best affect science policymaking; a network of political 

and personal beliefs interact to form individual relationships between science and civic 

engagement. In the case of vaccination, because so many complex factors contribute to 

the success or failure of disease prevention, there may be no single right moment to act. 

Rhetoricians may be best served to approach kairotic health moments as occurring 

cyclically so that public health advocates might better choreograph the conducive 

circumstances in which intervention might take shape. In this manner, the kairotic 

situation may be thought of as an alignment of sociopolitical and cultural factors that 

necessitate rhetorical response for a window of time. In developing this theory, I intend 

kairotic eclipses to not only explain kairos in public health exigencies, but also to predict 

future windows. 
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Kairos, Uncertainty, and Risk Management 

Because of the natural complexity of politics, kairotic eclipse theory attempts to 

balance the tension between indeterminacy and human autonomy. To borrow from 

quantum physics, the study of rhetoric follows Heisenberg’s uncertainty principle which 

states that measurement yields uncertainty.33 When measuring a particle in motion, one 

can either know the location or the momentum, but never both. The act of measuring a 

particle’s speed changes its location, and vice versa. Rhetorical situations adhere to a 

similar theoretical assumption: you can know some aspects of the rhetorical situation but 

never completely define it, resulting in inevitable uncertainty. Notions of kairos use a 

linear temporal framework in which any given moment occurs exactly once. Even if 

researchers could identify every variable involved in audience receptiveness, measuring 

any one variable trades off with precisely measuring others. Experiments hinge on 

isolating and measuring one variable at a time for exactly that reason. Essentially, the 

present is continually becoming the past and therefore can never be explained in totality. 

Minimizing uncertainty without becoming trapped in constant assessment is a 

fundamental expertise of rhetoric and highly applicable to scientific disciplines. 

 The diverse perspectives in kairos literature can be seen as arguments for how to 

prioritize measurements in choosing the right moment to act. For example, scholars such 

as Caroline Miller, Debra Hawhee, and Erwin Panofsky defend the rhetorical situation as 

indeterminate and shifting.34 35 In Panofsky and Hawhee’s depiction of kairos as the 

“bodily capacity for instantaneous response,” they emphasize actors can seize the ideal 

rhetorical moment as it occurs, but not control the frequency of occurrence. The 

contrasting viewpoint held by Gorgias, Untersteiner, and others states that ideal kairotic 
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moments can be crafted.36 Both perspectives attempt to minimize uncertainty by 

maximizing the probability that a message is successful. “Seizing the moment” requires a 

higher level of certainty before acting, whereas “creating the moment” attempts to lower 

uncertainty through a series of high-probability actions leading up to an intervention.  

According to the Heisenberg principle, total system uncertainty is a constant due 

to the aforementioned zero-sum nature of measurement. Crafting the most effective 

health messages similarly requires choosing which variables are most important to 

analyze in determining message fitness-to-situation. Managing unknowns in message 

construction is the essential question underlying all predictive aspects of rhetoric. For 

example, measuring fear may trade off with measuring hunger, but one of those variables 

is more important to predicting the effectiveness of a health campaign. In this thesis, I 

conceive that for any given present the kairotic situation is both malleable and 

indeterminate, but a rhetor can only act in one way. Once the choice is made, there is no 

reversal- both action and inaction force the present into the past. 

 Xiaosui Xiao’s description of the rhetorical situation as arising from a confluence 

of sociocultural factors suggests that the ‘right time’ to act is dependent on a culmination 

of contingencies.  The exigency of declining levels of vaccination is both immediate 

and continual. There is the risk of illness and a small number of deaths in the short term, 

but the bigger threat of disease resurgence ominously looms just out of reach, validated 

by the immediate consequences. Communities with low vaccination rates are engaged in 

a high-risk, low-probability waiting game. Once a vaccine-preventable diseases is 

declared eradicated in the U.S., new cases emerge when the virus re-enters the country 

through a carrier. As of mid-2015, 96% of all measles outbreaks were import-associated. 
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Most commonly, families traveling abroad inadvertently bring pathogens home which 

spread rapidly among un- and under-vaccinated populations.37 As vaccination rates 

decline, the risk that a stowaway pathogen becomes an outbreak increases dramatically.38 

Kairos is crucial to public health as a way to defend against material threats (those 

currently occurring), as well as future threats (rhetorically and socially constructed). 

Though there is no numerically defined relationship between the two, there tends to be 

significant interplay between material and constructed threats. An actualized threat such 

as an outbreak can amplify constructed threats by appearing as an ominous gesture of 

what could be. Ebola’s short lived captivation of American interest, covered extensively 

in Chapter 2, demonstrates this dynamic.  

Effective rhetoric, therefore, considers and responds to fleeting situations. Rather 

than conceiving a kairotic moment, which implies a single space in linear time that is 

unable to be repeated, certain circumstances call for theorizing kairotic situations. 

Rhetorician Blake Scott has said “kairos can be less about seizing an advantage than 

about indeterminately responding to shifting, unbounded, uncertain, unpredictable, and 

uncontrollable risks shaped by the processes of globalization,” thus proposing kairotic 

situations as both “immediate and ongoing,” or, according to Heisenberg’s reckonings, as 

both “fixed” and “in motion.”39 Health messages should respond to the present climate, 

but do so with the intent of shaping the future attitudes.  

 Threat construction has resulted in a game of existential whack-a-mole, where 

new threats continually pop up. Susan Sontag summed this up best: “‘Not Apocalypse 

Now’, but ‘Apocalypse from Now On.’”40 This constant state of exigence has been 

detrimental for public perception of vaccine preventable illness because they are seen as 
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under control and lacking mystery. With terrorists around every corner and ‘illegal’ 

immigrants hiding in plain sight, typical biological threats (as opposed to weaponized 

biologicals, covered in Chapter 4) seem relatively subdued. As we approach the breaking 

point of national herd immunity, the threat of vaccine preventable illness is again 

becoming significant. Domestic outbreaks are devastating, but they also present an 

opportunity.41 The recent repeal of California’s philosophical exemption in the wake of 

this year’s measles outbreak demonstrates the effectiveness of harnessing epidemic 

exigencies to produce change.42 It is my hope that rhetoricians can persuade the public to 

understand these threats before we reach that point, but doing so must utilize the binary 

between threats and opportunity.  

 Before examining kairotic eclipses through a test case, it is necessary to look at 

the ways past attempts to correct vaccine misinformation have failed.  

[Pseudo-]Scientific Ethos 

Public health campaigns are saturated with persuasion. The national vaccine 

conversation includes doctors, legislatures, school boards, governments, scientists, 

parents, industries, and many others. Information passes through campaigns, talk shows, 

commercials, documentaries, social media, rallies, and more. Credible campaigns become 

one voice in the cacophony of social, political, and scientific messages influencing public 

deliberation.43 With an overload of information, public opinion is an aggregate of 

seemingly infinite combinations of personal exposure to messages. Maintaining scientific 

ethos becomes increasingly important as a higher volume of less credible messages enter 

the discussion. This section begins with a discussion of scientific ethos and how anti-

vaccination activists utilize the aesthetic of science to work against the interests of public 
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health. Next, I review the literature on individual decision making bias. I conclude with 

an explanation of how rhetoricians can encompass the diversity of perspectives necessary 

to facilitate productive civic engagement which can lead to pro-vaccine legislation.  

The techno-scientific language of science presents an interesting rhetorical bind. 

It simultaneously grants ethos, which Aristotle argued is central to effective persuasion, 

but is not accessible to all publics.44 As Robert Merton observed, there are institutional 

norms which constrain scientific discourse to preserve its legitimacy. Broadening access 

works in opposition to establishing expertise because it includes those who, for lack of 

training or desire, do not wish to conform to the norms of science. Unfortunately, this 

makes it difficult for the public to spot pseudoscience; in being difficult to understand, 

scientific rhetoric prevents lay audiences from scrutinizing its claims. Anti-vaccination 

activists take advantage of this by constructing controversies, giving the appearance of a 

debate among experts.45 A theory of how vaccines cause autism feels more believable 

when alleging a reaction between recombinant human serum albumin and polysorbate 80 

in developing neurons of a toddler’s brain, despite no such reaction existing. The false 

representation of debate implicates a second aspect of Merton’s analysis of scientific 

ethos: consensus.46 The Autism-MMR debate casts doubt not only on the veracity of the 

claim that vaccines are safe, but also on the methodology used to discredit the link by 

implying there are multiple scientific interpretations. If that were possible, it would beg 

the question of how scientists could ever arrive at truths with certainty. 

Leah Ceccarelli coined the term “manufactured scientific controversy” to describe 

situations in which “rhetors seek to promote or delay public policy by announcing that 

there is an ongoing scientific debate about a matter for which there is actually 
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overwhelming scientific consensus.”47 It is important to note that the ‘manufactured’ 

aspects of vaccine controversies attack the theoretical science behind vaccination. There 

are legitimate criticisms of how vaccines are manufactured and distributed, but those get 

drowned out by better organized but less accurate hysteria.48 In that way, the term 

‘manufactured’ importantly places blame on those who deliberately ignore facts and 

create conditions of hostility towards any vaccine hesitancy. When health messages are 

crafted without consideration for how other actors use scientific ethos as an 

argumentative foundation, perceived credibility can be disruptive to the goals of public 

health organizations and legislators. Worse, messages that use scientific ethos and are 

later found to be false can diminish public faith in health institutions by association. 

The hijacking and twisting of scientific ethos is evident in the many psudeo-

scientific ‘studies’ cited by anti-vaccination activists. A particularly heinous example can 

be found at the German website impfshaden.info and United States-based 

vaccineinjury.info. Both websites are authored and run by Andreas Bachmair, a self-

described homeopath who treats purported patients of vaccine injury. The websites 

feature personal stories of adverse vaccine events, promising “anybody who is reading 

these reports will think twice about getting vaccinated.”  

