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At the completion of this presentation, the learners will be able to:

1. Identify the current US measles epidemiological hot spots including 

state-based vaccination rates

2. Review the clinical presentation and medical management of 

measles including the use of Vitamin A

3. Discuss measles post-exposure prophylaxis including the proper use 

of immune globulin

4. List the important infection control measures that must be in place to 

reduce the spread of measles in healthcare settings

5. Outline resources for combatting vaccine mis- and disinformation

O B J E C T I V E S
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M E A S L E S  E P I D E M I O L O G Y

5CDC website. Accessed 5.12.26 https://www.cdc.gov/measles/data-research/index.html



M E A S L E S  E P I D E M I O L O G Y

6

Johns Hopkins Measles Tracker. Accessed 5.12.26. Data from 5.8.26 
https://publichealth.jhu.edu/ivac/resources/us-measles-tracker



M E A S L E S  E P I D E M I O L O G Y

7

Johns Hopkins Measles Tracker. Accessed 5.12.26. Data from 5.8.26 
https://publichealth.jhu.edu/ivac/resources/us-measles-tracker



M E A S L E S  E P I D E M I O L O G Y

8CDC website accessed 5.12.26 https://www.cdc.gov/measles/dataresearch/index.html



M E A S L E S  E P I D E M I O L O G Y :  M M R
V A C C I N A T I O N  R A T E S  B Y  S T A T E

9CDC website accessed 5.12.26 https://www.cdc.gov/measles/dataresearch/index.html



M E A S L E S  E P I D E M I O L O G Y

10CDC website access 5.12.26https://www.cdc.gov/schoolvaxview/data/index.html



T R E N D S  I N  2 0 2 6

• Complications: 

• Diarrhea 16% 

• OM 5% 

• Pneumonia 4% 

• Encephalitis 0.2% 

• Immune amnesia 11%-73% loss of antibody in unvaccinated, especially in 
youngest and sickest 

• Deaths 0.1%

• SSPE-Subacute Sclerosing Pan Encephalitis 1 in 600 under age 1 year

• Older non-vaccinated kids 

• 92% unvaccinated

• Key takeaways.  Epidemic has shifted across the Americas. Outbreak trends 
are concerning--more and larger outbreaks, less imported cases. Less 
geographically contained. Less public trust. 

• Measles anywhere is a risk everywhere.  Need to increase vaccine coverage

11Measles Summit, May 7, 2026, Dr. Dan Filardo. 



W H A T  W O R K S  T O  R E D U C E  
O U T B R E A K S ?  I N C R E A S E  M M R  R A T E S

• Vaccinate on schedule

• Reduce exemptions

• Support school entry requirements

• Clinic practices like reminder/recall text messages

• Every visit is a vaccine visit

• Easy access-nurse only visit, walk in vaccine visit

• Enhance the role of the school nurse

• Listen first in vaccine communications

• Use “presumptive” communication

12
Stinchfield P, Almeida K. Improving Vaccination Rates in the Clinical Setting. Pediatric 
Annals. 2023;52(3):e89-e95. doi:10.3928/19382359-20230119-02



A  C H I L D  C O M E S  T O  T H E  E D …
• 2 years old

• 4 day history of fever

• Rash that started the day prior

• Cough and congestion

• No travel history

• No MMR

• Diagnosed with otitis media 5 days 

prior and started on amoxicillin

• Hospitalist believes this is likely a 

rash from the amoxicillin and 

suspicion for measles is low                                                             
• All photos used with written parental permission for educational purposes only, 

not for reuse by any other presenter.

Image removed at speaker’s request to 
protect child’s privacy.



