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Abbreviations and Acronyms 
 

AFR  WHO African Region  

AMR  WHO Region of the Americas 

ARC American Red Cross 

Catch-up One-time vaccination campaign generally targeting children 9 months 
to 15 years of age 

CDC US Centers for Disease Control and Prevention 

EMR  WHO Eastern Mediterranean Region 

EPI  Expanded Programme on Immunization 

EUR  WHO European Region 

Follow-up Periodic vaccination campaign generally targeting children 9 months to 
5 years of age 

GAVI Global Alliance for Vaccines and Immunisation 

GIVS  Global Immunization Vision and Strategy 

IFRC  International Federation of Red Cross and Red Crescent Societies 

IgM  Immunoglobulin M 

IVB  Department of Immunization, Vaccines and Biologicals, WHO 

LDS The Church of Jesus Christ of Latter-Day Saints 

MCV  Measles-containing vaccine 

MCV1 First dose of measles-containing vaccine 

MCV2 Second dose of measles-containing vaccine 

MDG  Millennium Development Goal 

MR Measles-rubella vaccine 

OPV  Oral polio vaccine 

RCV Rubella-containing vaccine 

SEAR  WHO South-East Asia Region 

SIA  Supplemental immunization activity 

UNICEF  United Nations Children’s Fund 

UNF United Nations Foundation 

VPD  Vaccine-preventable disease 

WHO  World Health Organization 

WPR  WHO Western Pacific Region 
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Executive Summary 
Since 2001, the Measles Initiative has supported the strategies of improved coverage with 
the first dose of measles-containing vaccine (MCV1), providing a second dose through 
routine or supplemental immunization activities (SIAs), and improved surveillance. As a 
result mortality has dropped by three fourths since 2000, contributing significantly towards 
reaching Millennium Development Goal 4. 
 
From 2000 to 2010 global coverage with MCV1 increased from 72% to 85% and by 2010, 
three of six World Health Organization (WHO) regions had >90% estimated MCV1 coverage, 
and over 1 billion children were vaccinated during SIAs. Despite these results, reported 
measles cases rose globally by 22% compared to 2009 to 339,845 in 2010, with increases in 
the African and European regions offsetting decreases in the South-East Asia and Western 
Pacific regions. During 2011, the Measles Initiative supported vaccination through SIAs of 
over 146 million children in 28 priority countries were vaccinated through SIAs.  
 
Major events in the WHO Regions included in South-East Asia the completion of follow-up 
SIAs1 in Indonesia and the completion of the first phase of catch-up SIAs in India. The 
Western Pacific Region intensified efforts to decrease measles incidence and reach the 
regional elimination goal of 2012. In Europe large outbreaks continued in several Member 
States. These outbreaks in part results from several years of decreasing demand for measles 
vaccination, due to a lack of awareness of the seriousness of the disease; scepticism about 
the benefits of vaccination; fear of adverse effects from being vaccinated; and limited 
health-care access for some underserved populations. 
 
In 2011 the African Region declared a goal of regional measles elimination by the year 2020, 
becoming the fifth WHO region (of six) with an elimination target.  Several large outbreaks 
occurred in the region. Some were related to poor vaccination coverage and delayed SIAs, 
such as in the Democratic Republic of the Congo. In Southern African countries these 
outbreaks were linked to the accumulation of susceptibles after several years of very low 
incidence and, in some religious groups, objections to vaccination. In the Eastern 
Mediterranean region, challenges include reaching children in conflict-affected countries, 
reaching under-served populations and communities in countries with higher reported 
vaccination coverage, and maintaining measles incidence <1 per million population in those 
countries that have achieved it. Though the Region of the Americas did not hold MI-
supported SIAs this year, the process of verifying measles and rubella elimination in the 
region has begun and should be completed in 2012. 
 
Volunteers from the civil-society organizations in the MI played valuable roles to strengthen 
the quantity and quality of communications and advocacy during SIAs. In 2011 additional 

                                                 
1
 SIAs generally are carried out using two approaches. An initial, nationwide catch-up SIA targets all children 

aged 9 months to 14 years; it has the goal of eliminating susceptibility to measles in the general population. 
Periodic follow-up SIAs then target all children born since the last SIA. Follow-up SIAs are generally conducted 
nationwide every 2–4 years and target children aged 9–59 months; their goal is to eliminate any measles 
susceptibility that has developed in recent birth cohorts and to protect children who did not respond to the 
first measles vaccination. 
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countries also adopted the “best practices” approach developed in 2010, strengthening 
communications activities and using SIA planning and implementation to improve routine 
immunization. Fieldwork also began in 2011 on a project to develop guidance and indicators 
on implementing SIAs in ways that deliberately strengthen routine immunization and 
surveillance. 
 
The Measles Rubella Laboratory Network continued to review the performance of national 
laboratories, with all but one reaching the minimum required score for measles and all 
reaching a passing score for rubella. Over 2670 viral isolates were sequenced by members of 
the network, helping to trace the transmission of measles viruses worldwide and document 
the elimination of endemic genotypes from regions. 
 
