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Background & objectives: The US Agency for Toxic Substances and Disease Registry (ATSDR) reports
that mercury (Hg) is a known endocrine disruptor and it adversely affects the steroid synthesis pathway
in animals and humans, and may interact to enhance the risk for a child developing premature puberty.
An association between premature puberty and exposure to Hg from thimerosal-containing vaccines
(TCVs) was evaluated in computerized medical records within the Vaccine Safety Datalink (VSD).
Methods: A total of 278,624 subjects were identified in birth cohorts from 1990-1996. The birth cohort
prevalence rates of medically diagnosed International Classification of Disease, 9th revision (ICD-9)
premature puberty and control outcomes were calculated. Exposures to Hg from TCVs were calculated
by birth cohort for specific exposure windows from birth-7 months and birth-13 months of age. Poisson
regression analysis was used to model the association between the prevalence of outcomes and Hg doses
from TCVs.
Results: Significantly increased (P<0.0001) rate ratios were observed for premature puberty for a 100
µg difference in Hg exposure from TCVs in the birth-7 months (rate ratio=5.58) and birth-13 months
(rate ratio=6.45) of age exposure windows. By contrast, none of the control outcomes had significantly
increased rate ratios with Hg exposure from TCVs.
Interpretation & conclusions: Routine childhood vaccination should be continued to help reduce the
morbidity and mortality associated with infectious diseases, but efforts should be undertaken to remove
Hg from vaccines. Additional studies should be done to evaluate the relationship between Hg exposure
and premature puberty.
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The US Department of Health and Human
Services and the National Institute of Child Health
and Development (NICHD) of the National Institutes
of Health (NIH) estimate the historical incidence of
premature puberty in the general population to be

about one in 10,000 children1. Premature puberty is
characterized by sexual development before the age of
eight in girls, and age 10 in boys. While the early onset
of puberty may seem fairly benign, in fact, it can cause
problems when hormones trigger changes in the growth
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pattern, essentially halting growth before the child has
reached normal adult height. Further, children with this
condition look noticeably different than their peers, and
may feel rejected by their friends and socially isolated.
Adults may expect these children to act more maturely
simply because they look so much older. Many of these
children, especially boys, are much more aggressive
than others of their own age, leading to behaviour
problems both at home and at school.
During the past decade, possible advancement
in timing of puberty has been reported in the US.
Potential explanations for this increasing trend such as
ethnic, geographical, and socio-economic backgrounds
appear to provide equivocal explanations for the earlier
onset of puberty seen in the US. Recently, attention has
been paid to the possible role of endocrine-disrupting
chemicals from the environment on the timing of
puberty2. A recent review published on the possible
relationships between today’s epidemics in children
and environmental pollution called for immediate
research on the relationship between environmental
endocrine disrupters and premature puberty3.
The US Agency for Toxic Substances and Disease
Registry (ATSDR) reports that mercury (Hg) is a
known endocrine disruptor and it adversely affects the
steroid synthesis pathway in animals and humans. It
has been purposed that Hg exposure and sex steroids
may interact to enhance the risk for a child developing
premature puberty4.
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to remain in most formulations of influenza vaccine
recommended for administration to pregnant women
and infants in the US, and in many of the childhood
vaccines used in other countries where multiple-dose
vaccine vials are utilized10.
The purpose of the present study was to
epidemiologically evaluate the potential endocrine
effects of infant Hg exposure from thimerosalcontaining vaccines. In this study, a large group of
children with documented exposure to varying levels of
thimerosal from vaccines in several health maintenance
organizations (HMOs) was examined.
Material & methods
The study protocol employed was approved by the
US Centers for Disease Control and Prevention (CDC),
the Institutional Review Board (IRB) of Kaiser NorthWest, and the IRB of Kaiser Northern California.
The data were analyzed at the secure Research Data
Center of the National Center for Health Statistics in
Hyattsville, MD.
The study was conducted based upon a retrospective
ecological assessment of premature puberty diagnoses.
Pre-existing HMO administered databases collected
for the Vaccine Safety Datalink (VSD) project were
evaluated for associations between premature puberty
and cumulative thimerosal exposure.