M A N A G E M E N T  O F  E D  P A T I E N T S

• Updated ED screening tool to be 
more inclusive of patients 
without a history of travel

• Added state vaccine registry to 
EMR, required check at triage

• Implemented universal 
masking of all patients/family 

• Implemented patient assessment 
upon entrance to the ED by a 
pivot nurse to determine level of 
care needed

• Immediately roomed patients 
to AII room that met screening 
criteria



C H E C K  I N  S C R E E N I N G  P R O C E S S



M E A S L E S  C A S E S  – M N  2 0 1 7  
O U T B R E A K  
State:

• 75 total cases

- 66 in Hennepin County

- 68 confirmed unvaccinated

- (2) 1 MMR

- (3)  2 MMR

- (2)  Unknown

- 71 in children

- 61 Somali Minnesotan

Children’s:

• 53 cared for at Children’s

- Median age 3 yrs (range 10 mos-14 yrs)

• 21 children hospitalized 100% at Children’s

• One child re-hospitalized for pneumonia for 22 hospitalizations

- Average length of stay 4 days (range 2 d-17 d)

• Source: Children’s Minnesota marketing department



C O U L D  T H I S  B E  M E A S L E S ?

Amoxicillin 

Allergy Rash

Measles Rash 

Strep Rash





F E V E R ,  T H E  3  C ’ S  A N D  R A S H - -

All photos used with written parental permission for educational purposes only, not for reuse by any other presenter.

Image removed at speaker’s request to 
protect child’s privacy.



M E A S L E S  R A S H



M E A S L E S  C L I N I C A L  S Y M P T O M S

• Photo credit, Dr. Aaron DeVries, Patsy Stinchfield, PNP

Exposure
8 – 14 days 

(max 21) 

Incubation period



M E A S L E S  C L I N I C A L  S Y M P T O M S
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M E A S L E S  C L I N I C A L  S Y M P T O M S
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M E A S L E S  C L I N I C A L  S Y M P T O M S

Exposure
8 – 14 days 

(max 21) 

Incubation period

2 – 4 days

Prodrome: 

Fever 
Cough

Coryza
Conjunctivitis

Koplic 
Spots

Maculopapular 
rash

“Bucket of 
Measles”

4-7 days

Infectious Period

Head       limbs

4 days before, 4 days after 
rash onset

Resolution or
Complications



▪ Index case below who survived 15 days on a ventilator in PICU.  
Mom requests his picture shown.

M E A S L E S  C A S E S  
C H I L D R E N ’ S  M I N N E S O T A  

Image covered at speaker’s request to 
protect child’s privacy.
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V I T A M I N  A  M A N A G E M E N T –
S T R A T E G I E S

Pros Cons

Cost Time consuming!

Available from certified wholesaler Not FDA approved

Flavor? Flavor?

Pros Cons

Flavor Must purchase online – Hospital policies that disallow?

Timeliness How was it stored?

Not FDA approved

Larger volume

Capsules

Liquid

Measles Summit, May 7, 2026, Mike Raschka, PharmD



H O W  D O E S  H I C S  H E L P  I N  A  M E A S L E S  
O U T B R E A K ?

✓Adds organization to a chaotic situation

✓Clarifies leadership structure

✓Fosters clear communication, internally and externally

✓Ensures event documentation

✓Fully engages responders

✓Allows clinicians to be clinicians

✓Garners internal resources quickly

✓Sets as an organizational priority

✓Defines clear accountability

✓Declares “this is not business as usual people!”



M E A S L E S  T R I A G E  A N D  T E S T I N G  
D E C I S I O N  G R I D
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M E A S L E S  – C O N F I R M E D  C A S E S

• 41 tested and confirmed at Children’s



M E A S L E S  – R U L E D  O U T  C A S E S

• 234 tested and ruled out
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Confirmed and Ruled-Out Cases by Collection Date
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Confirm the 
diagnosis!



M E A S L E S

I N F E C T I O N
P R E V E N T I O N  

&  C O N T R O L

K E Y  P O I N T S

.