According to Bachmair, he is conducting a ‘survey on the state of health of 

unvaccinated and vaccinated children’ to determine if vaccination has lasting health 

effects.49 The website has disclaimers because the study is ongoing and “the results of the 

survey are not yet representative,” yet still has published preliminary data. Not only does 

the disclaimer make one wonder what use incomplete data serves, but also exemplifies 

the negligence of unchecked pseudoscience.   
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The ‘study’ is riddled with serious methodological problems. For example, the 

likelihood of sampling error appears high. Participants self-select by visiting 

vaccineinjury.info and opting into the survey. There are two different links: one for 

parents of unvaccinated children and one for parents of vaccinated children.50 The 

surveys are similar, but far from identical. The survey for vaccinated children presents 73 

yes/no questions about specific vaccines. A text entry box asks for the product names of 

the vaccines; this is both an unusually specific request and a futile one, as the study does 

not attempt to isolate any vaccine in particular. These questions are not asked to the 

parents of unvaccinated children, so there is a possibility that participants fill out the 

incorrect survey due to not carefully reading or not realizing a particular intervention is a 

vaccine. The survey for parents of unvaccinated children has a section of questions under 

the header “Why is your child not vaccinated?” and a series of yes/no questions giving 

possible reasons. Neither these questions nor the inverse set (i.e. “Why did you vaccinate 

your child?”) appear in the survey for parents of vaccinated children. Curiously, both sets 

of questions are pre-answered “no” when you open the survey. 

Also unusual, the link to each survey is directly above the links to the partial 

results. The results strongly suggest unvaccinated children are healthier, with statements 

like “12.8% of the children in Germany had herpes…. herpes among unvaccinated 

children is very rare (less than 0.5%)”. There is also a host of prejudicial qualitative data 

in the form of quotes from parents or the unvaccinated. The website states that the 

displayed quotes are not exhaustive, but refers to them as ‘typical.’ Examples include: 

"I am 27 years old and am completely unvaccinated. I am very healthy and only get 
a cold maybe once every year or two." 
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"My son is mostly vaxxed, my daughter not. They both were exposed to a recently 
vaccinated family member and me and my son contracted whooping cough. His 
lasted much longer than mine (he has various health issues primarily caused by 
vaccine) which was expected. My unvaccinated daughter coughed once the entire 
length of our illness and the second time we were exposed - same situation- she wasn't 
affected at all." 

 

“I will put the health of my three unvaccinated children up against the health of a 
vaccinated child any day of the week and twice on Sunday.” 

 

“My two boys are both uncircumcised, unvaccinated, including no vitamin K shot at 
birth, and no PKU newborn blood screening, and no painful procedure of any kind.  I 
gave birth drug-free and naturally in an upright kneeling position, after walking 
throughout my entire labor and transition.  Both boys are extremely healthy, 
intelligent, kind, and beautiful.  I breastfed my older son until he turned 4 years, and 
I'm currently breastfeeding my 2 year old.” 

 

"I am actually a 63 year old Baby Boomer who has never had any of those childhood 
vaccinations, simply because we lived in such a rural, remote area, "they" could not 
effectively get to me, and my mother, with her naive intuition didn't want them to 
"hurt me."  Wow.  Understatement.  My heart aches for kids today.  Stories like mine, 
of people never vaccinated, growing up and living a life of health and vigor, are 
ignored.  It might be helpful to open up the survey to broader age groups." 

  

The data raises more than one major concern. Out of 16,256 current surveys, only 

2,503 (15%) represent vaccinated persons. The remaining 13,753 (85%) are from the 

completely unvaccinated or their parents. Considering nearly 88% of the U.S. population 

has the TDaP (Tetanus, Diphtheria, and Pertussis) vaccine alone, this demonstrates severe 

but unsurprising recruiting bias.51 The content of the quotes reveals something else 

interesting; several are written in the first person, which falls outside the scope of the 

study. Participants were called to answer questions about their children, not themselves.  

There are other serious issues with Bachmair’s study, but it is not necessary to 

exhaust them. His results are not dangerous solely because they are incorrect, but because 

they are believable. “Study” and, to a lesser extent “survey,” are words with precise 

meanings. One might argue that the purpose of peer review boards is to protect their 
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meanings from pseudoscientific imposters. Nevertheless, the words carry weight and so it 

is unsurprising that articles have been published using the unfinished data compiled from 

both websites. Headlines include “Studies Outside the U.S. Show Unvaccinated Children 

Healthier than Vaccinated Children” and “Vaccinated children have up to 500% more 

disease than unvaccinated children.”52 53 A second survey of equal validity, conducted by 

the anti-vaccination activist group Immunization Awareness Society, has produced 

articles such as “Studies Prove Without Doubt That Unvaccinated Children Are Far 

Healthier Than Their Vaccinated Peers.”54 All of these articles contain a common theme: 

appeal to authority via the rhetoric of scientific expertise. They use phrases like 

“published results,” and present the surveys’ methodologies as evidence of their 

legitimacy.  

For example, in an article titled “Survey Results: Are Unvaccinated Children 

Healthier?,” author Sarah Pope commits several logical fallacies in her construction of 

scientific ethos.55 In referring to vaccineinjury.info she uses phrases like “comprehensive 

survey” and “published results” to imply a scope and scrutiny which are far beyond 

reality. Playing upon a common anti-vaccination trope, guilt by association, she invokes 

conspiracy theories about “Big pharma” keeping the media from reporting the truth 

behind vaccine safety issues. This particular trope is extremely important. Not only does 

it appeal to the emotions of those with a general sense of distrust about the medical 

industrial complex and institutions generally; it also allows the dismissal of mainstream 

science while capitalizing on the credibility of its methods. Another example can be 

found in the selected qualitative data. Popes includes only one quote in her article: “As a 

speech-language pathologist in the pediatric setting, I have seen many cases of children 
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having seizures within 36-72 hours following routine vaccines with a traumatic 

regression in the child’s brain and language and overall development.  I feel in my heart, 

it is linked to vaccines and do not want to subject any of my children to this.” 

Putting aside the unquantifiability of what one may “feel in [their] heart,” the 

credentials in this quote are a clear attempt to assert credibility. In terms of the study, this 

again falls outside its parameters and does not provide relevant information. For Pope’s 

article, however, it deludes readers into believing that experts oppose vaccination, too. To 

those trained in empirical methods, the flaws of these surveys make themselves evident. 

However, to most parents making health decisions, Bachmair is delivering on his promise 

to make parents “think twice” about vaccination.  

An experiment by Cornelia Betsch published in the Journal of Health Psychology 

used impfshaden.info as an intervention and a German government-run public health 

website as a control to determine the effect of viewing vaccine-critical information on 

intent to vaccinate.56 Participants who spent just 5-10 minutes viewing vaccine-critical 

information had significantly increased perceptions of vaccine risk, lower perceived risk 

of not vaccinating, and decreased intent to vaccinate.57 A follow-up survey taken five 

months later revealed the persistent nature of these effects. Participants in the 

intervention group remain skeptical about vaccination and many had searched for 

vaccine-critical websites on their own. Pseudoscientific websites are not idle threats. The 

internet has become the largest medium for communicating vaccine misinformation and 

is a primary contributor to disease resurgence throughout Europe and clusters of 

unprotected populations in the United States.58  
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At best, even if an individual does not believe the misinformation presented, the 

description of debate it implies can cause a sense of uncertainty about whether scientific 

consensus exists.59 At worst, it is believed and potentially spread. The cost of educating 

oneself in an attempt to make the best possible healthcare decisions should not be 

vulnerability to disease, but vaccine-critical websites increasingly skews genuine efforts 

by parents. A 2013 study by Glanz et al. published in Academic Pediatrics found that 

parents who refused vaccination entirely were two times more likely than parents who 

accepted vaccination to have thought about vaccine safety before their child was born.60 

Interestingly, even for parents who rejected vaccination, provider trust remained high, 

suggesting that parents who reject vaccination rely on other sources for vaccine 

information. When considered with Betcsh’s findings about the immediate effects of 

viewing vaccine-critical information, these inferences seem logical. As a result, we find 

ourselves at the edge of a very serious problem. As of February 2015, one in every five 

millennials responding to an online survey said they believe vaccines cause autism.61  

Being persuaded by pseudoscience is not an “anti-vaxxer” or “science denier” 

problem; it’s a human one. When vaccination is viewed as a personal choice instead of a 

public health imperative, parents tend to decide according to heuristics predicted by 

theories of omission or commission.62 Essentially, the choice becomes reduced to the risk 

of vaccination versus the risk of the diseases they prevent to that parent’s child, not to 

society. Even so, the dangers of not vaccinating are substantially larger, but people tend 

to prioritize personal and proximate experiences that trigger emotions over 

decontextualized data.63 Side effects like autism or seizures are immediate and visible 

threats, giving them inappropriately significant weight in risk calculus. Most parents of 
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vaccination-age children have never confronted measles and struggle to measure its 

impact. Distant and vague threats, like unexperienced viral infections or long-term 

chronic disease, are demonstrably difficult for parents to consider. 

Scholars associate this feeling with omission bias, or the tendency to favor taking 

no action over a potentially harmful one, even if the risk of not acting is greater.64 A 

classic example involves asking participants if they would kill one person to save two. 

Despite the clear cost in lives, most opt not to act. Participants can rationalize the guilt of 

letting two people die by claiming that they were not active participants and therefore not 

at fault.65 Parents may judge vaccinating to be less moral in spite of risks for many 

reasons, such as fear of regret if side effects develop and the assumption that others will 

protect their child via herd immunity. 66 Particularly when making preventative health 

decisions, individuals do not feel accountable for outcomes they lack control over, though 

I would argue in the case of vaccination, they do.  