In the last few decades, vaccines have helped to
accomplish striking reductions of infectious diseases
worldwide5. From the 1930s through the early 2000s,
many routinely administered childhood vaccines in
the United States contained thimerosal6. Thimerosal
is an organic Hg-containing compound having 49.55
per cent Hg by weight, and is initially metabolized to
ethylmercury compounds and thiosalicylate7.

Determining the population at risk: A cohort of infants
enrolled in the VSD project (updated through 2000)
from Kaiser North-West, Kaiser Northern California,
and Kaiser Colorado were examined. The VSD project
was created in 1991 by the National Immunization
Program of the CDC and VSD methods were
previously described11-13. The project links medical
event information, specific vaccine history, and selected
demographic information from the computerized
databases of several HMOs.

The American Academy of Pediatrics and the
US Public Health Service in 19998 published a joint
statement that urged “all government agencies to work
rapidly toward reducing children’s exposure to mercury
from all sources”. The statement recommended that
thimerosal be removed from vaccines as soon as
possible as part of this overall process. Between 1999
and 2001, many vaccines recommended for children
≤ 6 yr of age were made available in thimerosal-free or
thimerosal-reduced formulations in the US9. Exposures
to thimerosal through paediatric vaccines, however, still
occur in the US and worldwide. Thimerosal continues

Only those individuals who had a recorded oral
polio vaccine within the first three months after
birth were examined. A three month window was
chosen in order to maximize chances of following
children with complete records for both vaccine
exposure and outcome, and because the first oral
polio vaccine is administered at a two month visit.

Only those individuals who had a non-missing
date of birth and were born before January 1, 1997
were examined. This date was chosen to allow for at
least four years of follow up for each member of the
cohort.
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One month additional was allowed to account for late
vaccinations. The oral polio vaccine file was chosen
because this vaccine was the only vaccine that was
consistently administered to all children during the
time period of 1990-1996, which is the time period
of this study. All children who received an oral polio
vaccine within three months of their birth date and
were born before January 1, 1997 were used as the
denominator or population at risk for this study. Table
I summarizes the demographic information for the
population examined.
Determining outcomes: The outcome files (inpatient
and outpatient diagnoses) from this population were
then reviewed to find the first instance of diagnosis
of the disorders of interest. If there were multiple
instances of the same diagnosis in a child, only the first
instance was counted. Then the total numbers of each
diagnosis for each disorder of interest were determined
Table I. Demographic information for cohort (n = 278,624)
%
Gender:
Male
51
Female
49
%
Birth cohort:
1990
1
1991
15
1992
16
1993
16
1994
17
1995
18
1996
17
%
Race*:
White
60
Black
9
Hispanic
17
Asian
13
Other
1
Mean (standard error)
Birth characteristics*:
Gestational age (wk)
39.3 (0.01)
Birth weight (g)
3,422 (1.5)
Maternal age (yr)
29.0 (0.02)
*
Not for total cohort-only those with birth file (n = 163,793)

by birth cohort. The counts of each diagnosis of interest
represented the numerator or outcomes for this study.
Table II summarizes the specific medically
diagnosed condition International Classification of
Disease, 9th revision (ICD-9)14 codes examined in the
present study, including specific diagnostic control
disorder ICD-9 codes selected a priori as not having
biologically plausible links to Hg exposure. Table
III summarizes additional demographic information
among those diagnosed with premature puberty
examined in the present study
The prevalence of each diagnosis was then
calculated by birth cohort by dividing the count of
a diagnosis in that birth year by the total number of
children from the study population who were born in
that same year. Because of concern that the cohorts
from 1995-1996 had only 4-6 yr of follow up, frequency
distributions of age at diagnosis were examined for all
years. This revealed that for some of the disorders a
sizable proportion of children were diagnosed after 4.5
yr. Adjustments were made for counts of cases as needed
for birth cohorts depending upon the disorder examined
to correct for under ascertainment that occurred due to
shorter follow up times. These adjustments were made
for all disorders including the control disorders as
appropriate based on the age distribution.
In analyzing the adjustments made for follow up
corrections, varying levels of imputing additional cases
were modeled to assess the sensitivity of the results to
the assumptions made when imputing additional cases
in specific birth cohorts. Sensitivity analyses revealed
that premature puberty showed little variation in point
rate ratio estimates or statistical significance even
when not imputing additional cases for limited followup time.
Determining exposure: Because the study protocol
did not permit to match data across vaccine files,