38

Response must be fast, uncompromising and multi-
factorial strategies

Public-private partnership is critical and should be 
pre-established

Ro of 12-18 is beyond normal infection prevention 
measures

Contact/droplet +Airborne transmission requires AII 
rooms, N95 masks

Stays aloft for 2 hours in usual air exchange rooms. 
May be 1 hour in hospital ER’s

Prevention measures are vaccination, no exceptions 
in staff, rapid identification and prompt isolation

Timely communication underlies all interventions. 
Right message by right messenger

Limavady A, Tu IT, Bedford H. Guarding the 
gatekeepers: a comprehensive approach to 
control nosocomial measles. Infection. 2024 
Aug;52(4):1195-1206. doi: 10.1007/s15010-
024-02186-0. Epub 2024 Feb 14. PMID: 
38353874; PMCID: PMC11289298



W H A T  S T O P S  A  
M E A S L E S  
O U T B R E A K ?

1. High community MMR vaccination rate

2. Immediate airborne isolation

3. Rapid identification and exclusion of 

susceptible contacts

4. Prompt post-exposure prophylaxis. (MMR 

within 72 hours, Ig within 6 days)

5. Frontline worker high vaccination rates

Naureckas Li C, Kaplan SL, Edwards KM, Marshall GS, Parker S, 

Mary Healy C. What's Old Is New Again: Measles. Pediatrics. 

2025 Jun 1;155(6):e2025071332. doi: 10.1542/peds.2025-

071332. PMID: 40211105.
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C H I L D R E N ’ S  M E A S L E S  – E X P O S U R E S

Children’s:

• 745 total exposures

- ED-M (638)

- Clinic-M (64)

- 7th-M Med/Surg (20)

- 7th-M Hem/Onc (23) most received IVIG

• 173 PEP eligible

- 138 PEP given (80%)

• 489 letters sent



M E A S L E S  – E X P O S U R E  P R E V E N T I O N  
M E A S U R E S
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2017 Measles Outbreak
Children's Minnesota

Exposures by Date of Exposure Confirmed Cases by Specimen Collection Date

Prior to 1st case 
confirmation

After 1st case confirmation

4/11
1st case 

confirmed 

4/20 ED-M 
and 4/21 

Clinic-M mask

upon entry 

and screening 
implemented

5/8
Revised ED 

screening

4/24 ED-M 
pre-arrival

checklist 

implemented



M A J O R  P U B L I C  H E A L T H  I N T E R V E N T I O N
C O N T A C T S :  E X P O S U R E S  A N D  E X C L U S I O N S   
C R E D I T :  K A T H Y  C O M O - S A B E T T I  M D H

>8490 
exposed contacts 

identified 

~700 (8%) 
Susceptible 

>600 excluded 
from public 

settings 

155 
received 

PEP 

▪ Total health care and child care 
exposures: 8,490

▪ Schools involved : 6

▪ Child care centers involved : 12

▪ Total exclusions associated with 
this outbreak: 649

▪ Excluded from health care: 63

▪ Excluded from school/child care: 
507

▪ Excluded due to being a case: 79

▪ No legal orders were necessary  



I D E N T I F Y I N G  E X P O S U R E S

• Exposure definition

• Visit(s) during contagious period (4 days prior/4 days post rash onset)

• Not in Airborne Infection Isolation (AII)

• Exposure timeframe = time not in AII (plus 2 hours)*

• Where was the patient?

• What department(s) and room(s) was the patient in?

• What time were they in the waiting room, room a, room b, room c, etc.?

• Who else was in the same area(s) at the same time?

• What is their age and MMR status? 

• How quickly can you figure this out?

• Were young siblings in tow, pregnant Mom?

• Any immunocompromised considerations?



M E A S L E S  E X P O S U R E S — V A C C I N E  S T A T U S

26%

3%

29%

42%

2017 Measles Outbreak
Children's Minnesota 

Exposures by MMR status

0 MMR Immunocompromised (any dose) 1 MMR 2 MMR
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P O S T -
E X P O S U R E  
P R O P H Y L A X I S  
( P E P )  
W I N D O W



P E P  P L A N — S E T T I N G  U P  T H E  C A L L  
B A N K ,  S C R I P T S ,  I N T E R P R E T E R S ,  
L O T S  O F  H E L P E R S



A M B U L A T O R Y  P A T I E N T  
M A N A G E M E N T- M U LT I P U R P O S E  



U N I V E R S A L  M A S K I N G  R E Q U I R E M E N T   



General Guidance Measles Specific

• Measles specific: Process for handling 

parent/legal guardian of pediatric patient or 

significant other of a laboring mom when the 

patient has measles.