Ritov and Baron tested the extent of omission bias’s effect on parental vaccination 

decisions by presenting a hypothetical flu virus.67 The scenario was straightforward: each 

participant was instructed to imagine they are married with one child. A flu epidemic 

breaks out, killing 10 in every 10,000 children, but there is a vaccine available. 

Participants were asked to state the maximum overall death rate of the vaccine that they 

would tolerate and still vaccinate their child. On average, participants responded that the 

flu must be twice as deadly to vaccinate; the maximum tolerated death rate of the vaccine 

was 5 in every 10,000. Justifications centered on themes of personal responsibility, with 

responses like “I feel that if I vaccinated my kid and he died I would be more 

responsible” and “I’d rather take my chance that the child will not catch the flu than to be 
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responsible for giving my child a vaccine which could be fatal,” These responses 

demonstrate the thesis of omission bias; one is perceived more responsible for acting than 

consciously deciding not to act, even if the outcome is the same.  

Another important piece of information was revealed in Ritov’s study; the 

quantified amount of acceptable risk was the same regardless of whether participants 

were deciding for their own children or a public mandate. Individuals comprise publics 

by actively engaging the political process, so it is reasonable that personal and policy 

vaccine attitudes align. While there is certainly a need to communicate the dangers of 

preventable illness, current plans to increase uptake rely disproportionately on this 

method.68 Emphasizing the safety of vaccines should be prioritized, especially for 

diseases with low incidence or long dormant phases.  

Thus far, attempts to improve attitudes towards vaccines themselves have seen 

limited success. A 2014 study published in Pediatrics tested the effectiveness of four 

types of messages designed to correct vaccine misinformation and increase vaccination 

rates for the Measles-Mumps-Rubella (MMR) vaccine.69 Its findings illustrate just how 

ineffective public health strategies emphasizing education and personal choice can be. 

Participants were randomly assigned to a control group or one of four interventions: (1) 

Autism Intervention: information disproving the link between vaccines and autism, (2) 

Disease Risk: information regarding the disease risk of measles, mumps, and rubella, (3) 

Disease Images: images of children with measles, mumps, and/or rubella, (4) Disease 

Narrative: a story about an infant who almost died of measles, along with prevention 

information. Of the four interventions, none were successful in increasing the likelihood 

of vaccination. The “Autism Correction” intervention decreased perception that the 
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MMR vaccine caused autism, but not concern over side effects generally; parents in this 

group reported a decreased intent to vaccinate. “Disease Risk” had no significant impact. 

“Disease Images” increased perception that vaccines cause autism but had no significant 

effect on perception of other side effects. Despite predictions that scientific information is 

less persuasive because it lacks pathos appeal, “Disease Narrative” strengthened parental 

beliefs that vaccines caused serious side effects more than any other intervention. Across 

all interventions, the intent to vaccinate decreased, providing further evidence of the 

importance of communicating vaccine safety before emphasizing disease risk. 

There is a third dimension to effective message targeting: the sociocultural lenses 

through which audiences process information. Recent social scientific research has 

identified four main tropes of vaccine skepticism: complacency, inconvenience, lack of 

confidence, and cost/benefit calculation.70 Complacent individuals are apathetic towards 

vaccination. They may lack first-hand experience with the devastating effects of vaccine-

preventable diseases and believe their immune system will stave off serious effects. 

When pertussis is thought no more threatening than a cold, dangerous pathogens are tied 

up in ‘naturalness’ narratives which state that illness is a natural part of childhood and 

even healthy. With certain stigmatized diseases, such as hepatitis B and human 

papillomavirus, they may believe there is no risk of contracting the disease.71  

Inconvenience is associated with socioeconomic indicators which prevent access 

to vaccines, especially if they are not thought to be a priority. Lack of confidence can be 

directed at several actors but involves skepticism towards institutions or vaccines. The 

damaging effects of medical paternalism have eroded some trust in the scientific 

community. Concerns about profit motivation and government granted immunity from 
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lawsuits birthed conspiracy theories proposing collusion and cover-ups regarding lasting 

side effects. Beliefs rooted in a lack of confidence in one or more institutions or 

technologies implicated in vaccine production are the most difficult to change. The 

clearest evidence of vaccine safety is produced through means skeptics find suspicious 

and thus is unlikely to be perceived as true. Actions by governments and organizations 

like the ACIP to improve confidence can backfire, implying guilt, such as the removal of 

thimerosal to appease growing concerns. Those who engage in utility calculations can 

involve all the aforementioned factors and more, but acknowledge some effectiveness to 

vaccines. Many rely on herd immunity to protect them or their families, figuring that 

enough people around them are vaccinated.  

The decision to not vaccinate because of a perceived greater potential cost is 

troubling and speaks loudly to the inability to translate data effectively. Social media has 

enabled illegitimate concerns by increasing exposure to horizontal communication, or 

that between peers, which gives a false impression of consensus and lessens the impact of 

a single, credible source.72 One tweet by the CDC can become hopelessly lost in the 

thousands of tweets from members of Generation Rescue, Jenny McCarthy’s anti-

vaccination organization. Understanding these reasons can inform more persuasive public 

health messages by providing insight into how to best engage public involvement in civic 

discourse about vaccination.  

In addition to types of vaccine hesitancy, different populations have expressed 

specific concerns. For example, the CDC received significant backlash from Catholics 

after rumors that the measles vaccine caused sterilization. The World Health 

Organization investigated the claim. To ensure the results of the study were best received, 
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they allowed the Vatican to choose which lab would conduct the research. Attending to 

particular demographic concerns bolsters the relatability and therefore credibility of 

scientific messages. 

 Each of the above studies has limited success because they focus on a single, 

distinct component of information processing. Bias is not a single-variable construct; in 

the case of vaccination, it is filtered through sociocultural mediators, varying ability to 

perceive unexperienced risk, general skepticism towards institutions, and more. 

Experiments which utilize a population reflective of nationwide diversity are doomed to 

fail because there is no single targeted message capable of changing national attitudes 

towards vaccination. Legislation, however, does not require every individual to embrace 

vaccination. As groups raise concerns, public health officials can craft responses to suit 

the particularities of the situation. Kairotic eclipse theory identifies a single ideal 

temporal window by considering the diverse spheres of discourse which contribute to the 

overall narrative of public health campaigns. The social, political, and material are loose 

coagulations of the multiplicity of voices which create them.  

In the following three chapters, I illustrate a kairotic eclipse through a critical 

historical comparison of successful and unsuccessful HBV legislation. In the two decades 

following the production of the hepatitis B vaccine, carefully crafted campaigns reframed 

the public image of an HBV victim.73 Today, 48 U.S. states mandate the Hepatitis B 

vaccine for school, and it is usually administered within the first 24 hours of life.74 What 

changed in the case of HBV, and can those conditions be used to increase vaccine uptake 

nationally? In the following section, I will argue that three conditions made the 

difference. First, the material: a disease must have (or be perceived to have) a significant 
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health impact on the community in which policy is to be enacted. A link between HBV 

and AIDS allowed the balance between fear and apathy to be moved so significantly that 

any concerns about vaccine side effects were outweighed. Second, the political: the 

vaccination controversy should be primarily a political one, centered on parental and 

personal rights. At the time of HBV legislation, the country was already at a place of 

general vaccine acceptance due to the Carter administration’s national vaccination 

campaign and public health reform. Finally, the social: assumptions about who contracts 

a disease, and how, impact the degree to which the public demands protection. The ACIP 

made a series of alterations to their recommendations for vulnerable populations which 

reflects shifts in the way HBV risk groups were perceived. When these three spheres of 

discourse coincide, each distinct conversation merges into a single national conversation 

and a window for vaccination policy is opened. A failure to choreograph this kairotic 

situation will leave population-wide vaccination rates below herd immunity and 

vulnerable to disease. 
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Chapter 2: The Material 
 

Though each sphere in a kairotic eclipse is necessary to create an ideal policy 

climate, changes to the material sphere are the easiest to recognize. A single case of 

infection can spark national terror overnight, and that fear can vanish as quickly as it 

arrived. The summer of 2014 demonstrated this more so than any series of events in 

recent memory.  

 On July 26th, 2014, the United States was not googling Ebola. 75 A mysterious 

disease of the third world, Ebola was not considered a domestic threat. On July 29th, the 

first American citizen dies of Ebola in Nigeria.76 Two days later, the CDC cautions those 

traveling to Sierra Leone, Liberia, and Guinea, but National Center for Emerging and 

Zoonotic Infections director Stephen Monroe states, “Ebola poses little risk to the U.S. 

general population.” 77 On August 2nd, missionary Kent Brantly is flown from Liberia to 

Atlanta and becomes the first person treated in the United States for Ebola. As the virus 

crosses the border, Google searches for Ebola jump to an all-time high.78 Despite a 

negligible change in actual risk, the combination of irresponsible journalism and lack of 

information generated nationwide anxiety.79   

By the time Brantly was released from the hospital on August 21st, the Ebola 

virus is not thought to live in the United States. Google searches decline to their previous 

baseline where they remain despite statements from CDC director Tom Frieden that the 

Ebola outbreak was worse than expected. President Obama softens the risk of Ebola: “In 

the unlikely event that someone with Ebola does reach our shores, we’ve taken new 

measures so that we’re prepared here at home.” On September 28th, Liberian resident 

Eric Duncan is taken to a Dallas hospital by ambulance and put in isolation. Reports of 
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Ebola’s reemergence within US borders circulate, and Google searches again climb. The 

CDC confirms the diagnoses on September 30th, and searches continue to climb. This 

time, searches peak with the announcement that two Dallas nurses have contracted Ebola 

and are in quarantine. Over three weeks beginning in mid-October, three major news 

networks aired over 1,000 Ebola-related stories.80 Though both nurses recover, Duncan 

unfortunately passes away. With Ebola no longer a domestic problem, searches quickly 

decline.  