Table II. Medical diagnoses examined in the vaccine safety datalink (VSD) database
ICD-9 Codes

Diagnosis

259.1

Premature puberty
Control disorders**
Pneumonia
Congenital anomalies
Failure to thrive

N

% Male

819

7.0

Median age at initial
diagnosis
(yr)
4.5

486
33,648
53.3
3.1
759.9
1,643
52.0
2.5
783.40, 783.41,
4,754
56.0
1.7
783.42, 783.43
*
Based upon the age of diagnosis and length of follow up time in the VSD for each birth cohort
**
Outcomes selected a priori as not having biologically plausible association with Hg exposure

Adjusted*
overall prevalence rate
39.5 / 10,000
13.2 / 100
63.2 / 1,000
18.5 / 1,000

GEIER et al: THIMEROSAL & PREMATURE PUBERTY
Table III. Demographic information for cohort of patients
diagnosed with premature puberty (n = 819)
%
Birth cohort:
1990
1
1991
24
1992
24
1993
17
1994
12
1995
12
1996
10
%
Race*:
White
51
Black
24
Hispanic
12
Asian
10
Other
3
Mean (standard error)
Birth characteristics*:
Gestational age (wk)
39.1 (0.10)
Birth weight (g)
3,278 (29.8)
Maternal age (yr)
29.5 (0.25)
*
Not for total cohort-only those with birth file (n = 502)

exposure was determined in aggregate by birth cohort
for each vaccine and then summed across the birth
cohorts. The routine childhood vaccines of interest
were Haemophilus Influenza Type b (Hib), hepatitis
B vaccine, acellular Diphtheria-Tetanus-acellularPertussis (DTaP), and whole-cell Diphtheria-TetanusPertussis (DTP) vaccines. The following Hg content
from thimerosal, as detailed by the US FDA [14], were
assumed for the following routine childhood vaccines
under study: Hib = 25 µg Hg/dose, DTaP/DTaPH = 25
µg Hg/dose, whole-cell DTP/DTPH = 25 µg Hg/dose,
and hepatitis B = 12.5 µg Hg/dose.
The vaccine datasets were subset in a similar way
to the population datasets in that an individual had to
have the specific vaccine within three months of birth
and be born before January 1, 1997. This ensured that
the exposure population was as similar as possible to
the outcome population. Each vaccine file was then
searched to determine the number and specific type
of vaccine that was administered within the first 13
months from date of birth which had been chosen as
the exposure period of interest.
Within each vaccine file, the cumulative Hg dose
for each individual was calculated based on the number
of each type of vaccine received. The cumulative dose
of Hg was then aggregated over a birth cohort resulting
in a total Hg dose for a particular vaccine by year of
birth. The total Hg doses for each of the vaccines were
then added together to obtain a total Hg dose for all
vaccines by year of birth. The total Hg dose by year
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of birth was then divided by the population at risk for
each birth cohort which was previously defined. This
calculation resulted in an average Hg dose per person
for each birth cohort which served as the exposure
variable. Because of interest in particular windows
of exposure, Hg doses from vaccine exposure were
calculated for the following periods: (1) birth to 7
months; and (2) birth to 13 months.
Statistical analysis: Poisson regression analysis was
used to model the association between prevalence
of event of interest and Hg dose. Poisson regression
analysis is commonly used as a technique for modeling
and counting the occurrence of rare events, such as
the count of new cases of disease developing in some
population over a period of time. Parameter estimates
from Poisson regression models were used to obtain rate
ratio. Hg dose was modeled as a continuous variable
and rate ratio estimates and 95 per cent confidence
intervals (CI) were calculated to determine the change
in prevalence rate of each diagnosis per unit increase
in Hg dose from thimerosal-containing vaccines. Chisquare statistics and corresponding P values were also
generated to assess statistical significance. A two-tailed
P<0.05 was considered statistically significant.
Results
Table IV presents the rate ratios and 95 per cent
confidence intervals for each diagnosis assuming a 100
µg increase in Hg exposure from thimerosal-containing
vaccines administered from birth to 7 months and
birth to 13 months. It was observed that there were
significantly increased rate ratios for premature puberty
following additional Hg exposure from thimerosalcontaining childhood vaccines. The increased rate
ratios for premature puberty ranged from a low of 5.58
for a 100 µg increase in Hg exposure in the birth to 7
month period to a high of 6.45 for a 100 µg increase
Table IV. Rate ratios (95% confidence intervals) for a 100 µg
difference in Hg exposure for each diagnosis from thimerosalcontaining vaccines administered from birth to 7 months and from
birth to 13 months
Diagnosis