• Should parents/legal guardians/significant 

others be permitted to visit if they are 

exposed or positive for measles? 

• If yes, what safeguards should be in place? 

• If no, how do we see to the needs of the family 

unit? 

• Limits on other visitors who are not 

parents/legal guardians/significant others

• Many challenges with checking the immunity 

status of visitors. Not worth the effort? 

V I S I T O R  G U I D A N C E

Measles Summit, May 7, 2026 Wendy Berg, RN Manager Infection Prevention, Children’s MN



E M P L O Y E E  S A F E T Y
• Materials management stock up on N95 

masks

• Reallocated the PAPR mask carts

• Provided JIT staff education on use of 
new PAPR mask

• Provided education/information to 
charge nurses daily

• Increased rounding on the units

• Worked with EHS on staff MMR 
verification

• Use contact/droplet Airborne 
Precautions signs

• All staff vaccinated, condition of 
employment

• Enguidanos R, Mascola L, Frederick P. A survey of 

hospital infection control policies and employee 
measles cases during Los Angeles County's measles 
epidemic, 1987 to 1989. Am J Infect Control. 1992 
Dec;20(6):301-4. doi: 10.1016/s0196-
6553(05)80233-0. PMID: 1492693.



HICS facilitates quick action

• Created temporary Airborne Infection 

Isolation (AII) rooms ED and inpatient

• Implemented process to monitor 

functionality of temporary AII rooms

• Worked collaboratively with materials 

management to increase the PAR levels 

of PPE (N95, surgical mask, PAPR 

hoods-powered air purifying respirator

• Purchased additional portable HEPA 

filter units for clinic (high efficiency 

particulate air)

Temp AII rooms

F A C I L I T Y  M A N A G E M E N T



D E C R E A S E  E X P O S U R E :  
F A C I L I T Y  M A N A G E M E N T  
U L T R A V I O L E T L I G H T



W H E N  A  M E A S L E S  C A S E  H A S  B E E N  
P R E S E N T  I N  A  H E A L T H C A R E  F A C I L I T Y  
W H O  I S  C O N S I D E R E D  E X P O S E D ?

Statement of the problem: 

• In the US, there are different recommendations, practices and language about who to 
consider exposed when a person with measles has been present in a healthcare 
facility; the exposure definition needs clarifying for public health professionals and 
clinicians. 

• CDC considers people exposed to measles if they are not wearing recommended 
respiratory protection (e.g., N95 or higher) AND have been:

o In a shared air space* with an infectious measles patient at the same time, OR
o In a shared air space* vacated by an infectious measles patient within the prior 2 

hours (may be less than 2 hours based on air changes per hour [ACH] in the 
airspace)

• Most state health departments consider people exposed if they shared airspace with 
a measles case or were in that airspace up to 2 hours after the case left the area.  

• California has used a 1-hour window in all settings since 2013 with no secondary 
cases, MN has used a 1-hour window in healthcare settings since 2023, and UT has 
been using a 1-hour window in healthcare settings since earlier this year. 

*Shared airspace = sharing a common air handling system 

Dr. Kathleen Harriman, Measles Summit, 5/2026 with permission



F R E Q U E N T L Y  C I T E D  R E A L  W O R L D  D A T A :  
T W O  1 9 8 5  R E P O R T S  O F  M E A S L E S  
T R A N S M I S S I O N  

Remington: Three children, who had 
arrived at the office 60-75

minutes after a child with measles had 
departed, developed measles.