The likelihood that someone residing in the United States would contract Ebola 

never meaningfully changed, but the ability to construct Ebola as a threat depended on 

material credibility. Using borders as a metaphor for the immune system enhances 

feelings of personal vulnerability when pathogens enter the country.81 Perhaps if Ebola 

can cross one border, it can cross analogous ‘borders’ as well. The material change was 

necessary to trigger a journalistic chain reaction that has been used to amplify panic over 

many ‘mysterious’ or ‘foreign’ disease, such as bird flu, swine flu, anthrax, and West 

Nile virus.82   

One interesting rhetorical element in this chain is the transition from “disease” to 

“plague.” Before the 2014 outbreak, Ebola was a virus and epidemic, but not a plague. 

Now, Ebola “plagues Africa,” and theories have emerged that it was responsible for both 

the Black Death and the Plague of Athens.83 84 85 Plague representations create fantastical 

versions of existential biological threats where invisible pathogens become great 

equalizers. Unlike ‘illness’ or ‘sickness’ which effects only particular people, plagues 

attacks indiscriminately.86 Fear of disease grows from fear of personal susceptibility. 

Vaccine skeptics turn fantastic notions of plagues into straw persons and compare the 
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survival rates of vaccine preventable disease, which look innocuous compared to the 

pathogens depicted in 28 Days Later and Twelve Monkeys.87  

Material Discourse in Hepatitis B History 

Hepatitis B is a rhetorically significant virus. At different moments in time it has 

been ignored, stigmatized, and normalized.88 I begin with the materiality of HBV to give 

a background of the virus and the scope of its health effects. As outlined in the previous 

chapter, there are two rhetorical dimensions to the material sphere of kairotic eclipses in 

vaccination. First, there is the communication of risk from the pathogen itself. Ideally, the 

most effective messages motivate behavioral changes before risk becomes reality. 

Second, publics must understand the [non-]risk of vaccines, or at least compared to the 

diseases they prevent. This chapter will overview the discovery of hepatitis B and how 

key events rhetorically shaped risk perceptions of both prevention and disease.  

The Virus 

Despite a vaccine that has been available for 30 years, the World Health 

Organization estimates that there are over 2 billion current cases of Hepatitis B globally 

and 350 million chronic viral carriers responsible for 1 million deaths each year.89 

Communicating the health risks of hepatitis B is complicated by the virus’ variable 

course of infection.90 There is no cure for HBV, but symptoms can be treated and the 

body’s immune system usually fights off infections within six months.91 During this 

‘active immunity’ phase, individuals may experience a range of symptoms including 

headaches, mild to severe fatigue, nausea, genital warts, or no symptoms at all.92 

Fulminant hepatitis, the most swift and severe outcome, is rare. In most, the course of 

infection is slow and difficult to predict, making it unlikely that infected individuals 
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know they’ve contracted anything. If not naturally eradicated, the virus will become 

dormant but continue to be spread through the same modes of contact.93 The major public 

health threat, as well as the most serious complications, comes from asymptomatic 

carriers. After lying dormant for a variable amount of time, often decades, the virus may 

resurge and cause liver cancer or cirrhosis.94 Societally, the United States tends to 

consider cancer as a disease in its own right, not a product of a pathogen contracted 40 

years in advance.95 Mental associations between hepatitis B and the devastation it causes 

can therefore be difficult to organically perceive. Public concern over HBV grew out of a 

fortuitous, though incorrect, association with another much-feared virus: AIDS.   

For most of history, it was not known that there were multiple types of hepatitis. 

Most historical descriptions of hepatitis, dating back to Hippocrates, are of type A.96 

More was known about hepatitis A compared to other infectious agents because the 

military maintained a close records of cases; hepatitis A flourished in war time due to the 

crowded and unsanitary living conditions. In 1883, a contaminated batch of smallpox 

vaccines infected hundreds of shipyard workers with hepatitis B, creating a small 

epidemic. 97 Initially, these were thought to be unusual cases of hepatitis A, but its well-

documented etiology quickly raised red flags.98 As hepatitis B spread along the coasts of 

the United States, doctors realized that they were dealing with something entirely 

different.99  

At the time of this peculiar hepatitis outbreak, vaccines were developed using 

human blood to harvest and incubate live viruses. Scientists did not realize that unknown 

blood-borne pathogens could be collected along with the intended virus and subsequently 

spread. The outbreak prompted a series of research leading to the discovery of a distinct 
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hepatitis B virus, but misunderstandings and substantial gaps in information persisted 

until the early 1960’s. For example, it was originally thought HBV was only 

transmittable through human blood and serum, but later potential routes of infection were 

expanded to include oral and intimate contact involving the exchange of bodily fluids. 

Expanding known routes of transmission, and thus risk groups, was critical in redefining 

hepatitis B as a contagious pathogen, and not one nearly impossible to contract. A second 

discovery, the existence of a carrier state, a condition where the host becomes 

asymptomatic despite continuing to carry and transmit the infectious organism, would 

also have a substantial influence on how the medical community handled HBV’s public 

image.  

The discovery of HBV was only the first step in determining how substantial the 

public health impact of the virus was. In 1964, Dr. Baruch Blumberg accidentally 

discovered a novel antigen while studying human immune responses. Named the 

“Australia antigen” due to being found in the blood of an Australian Aborigine, the 

antigen was identified as part of the hepatitis B virus’ protein coat. The antigen primarily 

appeared in blood samples from parts of Africa, Asia, and in the United States among 

individuals with Down syndrome residing in mental institutions. When introduced into 

the body, antigens cause the immune system to produce Y-shaped proteins which mark 

and identify foreign substances called antibodies. Once the immune system has 

encountered an antigen, it creates specific antibodies which are remembered and 

redeployed if the same antigen is encountered again.100 Discovery of the antigen allowed 

researchers to find the corresponding human antibodies and develop a diagnostic test for 
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HBV.  By the late 1960’s, Dr. Blumberg and microbiologist Irving Millman had 

successfully created a test that was quick and simple enough to be used en masse.   

As sample populations were selected and tested, the full extent of the health 

impact of the newly discovered hepatitis B became overwhelming. Worldwide there were 

over 200,000,000 carriers, and certain countries showed almost 100% exposure to the 

virus and 20% carrier status. In the United States, one of the less affected countries, 

almost 1,000,000 carriers were found and 200,000 new cases emerged each year until 

widespread vaccination was mandated in the late 1990’s. 101 Blood transfusions 

accounted for 30,000 new cases and 3,000 deaths, with healthcare workers and gay men 

accounting for the majority of the remaining 170,000 persons infected. It was estimated 

that 20% of all healthcare workers and over 56% of gay men would be infected within 

their lifetime.102 Immigration from the 1960’s to the 1980’s from high exposure countries 

(e.g. Sub-Saharan Africa and East Asia) brought twice as many carriers to the United 

States than were already residing within its borders each year.103 When the link between 

HBV and liver cancer was established in the early 1960’s, research efforts exploded; 500 

studies a year were published in medical and social scientific journals for almost a 

decade.104 HBV related liver cancer and cirrhosis accounted for 5,000 deaths every year 

in the US. The groups most at risk to contract HBV were also the most likely to develop 

liver cancer, making them more readily identifiable: healthcare workers and patients, 

sexually active individuals with multiple partners, sexually active gay males, prostitutes, 

IV drug users, prisoners, Indo-Chinese refugees, and Sub-Saharan Africans. The 

previously unknown impact of HBV was staggering, and the public health system was ill-

equipped to handle the epidemic. Moreover, media outlets kept extremely quiet about the 
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growing disease threat due to a confluence of political factors covered in Chapter 4. 

Across audiences, awareness about HBV remained low, incorrect, or altogether 

nonexistent. An accidental link between HBV and a much more feared disease, AIDS, 

suddenly changed that.  

Cousin of AIDS: The Epidemic Goes Public 

In the mid 1980’s, AIDS became a sudden and powerful threat. Public health 

officials struggled to keep panic at bay with little information themselves. The 

similarities between HBV and AIDS prompted questions about a possible link between 

the viruses. The high risk groups were similar, especially gays, prostitutes, and IV drug 

users. The transmission routes of AIDS were not fully understood, but it was known to 

spread sexually and by contact with blood. In her article “AIDS: A Growing Threat,” 

Claudia Wallis demonstrates the power that rhetoric surrounding AIDS had in invoking 

fear. Consider the following passage:  

“‘I’m very scared to die such a young man. I’d like a little more time,’ says the 28-
year patient. He is waiting for the results of tests that will determine if his recent 
exhaustion, bouts of fever and severe headaches are what he and his doctors fear it is: 
acquired immunodeficiency syndrome, or AIDS. The man is not gay. He is married and 
the father of two children. But he readily admits to a life of promiscuity and a history of 
many liaisons with prostitutes. ‘I lived in the fast lane,’ he confesses. ‘If only God will give 
me a break….’”105 

 

The inclusion of this quote reveals how widespread fear of AIDS was becoming. 