Premature puberty*
Control disorders
Pneumonia
Congenital anomalies
Failure to thrive
*
P<0.0001

100 µg Hg
100 µg Hg
difference
difference
Birth to 7 months Birth to 13 months
Rate ratio (95% CI) Rate ratio (95% CI)
5.58 (2.79-11.16)
6.45 (3.39-12.30)
0.98 (0.86-1.11)
0.62 (0.34-1.14)
1.05 (0.74-1.47)

0.92 (0.82-1.04)
0.57 (0.33-1.00)
0.92 (0.67-1.27)
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in Hg exposure in the birth to 13 month period. By
contrast, no significantly increased rate ratios for the
control disorders of pneumonia, congenital anomalies,
and failure to thrive were observed with increasing Hg
exposure from thimerosal-containing vaccines.
Discussion
The overall results of the present study showed
a significant association between Hg exposure from
thimerosal-containing vaccines and premature puberty.
There were significantly increased rate ratios for
premature puberty following increasing Hg exposure
from thimerosal-containing vaccines administered
in the first 7 and 13 months of life. Further, it was
observed that the overall median age of puberty among
those diagnosed with premature puberty in the present
study (4.5 yr) was significantly reduced in comparison
to the lower end of the normal reference ranges for
puberty in girls (≥ 8 yr) and boys (≥ 10 yr) in the US2.
The present study found an adjusted overall prevalence
rate of premature puberty occurring in about one in 250
children. This represents a significant (about 40-fold)
increase in the diagnosed rate of premature puberty
of about one in 10,000 children from previous NIH
estimates1.
The strength of the present study stems from the
database that was examined. First, the VSD contains
medical records for patients that were collected on a
prospective basis, as part of the routine treatment course
of physician care. The VSD requires no reporting of
adverse events or having a physician associate an
outcome with an exposure. Second, the outcomes
examined were entered into the VSD using ICD-9 coding
which allows for a consistent and specific physician
diagnosed disease status to be examined among the
patients. This is in contrast to other databases that use
more descriptive coding or are non physician based, and
the coding employed in the VSD is consistent with the
nearly universal medical standard across the US. Third,
the study design employed in the present study helps to
strengthen the observed results. The medical conditions
examined were selected a priori as biologically or not
biologically plausibly linked to Hg exposure from
thimerosal-containing vaccines administered during
specific exposure windows. Additionally, the study
design also allowed us to be certain that virtually all
exposures to Hg preceded the diagnoses of the diseases
examined (i.e., allowing for a potential cause-effect
relationship between exposure and disease). As a
result of Hg dosing beginning from around the time of
birth, since only children receiving vaccines by age 3