Bloch: Three children who contracted measles 
were never in the same room with the source 

patient; one of the three arrived at the office at
least one hour after the source patient had left.
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CDC 2024, https://www.cdc.gov/infection-control/hcp/environmental-control/appendix-b-air.html    

https://www.cdc.gov/infection-control/hcp/environmental-control/appendix-b-air.htmlCDC%202024


A D D I T I O N A L  C D C  M E A S L E S  
E X P O S U R E  G U I D A N C E

• Measles has been reported to 
remain infectious in air for up to 2 
hours. 

• For spaces with a defined rate of air 
changes/hour, see the following for 
additional considerations about 
estimating the time for 99.9% 
removal efficiency of airborne 
contaminants: Table B.1 "Air 
changes/hour and time required for 
airborne-contaminant removal by 
efficiency" from the 2003 Guidelines 
for Environmental Infection Control 
in Health-Care Facilities.

https://www.cdc.gov/infection-control/hcp/environmental-control/appendix-b-air.html


P R O S  A N D  C O N S  O F  U S I N G  A  
S H O R T E R  W I N D O W

Pros

• Fewer people on contact lists to investigate                                                                                 
(an ED exposure can result in hundreds of exposures),                                                              
fewer resources used for contact investigations

• Greater opportunity to focus on high-risk contacts

• Lower risk of classifying people as exposed when they weren’t                                                 
actually exposed, i.e., less risk of unnecessary use of IG PEP, IgG 
testing and quarantine, and less stress, expense, and risk of  
negative impact on future healthcare seeking behavior

• Less disruption and potential loss of trust at healthcare facilities

Cons

• Low, but possible risk of missing high-risk and other exposed 
people



M E A S L E S  S U M M I T  K E Y  P O I N T S
C O M M U N I C A T I O N

Meet people where 
they are

The vast majority of 
parents vaccinate their 

kids, amplify their 
voices

Low vaccine rates are 
not all about 

hesitancy-look at 
access, schedule, 

catch up

When low rates ARE 
about lack of trust in 
vaccines, no bus or 
education will help

Use social media for 
us, not against us

Trust is our biggest 
challenge and 
opportunity for 

success. Build it!

Trusted message from 
trusted messengers

Listen empathetically, 
consistently, ask if you 

can share what you 
know

“Help me understand 
how you came to this 

decision” 

Build trusting 
relationships over 

time

People might not 
remember what you 

said, but they will 
remember how you 

made them feel

School nurses are in a 
unique position to be 

that trusted 
messenger

60

• Measles Summit, May 7, 2026 Communications Workgroup



A R E  Y O U  R E A D Y ?   A  C H E C K L I S T.

❑ Strong relationship with local and state public health; can quickly call 
your colleague

❑ Question at triage for Fever + International travel in past 30 days

❑ ED and clinics recognize measles symptoms and have protocol to quickly 
isolate in Airborne Infection Isolation (AII)

❑ Definition and resources available to assist providers with who should be 
tested

❑ Easy access to a lab with capability to quickly do measles PCR test

❑ Hard-wired measles PCR lab order set in the EMR

❑ Hospital is proficient in using the HICS system and willing to use it for 
ID outbreak situations

❑ Organization is clear that 1 case of measles should be considered an 
emergency and supportive of providing resources to respond



A R E  Y O U  R E A D Y ?   A  C H E C K L I S T.

❑ Marketing and communications department can dedicate staff to assist with 
quickly making signage, FAQ’s, external media responses, etc

❑ Internal communications systems in place so staff know where to go for 
infection prevention updates that are quickly accessible and user-friendly 
(your own webpage)

❑ AII rooms are available. Facilities has ability to create additional temporary 
AII rooms if needed.

❑ IT systems/reports in place that can quickly identify individual patients in 
specific locations

❑ Able to determine MMR status

❑ Resources identified who can assist with calling exposed patients and 
mailing letters

❑ Access to interpreters for phone calls and translating letters

❑ Facility carries a supply of IMIG. If not, know how and where to get it 
quickly.