AIDS was, and still is, characterized as a disease of immorality, but of a very particular 

type. Wallis suggests the indiscriminate nature of AIDS: any misstep in your past from a 

one-night stand in college to a one-off shot of heroin could be exposed under the bright 

lights of a hospital room. Despite the implied reformation in ‘married’ and ‘father of two 

children,’ the patient could not run from pathogenic judgement. His situation is described 
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as ‘eerie’ and ‘unnatural,’ yet uncomfortably common. As the article continues, Wallis 

makes this point outright: 

By early this year, most Americans had become aware of AIDS, conscious of a 
trickle of news about a disease that was threatening homosexuals and drug addicts. AIDS, 
the experts said, was spreading rapidly. The number of cases was increasing geometrically, 
doubling every ten months, and the threat to heterosexuals appeared to be growing. But it 
was the shocking news two weeks ago of Actor Rock Hudson's illness that finally 
catapulted AIDS out of the closet, transforming it overnight from someone else's problem, 
a ‘gay plague,’ to a cause of international alarm. AIDS was suddenly a front-page disease, 
the lead item on the evening news and a frequent topic on TV talk shows. There seemed 
no end to the reports” 

 

Wallis’ article stands in sharp contrast to a 1980 episode of CBS Evening News 

which reported that hemodialysis patients, healthcare workers, and individuals residing in 

institutions were the only persons at risk in the U.S.106 The expansion of risk categories 

marks the first signs of overlap in what eventually will constitute a complete kairotic 

eclipse. The social stigma of AIDS was somewhat reflected in the distribution of cases in 

the disease, but outliers told a troubling story of personal vulnerability. It is unlikely that 

the reinterpretation of AIDS as ‘anyone’s disease’ would have affected perceptions of 

HBV if not for their incredible medical similarities; notably, they have near identical 

modes of transmission and risk groups. Physicians and public health officials posited that 

hepatitis B may be a “co-agent of AIDS.”107 Once the media latched onto the growing 

public concern, there was no slowing the process. AIDS became a mysterious, looming 

threat and hepatitis B became the “cousin of AIDS.”108 Sources from Mademoiselle to 

Better Homes and Gardens reported that in terms of numbers infected and dead, HBV’s 

destructive force was well beyond that of AIDS. Hepatitis B became a household name—

and threat. Fortunately, reporters hailed, there was a vaccine readily available for AIDS’ 

more deadly kin.  
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The public push for vaccine legislation will be covered in Chapter 4: Politics, but 

would likely have been impossible without the perception that the vaccine was safe, 

given the studies outlined in the previous chapter.  

The Vaccine   

 The first hepatitis B vaccine, Heptavax B, was licensed in 1981. At the time, 

standard practice for manufacturing vaccines against viral pathogens required using the 

blood of infected individuals and purifying the antibodies involved in natural immune 

response. Though Heptavax B was initially hailed as a huge success by most news 

outlets, safety concerns quickly pushed it out of the spotlight.109 To produce the vaccine, 

scientists needed blood from individuals with HBV. The easiest way to increase the 

likelihood that respondents were infected was to recruit within risk groups; in this case, 

trials targeted gay men. Fear of AIDS was growing at the same time the FDA approved 

Heptavax. The presence of AIDS in gay men with Hepatitis B— the same coincidence 

which would soon after lead to HBV being called the “cousin of AIDS”— first prompted 

concerns that the new vaccine was contaminated with HIV.110 Healthcare workers refused 

the vaccines despite evidence of their safety, legitimizing the population-wide refusal to 

vaccinate. At the time, the ACIP was not recommending Heptavax B outside of narrow 

risk groups, and if they had it is unlikely most would have complied. 

Fortunately, in 1986, a second vaccine was approved. This groundbreaking 

inoculation used novel techniques which eliminated most of the health risks and side 

effects. Instead of harvesting live pathogens from human blood, Recombivax HB was the 

first vaccine to use genetically engineered bacteria to manufacture viral proteins.111 These 

proteins would produce the immune response necessary to protect patients, but carried a 
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0% risk of accidently infecting that person with the target pathogen or tagalong 

infections. Recombivax was praised for being “revolutionary” and “pioneering” in a time 

where faith in vaccination was hindered by safety concerns.112 

 This peak in vaccine acceptance was short lived. In the early 1980’s, the anti-

vaccination movement gained a small amount of traction by inciting outrage in response 

to a series of contaminated inoculation batches. Because not all vaccines had switched to 

the new recombinant technique, some still carried the risk of substantial side effects. 

Media representations of vaccination focused on anecdotal evidence of gut-wrenching 

disability caused by vaccine, and public sentiment shifted away from vaccines. This was 

supercharged by Andrew Wakefield’s 1998 study linking autism to the MMR vaccine.113 

Although that study was later retracted and discredited by the medical community, the 

stigma has been slow to fade.114 Fortunately, the influx of new investments into 

Recombivax HB was timed with pressure from public health officials and created 

legislative momentum that was too strong to stop. By 1999 almost every state required 

the vaccine for entry into elementary school.  

Mandating new vaccines in the current climate would be nearly impossible 

without a serious exigency. Even Hepatitis B, despite its mass devastation, was unlikely 

to generate civic engagement on its own. The blanket term “cancer,” such as the liver 

cancer responsible for the majority of HBV fatalities, is curable and can be slow to kill 

even from the time of diagnosis. Additionally, there are alternate causes of cancer which 

prevent it from being tied to any particular pathogen.115 HIV has a visible and unique 

manifestation capable of generating public concern. With the material reality of hepatitis 
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B in focus, the social stigma surrounding transmittance of the disease faded, allowing 

groups to organize a public push for legislation.  
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Chapter 3: The Social   
 

Health has been extensively written about as a tool of morality through the 

creation of norms about ‘healthy living’.116 117 118 Once a behavior is classified as 

‘healthy,’ it restricts an individual’s ability to choose other options. These norms usually 

function as a net good, but occasionally come with harmful side effects. For example, a 

woman who chooses her favorite foods over losing weight may be considered ‘lazy,’ 

‘unintelligent,’ or even ‘unemployable,’ rather than someone who simply does not seek to 

be skinny.119 Conforming to healthy behavior becomes a subliminal social obligation. 

While I defend vaccination as an instance where this is necessary, a critical examination 

of health messaging should identify and question the basis for health as morality. 

There is no singular method for determining what constitutes justifiable health 

imperatives, but rhetoricians have contributed in several ways. In Health and the Rhetoric 

of Medicine, Judy Segal sorts analysis into two categories: useful rhetoric and applied 

rhetoric.120 Useful rhetoric is traditional criticism; it could identify the moralizing 

components of a health text and inquire about their effectiveness. Applied rhetoric is 

useful rhetoric, but also makes a value claim and may provide suggestions for producing 

a more effective version of the intended message.121 By providing suggestions for both 

timing and content of ideal vaccine messaging, this thesis engages in applied rhetoric. 

The history of disease in the West is tangled with histories of morality. Even the 

idea of ‘public’ health, like public education, implies use by those who have less and thus 

carries its own stigma. Well intentioned public health campaigns often focus as much on 

promoting middle-class ideals as they do on health. For example, Berkley’s ‘soda tax’ 

hopes to lessen the prevalence of obesity by creating an economic barrier to sugary 
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drinks.122 This one-cent-per-ounce tax primarily affects low income families and is 

unlikely to have an effect on wealthy consumers of soda. The law implies that obesity is a 

low-income and minority problem which can be controlled by controlling the populations 

most at risk.  

Smoking provides another instance of the rhetoric of health masking more 

insidious criticisms. Despite being defended for its psychological benefits, especially for 

those who cannot afford other forms of mental health support, smokers are often publicly 

confronted about their choices. Someone may tell a mother smoking in front of her 

children that “smoking is bad for your health.” Rhetorically, this functions and an 

indictment of that mother’s ability to parent and a moral judgement about the type of 

people who smoke. Even in the case of vaccination, which inevitably has barriers to 

access, parents who are not able to vaccinate are judged harshly as incompetent or unfit.   

Social Discourse in Hepatitis B History 

In infectious disease, stigma is often attached to mode of transmission. When 

miasmas theory was prevalent, disease was thought to be spontaneously generated by the 

poor and their ‘immoral’ lifestyles. Now that scientists can identify the organisms 

responsible for disease and the mechanisms through which they spread, those pathways 

have become implicated in morality. The focus on mode of transmission has kept public 

awareness of the scope of HBV low, even today.123 There remain lingering perceptions 

that the virus was only contracted by sex workers, homosexuals, immigrants and drug 

users.124 The framing of illness as something “those people” contract is a familiar truism 

of diseases from AIDS to influenza.125 Corporate interests actively fought HBV stigma 

only after the vaccine became marketable.126  
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As it became clear that hepatitis B was widespread and indiscriminate, previous 

moralizing schemas were forced to adjust to accommodate reality. That mindset shift is 

most evident when looking at the CDC risk categories. ‘Risk groups’ epitomize health as 

an enforcer of morality. Sontag explains the risk group “revives the archaic idea of a 

tainted community that illness has judged.” The Advisory Committee on Immunization 

Practices’ vulnerable populations list also serves as a recommendation list for who should 

get vaccinated.127 While it is possible to find similar groups writing about the same health 

constructs at different times, a document with updated versions has the advantage of 

being continually produced but always serving the same purpose. While some 

stigmatized groups were included in later lists, the rhetoric had changed to reflect both 

the pervasive reality of the disease and transformed social considerations for populations 

contracting hepatitis B.  

Despite the successful reframing of HBV, social stigma has not been completely 

erased, as demonstrated by recent resistance to vaccinating ‘innocent’ babies against a 

sexual transmitted infection.128 129 Mothers vaccinating their children as recently as 2012 

have recounted experiences with pediatricians stating that hepatitis B is a “vaccine for the 

inner city… designed to protect the addicts and prostitutes.”130 Perhaps a cause or a 

consequence of such stigma, statistics about what types of people suffer and die from 

untreated HBV suggest that treatment options remain socially, culturally, politically, and 

ethically problematic. For example, within the Asian American communities, hepatitis B 

still carries a heavy stigma due to the prevalence of the disease in many Asian countries 

and association with promiscuity.131 This results in a lower likelihood of being tested for 

HBV, and therefore a higher incidence of liver cancer within those communities.  
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The Advisory Committee on Immunization Practices (ACIP) is responsible for 

publishing and updating recommendations for all FDA-approved vaccines as they enter 

the market.132 The committee is comprised of fifteen members selected by the Secretary 

of Health and Human Services for their immunization knowledge, public health 

expertise, or consumer perspective expertise. In addition to using the committee’s own 

expertise on vaccination to form recommendations, there are also several dozen liaisons 

from the medical community, such as representatives from the American Academy of 

Pediatrics, Association of Immunization Managers, and American Geriatrics Society.  