months were examined, and the US routine childhood
vaccine schedule during the 1990s was to administer
hepatitis B vaccine on the day of birth, virtually all
the outcomes examined were diagnosed well after
starting exposure to Hg from thimerosal-containing
vaccines. Fourth, the methods of ensuring capture of
Hg exposure from thimerosal-containing vaccines and
outcomes appear to have yielded results consistent
with previous studies15. Fifth, the birth cohort years
examined in the VSD help to strengthen the results
observed. The birth cohort years examined from 1990
through 1996 occurred many years prior to the raising
of concern about potential problems with thimerosal
in childhood vaccines by the American Academy
of Pediatrics and the US Public Health Service, so
that their announcement to remove thimerosal from
childhood vaccines in July of 1999 should have had
virtually no impact on physicians’ thoughts about
thimerosal in childhood vaccines. Finally, another
significant strength of the present study stems from the
trends in birth cohort Hg exposure and outcomes. It
was observed there were increasing/decreasing trends
in exposures and outcomes across the birth cohort years
examined, and that for premature puberty there were
significant associations between birth cohort mean Hg
exposure and disease prevalence rates. It is important
to note that the increasing/decreasing trends in Hg
exposure were not simply the result of random yearly
fluctuations in vaccine uptake rates or even simply
the result of increasing exposure to vaccine antigens,
but instead reflect known changes in the Hg content
of the US childhood vaccine schedule. Namely, in
the late 1980s/early 1990s the Hg dose from vaccines
increased with the addition of hepatitis B (12.5 µg
Hg/dose) and Hib (25 µg Hg/dose) vaccines to the
routine childhood schedule during the first year of life.
Subsequently, starting from 1992, the Hg dose from
vaccines decreased with the addition of combination
whole-cell DTP-Hib (25 µg Hg/dose) vaccine, instead
of the 50 µg Hg per joint administration of whole-cell
DTP and Hib vaccines (each contained 25 µg Hg/dose)
in separate immunizations. This was finally followed
by in the mid-1990s the replacement of whole-cell
DTP vaccines with acellular DTaP vaccines (25 µg Hg/
dose). For the most part these vaccines were not made
in combination with Hib vaccine.
In considering potential limitations for the present
study, because of the ecological nature of the study
design we were not able to link vaccine exposures across
individual patient records. Individual vaccine doses
could not be directly attributed to individual patients.
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Hence, the results of the present study represent the
aggregate doses of Hg and aggregate prevalence of
disorders for a given birth cohort year, and not analyses
of individual children. While this information would
have been useful for additional analyses, given the
magnitude and robustness of the observed effects, this
limitation appears to have had a limited impact on the
strength of our results.
Another possible limitation of the present study
was the potential for under ascertainment of a child’s
total Hg exposure. The present study was only able to
detect differences in Hg exposure from vaccines that
were recorded in the VSD. Other significant sources of
Hg such as fish consumption or environmental exposure
could not be examined in the present study. We believe
that these other exposures to Hg should not have biased
the effects observed. In actuality, such sources of Hg
exposure would potentially minimize the significance
of the effects observed.
This study was also not able to analyze medical
conditions that were not entered into the VSD. It not
clear how this would have biased the results of the
present study, but precludes us from being able to
evaluate the potential association between Hg exposure
from thimerosal-containing vaccines and more subtle
endocrine effects that were not observed/diagnosed by
physicians.
In addition, the reliability of the ICD-9 diagnosis
codes for the outcomes of interest are not known since
paper-review of patient medical records is not available
to outside researchers examining the VSD database.
This may make it difficult to assess the accuracy of the
rates of various endocrine outcomes, but the CDC has
previously published that there was good agreement
between the automated records in the VSD database and
the paper-review of patient medical records11-13. Further,
it is not clear how differences between patient medical
records and automated medical records would have
added biases towards observing a relationship between
thimerosal exposure and premature puberty, but not be
present for the control conditions examined.
The study was also limited to a maximum of four
years of follow up time for the latest birth cohorts. This
likely caused the rates of various outcomes to be lower
than if all cohorts had longer follow up periods. The
study attempted to account for the truncated follow
up periods by imputing additional outcomes based on
patterns for the longest followed cohorts. Sensitivity