Major events in 2011 included the development of a new WHO policy on rubella vaccination, 
which recommends combining measles and rubella control strategies, and the 
announcement by the GAVI Alliance of a new funding opportunity for rubella vaccine 
introduction. Up to 51 of the poorest countries will be able to apply to GAVI for support to 
conduct an SIA with measles-rubella (MR) vaccine targeting children from 9 months to 14 
years of age. Countries will in turn need to replace measles with MR vaccine in their national 
programme. 
 
Another major development was the drafting of the Measles Initiative’s 2012-2020 Global 
Measles and Rubella Strategic Plan. This Plan builds on the new rubella policy and presents 
clear strategies to achieve the 2015 and 2020 measles and rubella elimination goals, 
focusing on high vaccination coverage, effective surveillance, outbreak preparedness and 
response, communication supporting immunization, and research. 
 
Future progress towards 2015 targets will require: 1) overcoming declining political and 
financial commitments to measles control; 2) reaching uniform high coverage with 2 doses 
of MCV through routine services or SIAs; and 3) monitoring sub-national coverage data to 
guide the development of interventions to increase coverage. In the future the Measles 
Initiative partners will focus on supporting countries to conduct high-quality MR catch-up 
SIAs. These SIAs should help to protect millions of children against both measles and rubella 
and prevent thousands of cases of congenital rubella syndrome. The introduction of MR 
vaccine will require strong coordination between beneficiary countries, implementing 
partners, and the vaccine industry to ensure timely availability and use of MR vaccine. 
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1. Introduction 
 

Since 2001, the Measles Initiative (MI) has supported the vaccination of over a billion children 
against measles in low and middle income countries. Measles mortality has dropped by three 
fourths since 2000 due in large part to the implementation of these immunization campaigns, as well 
as improvements to surveillance and routine immunization. Because measles was a leading cause of 
child mortality prior to widespread vaccination, this reduction in measles mortality achievement has 
contributed 23%  to progress towards Millennium Development Goal 4 (MDG4) to reduce deaths 
among children under-five by two thirds between 1990 and 2015. 
 
As a partnership among American Red Cross, UNICEF, the United Nations Foundation, the U.S. 
Centers for Disease Control and Prevention, and the World Health Organization (WHO), the Measles 
Initiative provides technical and financial support to governments and communities for measles 
activities. Recognizing the advantages of using combined measles-rubella (MR) vaccine to prevent 
congenital rubella syndrome (CRS), the Initiative also advocates for the inclusion of rubella in 
immunization and surveillance activities. 
 
This Annual Report describes the activities that were implemented during 2011 with the support of 
the Measles Initiative in the context of overall progress towards measles mortality reduction and 
laying the foundation for eventual eradication. 

2. Progress in Global Measles Control 
Measles control rests on the strategies of reaching and maintaining high coverage with two doses of 
measles-containing vaccine (MCV), monitoring progress with case-based surveillance with laboratory 
confirmation of suspected cases, and appropriately managing measles disease and its complications. 
Milestones towards eventual global measles eradication, to be met by 2015, include: 1) raise routine 
coverage with the first dose of MCV (MCV1) for children aged 1 year to ≥90% nationally and ≥80% in 
every district or equivalent administrative unit; 2) reduce and maintain annual measles incidence to 
<5 cases per million; 3) reduce measles mortality by ≥95% from the 2000 estimate. 
 
From 2000 to 2010, the last year that results are available, global coverage with the first dose of 
MCV (MCV1) coverage increased from 72% to 85% and by 2010, three of six WHO regions had >90% 
estimated MCV1 coverage (Figure 1). MCV1 coverage ≥80% was achieved in 20,651 (61%) of 33,966 
districts worldwide; 58 (30%) countries, representing 9% of the global population, reached the target 
in every district (Figure 2). Of the estimated 19.1 million children who did not receive MCV1 in 2010 
during routine immunization services, 10.4 million (55%) were in just five countries:  India (6.7 
million), Nigeria (1.7 million), Democratic Republic of the Congo (DRC) (0.8 million), Uganda (0.6 
million), and Pakistan (0.6 million). 
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Figure 1. Immunization coverage with measles-containing vaccines in infants, 
globally and by WHO region, 2000-2010. 

 
 
Figure 2. Percentage of districts with ≥80% MCV1 coverage, 2010. 

 
By 2010, all countries provided a second opportunity for measles immunization. The second dose of 
MCV (MCV2) was offered through routine services in 139 countries, including seven of the 47 
priority countries supported by the Measles Initiative. In 2010, 67 of 102 (66%) countries providing 
administrative MCV2 coverage data reported ≥90% coverage. Between 2000 and 2010, over 1 billion 
children were vaccinated against measles through SIAs supported by the Measles Initiative (Figure 3). 
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Figure 3. Number of doses of measles vaccine administered, by delivery strategy, 
2000-2010. 