On June 25, 1982, the ACIP released its first list of populations vulnerable to 

hepatitis B, recommending the following: 

“ACIP recommendations for vaccination against Hepatitis B infection 

• Health-care workers 

• Hospital staff 

• Clients and staff of institutions for the mentally retarded 

• Hemodialysis patients 

• Homosexually active males 

• Illicit injectable drug users 

• Recipients of certain blood products 

• Household and sexual contacts of HBV carriers 

• Alaskan Eskimos 

• Immigrants from eastern Asia and sub-Saharan Africa 

• Infants born to mothers who are HBV carriers 

• Classroom contacts of deinstitutionalized mentally retarded HBV carriers who behave 
aggressively 

• Special high-risk populations from areas where Hepatitis B is highly endemic 

• Indochinese and Haitian refugees 

• Inmates of long-term correctional facilities 

Persons at substantial risk of Hepatitis B infection who are demonstrated or judged likely 
to be susceptible should be vaccinated.” (ACIP, 1982) 

The most recent recommendations, current as of March 6, 2015, are as follows: 
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“Hepatitis B vaccination is recommended for: 

• All infants, starting with the first dose of Hepatitis B vaccine at birth 

• All children and adolescents younger than 19 years of age who have not been vaccinated  

• People whose sex partners have hepatitis B 

• Sexually active persons who are not in a long-term, mutually monogamous relationship 

• Persons seeking evaluation or treatment for a sexually transmitted diseases 

• Men who have sexual contact with other men 

• People who share needles, syringes, or other drug-injection equipment 

• People who have close household contact with someone infected with the Hepatitis B 
virus 

• Health care and public safety workers at risk for exposure to blood or blood-
contaminated body fluids on the job 

• People with end-stage renal disease, including predialysis, hemodialysis, peritoneal 
dialysis, and home dialysis patients 

• Residents and staff of facilities for developmentally disabled persons 

• Travelers to regions with moderate or high rates of Hepatitis B 
(http://wwwn.cdc.gov/travel/yellowBookCh4-HepB.aspx#363) 

• People with chronic liver disease 

• People with HIV infection 

• Anyone who wishes to be protected from Hepatitis B virus infection” (CDC, 2008). 
 

Overall, the trend was to broaden categories to accommodate a majority of the 

U.S. population. The original recommendation list included several groups of people with 

limited access to health care, such as immigrants and sex workers.133 Because vaccination 

relies on high compliance to be effective, limited access was a major barrier to protecting 

the entire U.S. population. Expanding the recommendations to include all infants and 

children was intended to ensure future generations would be less vulnerable.134  

The updated list importantly removes modal qualifications and demographic data 

in favor of behavioral data. The 1982 version constructs behaviors as definitional to 

individual identity by using descriptors completely outside of one’s control such as 

“Homosexual” and “Haitian Refugee.” Not only are these descriptors static and dripping 

with moralizing rhetoric, they are medically inaccurate as evidenced by the population-
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wide distribution of carriers. The updated list implies agency to determine whether or not 

one exists within vulnerable populations, rather than criminalizing individuals as their 

behavior. Each category begins with an affirmation of humanity such as “people,” “men,” 

or “travelers.” Promoting inclusiveness while maintaining agency and removing stigma 

was important to encouraging vaccination. The rhetoric of the 1982 recommendation list 

implied that getting vaccinated was an admission of wrongdoing rather than responsible 

foresight and presented a major hurdle in attaining population coverage. Even the “all” 

categories, such as “all infants” are progressions in life that are necessarily non-

permanent.  

One changes to the ACIP recommendations is of particular rhetorical 

significance. This chapter pays special attention to the term “homosexually active males” 

because the shift away from value-laden rhetoric, despite the continued stigmatization of 

gay individuals, most clearly demonstrates changing perceptions about persons with 

HBV.  

Shifting Sexualities in Medical Literature: “Men Who Have Sex with Men” 

The accidental association of HBV with AIDS was largely because of their 

predominance in gay men. Both viruses are transmitted primarily through contact with 

sexual fluids or blood, so it is unsurprising to find significant overlap in vulnerable 

populations of both diseases. Rates of co-infection, or infection with both HIV and HBV, 

have at times reached 90% of HIV-infected individuals showing signs of past or current 

HBV infection. As mentioned previously, poor understandings of viral transmission 

caused speculation that Hepatitis B may be a “co-agent” of AIDS, bolstered by the 

observation that those with HIV/AIDS appeared to suffer far worse health outcomes from 
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HBV. 135136 Though now understood to be related to the immune destruction caused by 

HIV, which makes it harder for infected individuals to fight of additional pathogens, at 

the time it was seen as evidence that HIV contained a particularly virulent strain of HBV. 

In the early 1990’s the link was disproven with the discovery that 

immunocompromization raises likelihood of developing chronic hepatitis B. 

The 1982 hepatitis B recommendation list was published at the beginning of the 

AIDS epidemic, when AIDS (and its “co-agent” HBV) was still considered a “gay 

disease.” This is reflected in the phrase “homosexually active males” and clinical trial 

calls specifically targeting “gay men”. The rhetoric surrounding homosexual activity has 

since changed to accommodate evolving understandings of the [non-]relationship 

between sex acts and orientation. The impact of AIDS, in particular its rapid spread 

outside of the gay community, forced a cultural re-imagination of homosexuality. Rising 

rates of AIDS among heterosexuals, in particular heterosexual women, prompted 

investigations into the public health importance of “closeted” men engaging in anal 

sex.137 Creating a public health issue out of the private lives of unidentified men was 

important for broadening medical understandings of sexuality, but also had negative 

ramifications for America’s cultural assumptions about gay men of color.  

The 2008 list’s updated terminology “men who have sex with men” is not unique 

to the hepatitis B vaccine or immunization, but was a phrase coined by epidemiologists 

and adopted by the medical community writ large to describe gay sex acts between men. 

Interestingly, even references to archival information uses “men who have sex with men” 

when paraphrasing old vaccination recommendations.138 The medical community 

embraced this shift as not only rhetorically significant, but also as more medically 
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accurate. In the context of sexually transmitted infections (STIs), especially blood borne 

viruses like hepatitis B, sex between men is epidemiologically critical to track. Anal sex 

has a much higher rate of transmission compared to vaginal or oral sex because the 

delicate skin lining the anal cavity is more susceptible to tears, giving a virus contained in 

seminal fluid direct access to the bloodstream. Medical messaging targeted at “gay men,” 

“homosexual men,” or “homosexually active men” alienated or otherwise failed to reach 

straight MSM, especially those in committed relationships with women.139 This created a 

category of medical invisibility where critical health messages were not reaching 

vulnerable populations, resulting in worse health outcomes. At the same time, those 

negative health outcomes were not being properly attributed to the behaviors responsible. 

United Nations Secretary General Ban Ki-moon summarized the medical importance of 

recognizing MSM: “Not only is it unethical not to protect these groups; it makes no sense 

from a health perspective. It hurts us all.”  

The heterosexual man who has sex with men is not an identity unique to the 

United States, which further increases its epidemiological significance. Men married to 

women, often with children, seek discreet male sexual partners to avoid social stigma 

globally. In an interview a 35 year-old carrier of HBV in Cambodia, he explains “I’m not 

gay, I just like having sex with men.”140 Female partners of straight-identifying MSM 

often do not take the same health precautions as they would with openly bisexual men. 

The expansion to “men who have sex with men” alleviated some existing medical 

invisibility in an attempt to slow the spread of Hepatitis B and other STIs by encouraging 

more individuals to get vaccinated. Additionally, creating more categories including 



 
 

39 

 

“anyone who wants to be vaccinated” prevents closeted men from having to justify 

getting the vaccine to their female partners.  

 Within the last year, the media has seem shocked at the revelation that 

heterosexual couples are engaging in anal sex at a rate similar to their openly gay 

counterparts. Ultimately, the medical intent with “men who have sex with men” was to be 

exhaustive in the inclusion of individuals engaging in anal sex. As it becomes more 

evident that this language is insufficient, public health officials must seek more direct 

means of communicating about “taboo” sex if we are to generate meaningful medical 

models of rhetoric.  

 The transitions to “men who have sex with men” demonstrates the medical 

communities attempt to balance the decriminalization of lifestyles with identifying and 

educating risk groups. These rhetorical changes were products of a mindset shift 

prompted largely by communicating the pervasiveness and lethality of hepatitis B to the 

public. Media reporting reflected these changes as well. New York magazine published 

stories of happenstance encounters from an ear piercing gone wrong to a sidewalk 

mugging in which ‘innocent’ individuals contracted hepatitis B.141 Even the article’s title, 

“The Other Plague,” rhetorically invokes the indiscriminate nature of the virus. In the 

next chapter, I explore how the decriminalization of Hepatitis B created a ‘public 

problem’ capable of generating legislative momentum.  
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Chapter 4: The Political  
 

Public outcry has successfully motivated recent health legislation. California’s 

ban on philosophical exemptions in the wake of a measles outbreak demonstrates the 

effectiveness of harnessing exigencies to produce change.142 Diseases themselves can 

become politicized as well; the United States’ response to bioterrorism demonstrates how 

viral threats compound political insecurities to produce fear. The “Biodefense Plans” 

published by the White House are interesting clashes of socially constructed, political 

fears and technical rhetoric; the combination of national feelings of insecurity and 

authoritatively presented predictions make catastrophe seem eternally on the horizon.  