analyses of the imputations were performed, and it was
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noted that point estimates and confidence intervals were
reliable even when using very conservative imputation
methods.
Finally, the present study was not able to adjust for
potential factors that might have resulted in vaccine
avoidance but may have predisposed one towards
premature puberty. Specifically, investigators reported
that there are several social and medical attributes
associated with avoidance or delay of vaccination and an
increased risk of adverse events, and that confounding
of this sort is a general problem for studies of adverse
reactions to prophylactic interventions, as they may be
withheld from some individuals precisely because they
are already at high risk of the adverse event16. They
described that studies that fail to control adequately for
such confounding factors are likely to underestimate
the risks of adverse events attributable to vaccination.
This effect may have been detected in the present
study, because the control conditions examined, while
not significantly, did indeed trend towards decreasing
risks with increasing exposure to Hg from thimerosalcontaining vaccines. As a result, the effects observed in
the present study may represent an underestimate of the
true effects of Hg exposure from thimerosal-containing
vaccines on the risk of premature puberty.
The timing of puberty can be influenced by
neurotransmitters and neuropeptides that originate in
the hypothalamus, in addition to peripheral or gonadal
signals. Signals linked to the environment such as
exposure to endocrine disrupters may impinge on the
hypothalamic signaling network directly or through
peripheral signals, and as a result, may occasion an
earlier onset of puberty2. It was previously observed in
pink disease, known to be primarily caused by the use of
mercuric chloride teething powers in infants, that altered
states of adrenocorticol secretion, excessive production
of androgen hormones, and pseudohermaphroditism in
infancy and childhood were common occurrences17.
Other studies have also described increased testosterone
and other androgen levels in tissue culture, animals,
and in humans following low-dose Hg exposure18-20. It
was observed in vitro that Hg exposure significantly
altered the androgen synthesis pathway by inhibiting
hydroxysteroid sulphotransferase (HST) activity, thus
reducing the conversion of dehydroepiandrosterone
(DHEA) to dehydroepiandrosterone–sulphate (DHEAS)21-24. In addition, aromatase activity, a key steroid
synthesis enzyme that catalyses the conversion of
androgens to estrogens, was inhibited by Hg exposure25.
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Another study reported that Hg could significant induce
increased cellular steroid synthesis by binding to specific
receptor sites on ovarian cellular membranes26. A recent
study revealed that blood inorganic Hg levels were
associated with significant alterations in circulating
luteinizing hormone (LH) levels in the blood27. These
combined occurrences may tend to significantly
adversely affect circulating hormonal levels, and if
they occur during early childhood, may significantly
increase the risk of an individual developing premature
puberty.
The biological plausibility of the present study is
further supported by findings on the distribution of
Hg following thimerosal administration28-31. It was
observed that thimerosal administration to animals
significantly increased Hg levels in generation and
regulation sites of steroid synthesis, and a significant
fraction of the Hg in these tissues was present as
inorganic Hg. In addition, infant monkeys following
injection of doses of thimerosal comparable to
the dosing schedule (weight- and age-adjusted)
US children received during the 1990s resulted in
significant accumulation of Hg in the animal tissues31.
Moreover, much of the accumulated Hg in the animal
tissues was in the inorganic form, and the half-life
of the inorganic Hg was too long to estimate a value
from the available data (no significant measurable
decline was detectable by 120 days). Similarly, other
studies have described that inorganic Hg may persist
for many years in other human tissues following Hg
exposure32.
In conclusion, the results of the present study
show an association between increased Hg exposure
from thimerosal-containing vaccines and premature
puberty. The observed effects were consistent with
the known human endocrine disrupting effects of
Hg exposure. Despite the findings from the present
study indicating that the Hg additive, thimerosal, was
associated in some children with significant adverse
outcomes, children should still continue to receive
routine childhood vaccines. However, efforts should
be undertaken to remove thimerosal from all vaccines
as rapidly as possible, and further efforts should be
undertaken to evaluate adverse effects of thimerosal
and other mercurial compounds on human endocrine
function.
Acknowledgment
Authors acknowledge the Autism Petitioners’ Steering
Committee of the no-fault National Vaccine Injury Compensation
Program (NVICP), and the non-profit Institute of Chronic Illnesses,