❑ Standing order for IMIG post measles exposure in the EMR

❑ HCW’s vaccinated with 2 doses of MMR



L E S S O N S  L E A R N E D  

1. Screening questions may not always capture our intent. 

2. Measles is not always a textbook presentation but is always a public health 

emergency. 

3. Presentation while infectious but without rash is where most exposures 

occur, especially prior to first diagnosis

4. Everyday is a new day where an index case can present; ongoing vigilance is 

in order

5. MMR vaccine for HCP’s may not be protective with repeated exposure thus 

N95 mask wearing is in fact important 

6. Reviewing immunization status in triage, inpatient is critical medical 

information

7. HICS is imperative in “non-code orange” situations

8. Outbreaks are expensive.  Outbreaks change minds



R E L I A B L E  
R E S O U R C E S

• Immunize.org

• Children’s Hospital of Philadelphia Vaccine 

Education Center

• National Foundation for Infectious Disease

• American Academy of Pediatrics

• Voices for Vaccines

• Vaccinate Your Family 

• Vaccine Integrity Project  U of MN Center for 

Infectious Disease Research & Practice

• Johns Hopkins Measles Tracker



Q U E S T I O N S
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C H I L D R E N ’ S  A C K N O W L E D G E M E N T S

• Infection Prevention and Control Team:

• Anu Kalaskar, MD, Medical Liaison

• Adriene Thornton, RN, MA, CIC Infection Preventionist

• Caramae Steinwand, BS Infection Prevention Specialist 

• Jennifer Boe, RN, PHN, CIC Infection Preventionist

• Joseph Kurland, MPH Infection Preventionist

• Julie LeBlanc, MPH, CIC Epidemiologist

• Martina Korinek, MPH, CIC Epidemiologist

• Patsy Stinchfield, CPNP, MS, CIC  Senior Director

• Wendy Berg, RN, CIC Infection Preventionist

• All MDH Colleagues, especially:

• Kathy Como-Sabetti, MPH

• Jayne Griffith, MPH

• Aaron Devries, MD

• Entire HICS Team

• Emergency Preparedness Manager-Ken Combs

• Public Information Officers-Madeline Riggs, Kate Gillen

• Safety Officer-Bob Brokow



Q U E S T I O N  1
Which of the following days is someone with measles most infectious?

A. Immediately after exposure

B. After the rash crusts over

C. 4 days before and 4 days after the rash onset

D. 10 days after the rash emerges

68



Q U E S T I O N  1
Which of the following days is someone with measles most infectious?

A. Immediately after exposure

B. After the rash crusts over

C. 4 days before and 4 days after the rash onset

D. 10 days after the rash emerges

E. (answer is C)

69



Q U E S T I O N  2
Vitamin A is use with measles in US children is for:

A. Prevention of measles

B. Treatment of measles virus

C. Promotion of the immune response after diagnosis

D. Management of measles to reduce morbidity & mortality

E. C and D

70



Q U E S T I O N  2
Vitamin A is use with measles in US children is for:

A. Prevention of measles

B. Treatment of measles virus

C. Promotion of the immune response after diagnosis

D. Management of measles to reduce morbidity & mortality

E. C and D

The right answer is E.
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Q U E S T I O N  3
What stops a measles outbreak?  How do we get out of this?

A. High community MMR vaccination rate

B. Immediate airborne isolation

C. Rapid identification and exclusion of susceptible contacts

D. Prompt post-exposure prophylaxis. (MMR within 72 hours, Ig within 6 days)

E. Frontline worker high vaccination rates

F. All of the above
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Q U E S T I O N  3
What stops a measles outbreak?  How do we get out of this?

A. High community MMR vaccination rate

B. Immediate airborne isolation

C. Rapid identification and exclusion of susceptible contacts

D. Prompt post-exposure prophylaxis. (MMR within 72 hours, Ig within 6 days)

E. Frontline worker high vaccination rates

F. All of the above

The correct answer is F
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