For example, the death of six individuals in October 2001 from mailed anthrax publicized 

a rhetoric of fear deployed first by pharmaceutical companies, and then by the US 

government, which blurred the lines between human and pathogen. Both bioterrorist and 

agent were characterized by plague tropes like “invisible enemy” and “undetectable,” 

attaching itself to concern over maintaining bodily and geographic borders.  In the height 

of the scare, Health and Human Services Secretary Tommy Thompson hailed the 

partnership between pharmaceutical companies and public efforts to create demand for 

their product. The political nature of the attacks, materiality of the deaths, and socially 

ingrained xenophobia created a fleeting kairotic eclipse. Unlike vaccine preventable 

disease, which spread naturally, the threat of anthrax required a perpetrator; as the 

government expressed confidence in combating bioterrorists, the publicness of the threat 

evaporated. Vaccines suffered a similar fate at the hands of their own success with many 

questioning the need to vaccinate against ‘outdated’ diseases. 

Political Discourse in Hepatitis B History  
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There were two political hurdles to the HBV vaccine mandate. First, a company 

had to be willing to not only produce the vaccine, but also to fight the NIH for the 

exclusive production rights. Second, the final sphere of deliberation—the political—had 

to move into place to create a full kairotic eclipse. The massive public push for legislation 

was a response to the alarming impact of hepatitis B and came at a politically opportune 

moment for national health care reform. This outcry, through circumstances both odd and 

unfortunate, came decades after the vaccine was licensed.    

Merck vs. the NIH: The Right to Patent 

When past contagions had caused widespread fear, the public push for a solution 

broke down many procedural hurdles to vaccine development.143 For reasons I will 

discuss later in this chapter, there was no publicity surrounding hepatitis B in 1969 when 

Irving Millman developed the first vaccine. During a 1982 symposium, he discussed the 

drawn out fight at length. Without public concern, companies did not think the vaccine 

would be profitable enough to produce.144 Tens of thousands of lives were lost while 

Millman and his team spent decades working to get his vaccine licensed and 

manufactured. At the time, the National Institutes of Health was reluctant to grant 

exclusive production rights for vaccines because they were considered too important to 

public health.145  

Eventually, Merck and Company successfully fought the NIH and won patent 

rights in 1975. It took six additional years to license the first vaccine against HBV in 

1981. The details of the legal battle are unimportant, but its necessity points to the 

importance of creating public problems out of health exigencies. When Merck finally 

won the bureaucratic fight, they were producing a vaccine for a public that was 
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completely unaware they needed it. The United States Public Health Service initially only 

recommended the vaccine to gay men, health care workers, and intravenous drug users. 

Members of these groups were largely uninterested and/or cost-prohibited from receiving 

the vaccine.  

With the spectre of Ebola hysteria fresh in public health memory, it is difficult to 

imagine how such a devastating epidemic could have been kept out of public discussion. 

Keeping Hepatitis B a private matter is particularly dangerous with a disease that relies 

on asymptomatic carriers to spread. The majority of carriers before 2000, when testing 

pregnant women became a standard practice, likely never knew they were even at risk of 

contracting HBV. Beyond the difficulty in associating HBV contraction with negative 

health outcomes discussed in Chapter 2, there was a political element the epidemic silent. 

If not for the accidental link to AIDS, the HBV epidemic may have continued, unnoticed, 

indefinitely. 

A Public Problem 

The formation of public pressure begins with competing narratives.146 The 

‘debate’ over vaccination has two clearly defined sides made up of relatively small 

groups of people: scientists and anti-vaccination activists. Vaccine conspiracy theorists 

are a small minority of the population, but with organizations like the National Vaccine 

Information Center and Generation Rescue, they are extremely well organized and 

politically effective.147 Until an event prioritizes one narrative over the other, there is 

chaotic stasis. In California, the measles epidemic was that event. Joseph Gusfield 

outlines a theory for the production of public problems in the book The Culture of Public 

Problems: Drinking-Driving and the Symbolic Order148: 



 
 

43 

 

It is useful to distinguish public problems from private ones… All social problems 
do not necessarily become public ones… How is it that an issue… emerges with a 
public status, as something about which ‘someone ought to do something’? ... The 
status of a phenomenon as a problem is itself often a matter of conflict as interested 
parties struggle to define or prevent the definition of a matter as something that 
[demands] public action… Because facts are not records of individual events but are 
rather aggregations of data, amassed and presented, the ‘discovery’ of public facts is 
a process of social construction. Someone must engage in monitoring, recording, 
aggregating, transmitting the separate and individual events. (p. 5) 

 

Hepatitis B is a clear and persistent health threat, but Gusfield argues that material 

realities are often not enough. Reality exists only as it is understood by the person 

interpreting it, which means even the clearest of risks must be socially constructed in 

order to be understood. Before hepatitis B legislation, the dominant set of facts 

surrounding the virus was that it was “those people’s” problem. There is no ‘real’ 

problem until the public understands there to be one. In order to create a public health 

issue out of an epidemic, there must be a group willing to organize and disseminate 

information. Hepatitis B would never organically become a public concern because the 

high risk groups were socially Otherized—all deemed “immoral” in one way or another 

(except healthcare workers, which are a special case). There were many groups with an 

interest in seeing HBV eradicated, but not any interested in being the face of the fight. 

Immigrants, refugees, prostitutes, and drug users were unlikely to organize to distribute 

medical information.   

The gay rights movement was developed enough and already engaging in 

message production (e.g. campaigns to decriminalize homosexuality and have it 

removed from the APA list of psychiatric disorders), but feared linking a sexually 

transmitted illness with the movement would be used against them— as though a 

raging pandemic was the cost of their sexual freedom.149 There was also the United 
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States military, which had been working on a treatment for Hepatitis B since its 

discovery. They would also decline the spotlight to avoid calling attention to the 

idea that joining the military may be bad for your health. The incredibly unethical 

nature of the military’s research was also a concern. Public response to deliberately 

infecting institutionalized mental patients, especially those with Down syndrome, 

was unlikely to be positive.150 In short, from the start, HBV presented a public 

relations nightmare: no group willingly volunteered to step up and serve as “the 

face” of this deadly and stigmatized, yet surprisingly common condition. 

Healthcare workers should have provided an ideal choice for early public 

ownership over a HBV prevention plan. After all, health care workers could be 

readily understood to hold authority to speak on the subject and could easily be 

regarded as “innocent victims” who contracted HBV on account of their altruistic 

profession. There was fear, however, that the consequences to the profession would 

be too high. With a readily available test, and a high percentage of doctor/nurse 

carriers, medical personnel feared discrimination in the form of workplace 

violations of personal rights.151 Hepatitis expert Dr. Harvey Alter suggested that 

public pressure would result in mandatory testing for all doctors and nurses, who 

would be fired if they tested positive, as well as mandatory testing of incoming 

medical students. In response to these potential consequences, the medical 

community downplayed the virus and quietly focused on improving sanitization 

and safety guidelines rather than overtly testing or vaccinating staff for infection. 

Even if a media outlet had wanted to report on HBV as a public health issue, that 

outlet would have to contend with field experts who were vehemently denying that 
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the problem existed, or, at the very least, existed to the extent that the media could 

have revealed.  

Once the link was drawn to AIDS, silence was no longer feasible. The struggle 

between health officials trying to reduce the fear surrounding hepatitis B and media 

outlets reporting dramatized accounts of the disease created the conditions necessary to 

create a public problem. According to Gusfield’s theoretical framework for public 

message production, it was the initial conflict that sparked public interest.152 The highly 

publicized stories of AIDS worked in conjunction with the slow process of extracting 

information, one piece at a time, as doctors testified to the extent of the HBV epidemic. 

Public health officials needed to respond to the disparity between the number of 

individuals with chronic HBV infections and the façade that only small subgroups of the 

population were at risk. Hepatitis B was termed a disease “more easily contracted than 

the flu.”153 A single narrative of pandemic gradually emerged. The emotionally-charged 

story of fear and contagion drowned out the sterile and unexciting explanation that more 

gloves and masks could protect Americans. Despite the medical reality not having 

changed, it could only be perceived once a set of easily digestible facts were intentionally 

constructed. All other accounts, including HBV as something “immoral individuals” 

contract, were dislodged, presenting the possibility for additional research and public 

support. As journalists published article after article on the growing threat of AIDS/HBV, 

the momentum was unstoppable.154  

Anti-vaccine activists could have organized to prevent legislation, but material 

circumstances prevented it. In the late 1980’s and early 1990’s, a sudden surge in measles 

affected over 50,000 people in the U.S. Other vaccine-preventable illnesses, such as 
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pertussis, were also on the rise.155 The American public placed heavy blame on the 

healthcare system for failing to overcome access barriers to vaccines. After winning the 

1992 presidential campaign on the promise of reforming America’s broken healthcare 

system, Clinton immediately began vaccine policy reform. Within his first 30 days in 

office, Clinton pledged $1 billion to a vaccine purchase program, providing vaccines free 

to all children. Early vaccination became a children’s rights issue, and the Vaccine for 

Children program began in 1993.156 The ACIP immediately revised its recommendations 

for the HBV vaccine to include children as young as 11, and then again in 1999 to 

include all infants. State legislatures, reassured by Clinton’s initiative, began mandating 

the HBV vaccine for entry into schools. Colorado’s health board chair defended the 

mandate, saying “This is a very safe and effective way to avoid what is a terrible disease 

that causes cancer and other chronic problems.”157 Most of this legislation remains intact 

and continues to protect some of the United States most vulnerable populations: infants 

and those without access to health care.  
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Chapter 5: Conclusion 
 

Kairotic eclipses occur when spheres of discourse, or discrete conversations about 

a construct, converge into a single dialogue which garners public interest. The sum of the 

spheres is the comprehensive set of variables which predict civic engagement. In the case 

of vaccination, I have demonstrated the existence of three spheres: material, social, and 

political. Distinct conversations about the hepatitis B occurred within each of those 

spheres from its discovery until the mid-1980s. Experts and healthcare workers discussed 

the devastating consequences while social stigmas attached to people, rather than 

behaviors, criminalized individuals with HBV. Pharmaceutical companies developed 

vaccines but did not pursue production for political and financial reasons. As Hepatitis B 

became a public disease, it was no longer necessary or beneficial to keep references to its 

“immoral” status. Public support behind expanding vaccine requirements was critical to 

stop the epidemic—support that would have never happened without the perception of 

how real the threat of HBV was.  