Inc. and CoMeD, Inc. for financial support. All authors have been
involved in vaccine litigation. The views expressed in this study
do not necessarily reflect those of the US CDC or those of Kaiser
Permanente.

References
1.

Siddiqi SU, Van Dyke DC, Donohoue P, McBrien DM.
Premature sexual development in individuals with
neurodevelopmental disabilities. Dev Med Child Neurol 1999;
41 : 392-5.

2.

Parent AS, Teilmann G, Juul A, Skakkebaek NE, Toppari J,
Bourguignon JP. The timing of normal puberty and the age
limits of sexual precocity : variations around the world,
secular trends, and changes after migration. Endocr Rev 2003;
24 : 668-93.

3.

van den Hazel P, Zuurbier M, Babisch W, Bartonova A, Bistrup
ML, Bolte G, et al. Today’s epidemics in children : possible
relations to environmental pollution and suggested preventive
measures. Acta Paediatr Suppl 2006; 95 : 18-25.

4.

Geier MR, Geier DA. The potential importance of steroids
in the treatment of autistic spectrum disorders and other
disorders involving mercury toxicity. Med Hypotheses 2005;
64 : 946-54.

5.

Plotkin SA. Vaccines’ past, present and future. Nat Med 2005;
11(4 Suppl) : S5-11.

6.

Geier DA, Sykes LK, Geier MR. A review of Thimerosal
(Merthiolate) and its ethylmercury breakdown product: specific
historical considerations regarding safety and effectiveness. J
Toxicol Environ Health B Crit Rev 2007; 10 : 575-96.

7.

Tan M, Parkin JE. Route of decomposition of thiomersal
(Thimerosal). Int J Pharm 2000; 208 : 23-34.

8.

American Academy of Pediatrics and U.S. Public Health
Service. Thimerosal in vaccines: a joint statement of the
Centers for Disease Control and Prevention (CDC). MMWR
Morb Mortal Wkly Rep 1999; 48 : 563-5.

9.

Centers for Disease Control and Prevention. Notice to readers:
update on the supply of tetanus and diphtheria toxoids and of
diphtheria and tetanus toxoids and acellular pertussis vaccine.
MMWR Morb Mortal Wkly Rep 2001; 50 : 189-90.

10. Knezevic I, Griffiths E, Reigel F, Dobbelaer R. Thiomersal
in vaccines: a regulatory perspective. WHO Consultation,
Geneva, 15-16 April 2002. Vaccine 2004; 22 : 1836-41.
11. Chen RT, DeStefano F, Davis RL, Jackson LA, Thompson RS,
Mullooly JP, et al. The Vaccine Safety Datalink: immunization
research in health maintenance organizations in the USA. Bull
World Health Organ 2000; 78 : 186-94.
12. Chen RT, Glasser JW, Rhodes PH, Davis RL, Barlow WE,
Thompson RS, et al. Vaccine Safety Datalink project: a new
tool for improving vaccine safety monitoring in the United
States. The Vaccine Safety Datalink Team. Pediatrics 1997;
99 : 765-73.
13. Wassilak SG, Glasser JW, Chen RT, Hadler SC. Utility of
large-linked databases in vaccine safety, particularly in
distinguishing independent and synergistic effects. The
Vaccine Safety Datalink Investigators. Ann NY Acad Sci 1995;
754 : 377-82.
14. Young HA, Geier DA, Geier MR. Thimerosal exposure in
infants and neurodevelopmental disorders: an assessment of

GEIER et al: THIMEROSAL & PREMATURE PUBERTY

507

computerized medical records in the Vaccine Safety Datalink.
J Neurol Sci 2008; 271 : 110-8.

underpinnings and suggested therapies. Neuro Endocrinol Lett
2007; 28 : 565-73.

15. Ball LK, Ball R, Pratt RD. An assessment of thimerosal use in
childhood vaccines. Pediatrics 2001; 107 : 1147-54.

25. Hinfray N, Porcher JM, Brion F. Inhibition of rainbow trout
(Oncorhynchus mykiss) P450 aromatase activities in brain and
ovarian microsomes by various environmental substances.
Comp Biochem Physiol C Toxicol Pharmacol 2006; 144 :
252-62.

16. Fine PE, Chen RT. Confounding in studies of adverse reactions
to vaccines. Am J Epidemiol 1992; 136 : 121-35.
17. Cheek DB, Hetzel BS, Hine DC : Evidence of adrenal cortical
function in pink disease. Med J Aust 1951; 2 : 6-8.
18. Barregard L, Lindstedt G, Schutz A, Sallsten G. Endocrine
function in mercury exposed chloralkali workers. Occup
Environ Med 1994; 51 : 536-40.
19. Freeman HC, Sangalang GB. A study of the effects of methyl
mercury, cadmium, arsenic, selenium, and a PCB, (Aroclor
1254) on adrenal and testicular steroidogeneses in vitro, by the
gray seal Halichoerus grypus. Arch Environ Contam Toxicol
1977; 5 : 369-83.
20. Veltman JC, Maines MD. Alterations of heme, cytochrome
P-450, and steroid metabolism by mercury in rat adrenal. Arch
Biochem Biophys 1986; 248 : 467-478.
21. Ryan RA, Carrol J. Studies on a 3beta-hydroxysteroid
sulphotransferase from rat liver. Biochim Biophys Acta 1976;
429 : 391-401.
22. Xu F, Suiko M, Sakakibara Y, Pai TG, Liu MC. Regulatory
effects of divalent metal cations on human cytosolic
sulfotransferases. J Biochem 2002; 132 : 457-62.
23. Geier DA, Geier MR. A clinical and laboratory evaluation
of methionine cycle-transulfuration and androgen pathway
markers in children with autistic disorders. Horm Res 2006;
66 : 182-8.
24. Geier DA, Geier MR. A prospective assessment of androgen
levels in patients with autistic spectrum disorders: biochemical

26. Mondal S, Mukhopadhyay B, Bhattacharya S. Inorganic
mercury binding to fish oocyte plasma membrane induces
steroidogenesis and translatable messenger RNA synthesis.
Biometals 1997; 10 : 285-90.
27. Laks DR. Assessment of chronic mercury exposure within
the U.S. population, National Health Nutrition Examination
Survey, 1999-2006. Biometals (in press).
28. Blair AMJN, Clark B, Clarke AJ, Wood P. Tissue concentrations
of mercury after chronic dosing of squirrel monkeys with
thiomersal. Toxicology 1975; 3 : 171-6.
29. Gasset AR, Itoi M, Ishii Y, Ramer RM. Teratogenicities of
ophthalmic drugs. II. Teratogenicities and tissue accumulation
of thimerosal. Arch Ophthalmol 1975; 93 : 52-5.
30. Zareba G, Cernichiari E, Hojo R, Nitt SM, Weiss B, Mumtaz
MM, et al. Thimerosal distribution and metabolism in neonatal
mice: comparison with methyl mercury. J Appl Toxicol 2007;
27 : 511-8.
31. Burbacher TM, Shen DD, Liberato N, Grant KS, Cernichiari
E, Clarkson T. Comparison of blood and brain mercury levels
in infant monkeys exposed to methylmercury or vaccines
containing Thimerosal. Environ Health Perspect 2005; 113 :
1015-21.
32. Sugita M. The biological half-time of heavy metals. The
existence of a third, “slowest” component. Int Arch Occup
Environ Health 1978; 41 : 25-40.

Reprint requests: Dr David a. Geier, 14 Redgate Ct., Silver Spring, MD 20905, USA
e-mail: mgeier@comcast.net