If these conversations had not merged, forming a kairotic eclipse, it is unlikely 

that legislation would have passed. Without clearly communicated health implications, 

for example, there is no public pressure. There would be no rhetorical impact to a call to 

vaccinate children in the US against a disease which is rarely seen in our borders, such as 

Ebola. Similarly, communicating widespread risks depends on breaking down social 

myths about who is vulnerable to disease. Such myths would prevent a successful 

campaign to vaccine against diseases like AIDS, which remain tied to moral judgement. 

The rhetorical climate surrounding vaccination matters to the success of vaccination 

technology, regardless of the medical legitimacy of any particular vaccine.    
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Human Papillomavirus: The Next Eclipse?  

Hepatitis B presents an instance wherein the social, political, and material 

coincide to create a rhetorical eclipse, the success of which is evident from the policies 

still in place today. Human papillomavirus (HPV), on the other hand, provides a 

meaningful counter-example. By looking at HPV—an instance wherein the political, 

social, and material conditions for public health policy failed to align—we might gain a 

better understanding and appreciation for the temporal nature of kairotic eclipses.  

Human Papillomavirus presents a second case of an extremely preventable 

disease causing incredible pain and death. Long-term studies of HPV epidemiology 

predict that 75% of all Americans will contract HPV in their lifetime.158 According to the 

Food and Drug Administration, more than 85% of cervical cancers arise from HPV 

infected tissue—that’s 17,500 cases and 4,000 deaths every year—most of which are 

preventable.159 There are an additional 9,300 cases of anal, penile, and oropharyngeal 

(tongue and throat) cancers in men.160 The latter accounts for almost 80% of HPV-related 

cancers in men, with 66% of all oropharyngeal cancers clearly showing HPV presence. It 

is projected that new cases of oropharyngeal cancer each year will exceed new cases of 

cervical cancer by 2020.161 This is accelerated by 2,000,000 carriers in the United States 

alone.162 As indicated in Chapter 1, the materiality of disease is the initial sign 

rhetoricians should look for in identifying kairotic eclipses. Once the threat to public 

health is established, the social and political barriers to state-level mandates become 

easier to locate.  

Until Merck launched a direct-to-consumer advertising campaign in anticipation 

of their vaccine Gardasil, public awareness of the diseases remained low.163 HPV is 
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primarily contracted by sex workers, gays, immigrants and drug users, so media attention 

was extremely sparse.  Despite significant consequences to both genders, Merck initially 

only secured FDA approval to vaccinate girls and women. Though it was expanded to 

males in 2012, the restriction on how Gardasil was talked about due to who it was legal to 

vaccinate had already solidified its reputation as a woman’s issue.164 Even among 

women, vaccination rates remain alarmingly low. In 2012, for example, rates for the 

complete three-dose series in adolescents 13-17 years of age were 33.4% for girls, and 

just 6.8% for boys.165  

The introduction of gender as a mediating factor in health outcomes related to 

HPV significantly changed the nature of discussions surrounding the disease. Before 

Gardasil had made it through the approval process, Merck launched several cycles of 

campaigns. By teaming up with organizations dedicated to eradicating cervical cancer, 

Merck built an audience at both the policy and parental levels. Through partnership with 

the Cancer Research Prevention Network, Merck offered beading kits and other novelties 

to young girls who watched videos about HPV and completed surveys.  By connecting 

HPV and cervical cancer before the debut of the vaccination, they attempted to create a 

flood of public support when the solution to a problem already in public consciousness 

became available.166  

Still, before the vaccine was released, the next round of campaigns focused on the 

relationships between women, especially female friends and sisters, as a way to 

organically disseminate health knowledge to someone you loved. Using the slogan “Tell 

Someone,” Merck suggested that women who loved each other would share information 

about the link between HPV and cervical cancer. These commercials all had similar 
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elements: they portrayed only women, and all information about HPV was spoken 

through the emotional reactions of women having heard the news from someone else. 

There was little specific information about the how HPV is contracted, which was a 

deliberate tactic to evade public debate on vaccinating girls as young as 9 against an STI.  

Upon approval of Gardasil, the focus of the commercials shifted to action instead 

of education. Merck used the “One Less” campaign to promote the idea that girls 

vaccinated against HPV would be “one less” statistic for cervical cancer.167 Instead of 

portraying adult women, this campaign focused on adolescent girls who stated to the 

audience their desire to be vaccinated. In all of these commercials, there is an absolute 

lack of any male presence, and it is implied that mothers should make educated decisions 

about the health of their daughters.  The decision to only represent women had a 

significant impact on the way each gender viewed HPV. 

These campaigns created awareness, but not concern.  According to a 2012 survey 

of college-aged women, 83.1% of respondents agreed that if they contracted HPV, the 

health consequences would be severe.168 It also found that the group perceived very few 

barriers to getting the full series of the vaccination. Still, 84.4% of respondents said they 

did not feel as though they were at risk for infection, despite being sexually active. A 

comparable study which included college-aged men found a similarly low level of 

perceived risk including little awareness of the existence of the HPV-cancer link, an 

available vaccination, or the non-cancer health consequences associated with HPV.169 

When asked why they believed they were not at risk for infection, common responses 

included the belief men could not be harmed by HPV, their partners were safe, or it was 

unnecessary due to their sexual orientation.170 Participants were overwhelmingly under 
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the impression that the vaccine was only for females. These responses are all consistent 

with the idea that Gardasil’s campaign completely removed HPV from the male public 

conscious.  

The idea of a ‘gendered virus’ was a significant point of departure from media 

representations of hepatitis B. During the 1990’s, Merck promoted the message that HBV 

was a danger to every American, going so far as to say it was a fundamental right for all 

children to be protected.171 By restricting Gardasil to young women, Merck narrowed the 

media focus to that demographic.  An examination of the hearings conducted by the 

FDA’s Center for Biologics Evaluation and Research Vaccines and Related Biological 

Products Committee imply that this disproportionate focus was a deliberate effort.172 

Merck submitted the initial vaccine application as only for women, indicating an 

intentional focus on protecting women’s bodies while removing men from the discussion 

of HPV.  

On a social level, their decision to ‘gender’ HPV greatly decreased the likelihood 

Gardasil could ever gain meaningful legislative traction by propagating the message that 

the burden of protecting humanity from HPV-related cancers falls primarily on women. 

According to this logic, women should be more “responsible” with their bodies if they do 

not wish to infect the nation, sustaining constructions of the female body as the site of 

disease which must be controlled as a public health initiative. 173 Ultimately, a gendered 

vaccine compromised Merck’s product and prevention campaign.  

Over 50% of new HPV infections occur in individuals between 15 and 24 years of 

age.174 Because Gardasil is a three dose vaccination, the process must begin before youth 

are at risk of contracting the virus. The underlying assumptions about women’s bodies 
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discussed above have not been reconciled with the necessity of vaccinating adolescent 

girls. Many fear vaccinating against a sexually transmitted infection at such a young age 

signals that female promiscuity is acceptable, lessening disciplinary control over female 

sexuality. Reshaping public perceptions of HPV is critical to increasing vaccination rates. 

Looking to the rhetorical history of hepatitis B, there are several ways communication 

scholars can guide message production.   

For example, public health officials have struggled fruitlessly to tip the scales 

back towards absolute scientific authority. Though industry-specific language is critical 

to the advancement of vaccines in the lab, there is little effort put forth in translating 

public health messages into something easily digestible. Communication research should 

emphasize the importance in combining accessible stories and technical detail to present 

epidemics in ways that seem both time-sensitive and manageable. 

 Additionally, the anti-vaccination movement is highly organized and efficient at 

using anecdotal evidence coupled with flawed science that sounds very convincing. 

Given the powerful pathos appeal of anti-vaccination campaigns, scientists can no longer 

rely on medical paternalism as an unassailable source of expertise. Rhetors have long 

understood the value of emotional appeals, and it is high time scientists embraced their 

persuasive force. A possible health campaigns could contrast the lives saved by 

vaccination to the suffering experienced by children in countries with low vaccination 

rates.  

Most importantly, strategies should be tailored to local populations. 175 Low 

vaccination rates tend to cluster together among similar demographics who share similar 

values beyond public health. The moral concerns over HPV vaccination, for example, are 
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primarily driven by Christians. Religious communities are key constituencies in 

determining broader vaccine acceptance because of their wide reach, so public health 

officials should address those concerns with particular consideration. Similarly, political 

groups engender specific types of vaccine hesitancy. White, upper class, liberal families 

tend to approach vaccine hesitancy through skepticism about Big Pharma and corporate 

greed, while conservatives have gained support through a general mistrust of science 

more broadly.  

It is worth noting that I have only just begun the investigation into the kairotic 

characteristics of vaccine policy. There are histories of other diseases to consider, and 

nuance to add to the existing arguments. It is undeniable that declining vaccination rates 

are of tremendous importance to public health, with so many lives in the balance. If we 

do not immediately examine how to make vaccination efforts more effective, we will 

soon be asking the public to decide how many deaths warrant government intervention 

and mandate. This ebb and flow of vaccine sentiment need not continue. With an analysis 

of the rhetorical situation surrounding vaccinations, we can find insight into what causes 

peaks and lows and maximize the protection of public health. 
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