 
 
From 2000 to 2010, annually reported measles cases decreased 60% worldwide, from 853,480 to 
339,845, and measles incidence decreased 66% from 146 cases per million to 50 cases per million, 
with all WHO regions reporting decreases in cases and incidence (Table 1 and Figure 4). The greatest 
decrease in reported measles cases was from 853,480 in 2000 to 277,968 in 2008. From 2008 to 
2009 the number of reported measles cases remained stable, with increases in the African Region 
(AFR) and the Eastern Mediterranean Region (EMR) balanced by a decrease in the Western Pacific 
Region (WPR). In 2010, reported cases continued to increase in AFR and significantly increased in the 
European Region (EUR), offsetting decreases in reported cases from the WPR, EMR and South-East 
Asia Region (SEAR). Globally, the percentage of countries with reported measles incidence <5 cases 
per million increased from 64 (38%) of 169 reporting countries in 2000 to 122 (67%) of 183 reporting 
countries in 2008, then decreased to 115 (60%) of 190 reporting countries in 2010. 
 

TABLE 1. Estimates of coverage with the first dose of measles-containing vaccine 
administered through routine immunization services among children aged 1 year, 
reported measles cases and incidence by World health Organization region, 2000 
and 2010 

 
 
The measles virus genotypes detected from outbreaks in 2010 varied by region. The Region of the 
Americas reported outbreaks caused by B3, D4, D9, G3 and H1 genotypes, depending on the country 
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African 56 520,102 838 8 76 199,174 62 238 72 30

Americas 92 1,755 2 89 93 249 86 0.3 86 100

Eastern Mediterranean 72 38,592 88 17 85 10,072 74 17 81 40

European 91 37,421 50 45 95 30,625 18 34 32 69

South-East Asia 61 78,558 51 0 79 50,265 36 28 44 30

Western Pacific 85 177,052 106 30 97 49,460 72 28 74 70

Total 72 853,480 146 38 85 339,845 60 50 66 60

47 Priority Countries 58 622,061 268 0 78 109,361 82 39 85 21

d Any country not reporting data on measles cases for that year were removed from both the numerator and denominator

2000 2010

c Population data: United Nations, Department of Economic and Social Affairs, Population Division (2011). World Population Prospects: The 2010 Revision, CD-ROM Edition

b Reported case data: Measles reported cases. Geneva, World Health Oranization, 2011 (data as of 20-September-2011) 

(http://apps.who.int/immunization_monitoring/en/globalsummary/timeseries/tsincidencemea.htm, accessed 10 January 2012)

Americas data from Measles/rubella/congenital rubella syndrome surveillance data final classification, 2010. Immunization Newsletter 2011; 33(3):7 

(http://new.paho.org/hq/index.php?option=com_docman&task=doc_download&gid=16202&Itemid=358, accessed 25 January 2012)

a Coverage data:WHO/UNICEF estimates of national immunization coverage. Geneva, World Health Organization, 2012 (January, 2012 edition). (Available at 

http://www.who.int/immunization_monitoring/routine/immunization_coverage/en/index4.html, accessed 10 January 2012)
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of origin of the index case. The Western Pacific region detected D9, G3 and H1 from outbreaks likely 
caused by indigenous virus, and B3, D4, D11 and D8 from outbreaks related to importations from 
outside the region. D4 was the predominant genotype detected in outbreaks in the European region, 
but D5, D8, D9, B3 and H1 genotypes were also detected; in the African region, B3 was the most 
commonly detected genotype throughout the region and with D4 genotype detected in South Africa 
and linked to an importation from Europe during the 2010 World Cup. Conversely, after the World 
Cup B3 was found in the Region of the Americas, EUR, WPR as people returned home. The South-
East Asia region reported primarily from outbreaks genotypes D4, D8 and D9 and the Eastern 
Mediterranean region reported B3, D4, D8 and H1 genotypes. 

Figure 4. Reported measles cases by WHO Region and percentage of countries 
with estimated incidence <5 per million, 2000-2010. 

 

 

2.1 Measles Initiative supported SIAs in 2011. 

Measles campaigns supported by the Measles Initiative were conducted in 28 countries in 2011, 
reaching over 146 million children and adolescents across the world. Reported coverage was >90% 
for 17 (61%) of all SIAs (Table 2). In 21 (75%) of 28 countries reporting data by March 2012, children 
were also offered vaccinations against polio (77,284,479 doses) or rubella (23,203,523 doses) or 
other interventions such as vitamin A (24,414,614 doses), deworming medication (21,103,048 
treatments), or long-lasting insecticide-treated nets (LLINs, 8725 given out) when they received 
measles vaccine.  
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Table 2: 2011 measles SIAs and integrated interventions supported by the 
Measles Initiative 
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Angola 93 9-59 M National 4'635'248 85% √ √ √

Benin 69 9-59 M National 1'411'065 104%

Burkina Faso 94 9-59 M National 2'865'517 113%

Central African 

Republic
62 6-47 M National 516'563 84% √ √ √

Côte d'Ivoire 70 9-59 M National 5'820'653 95% √

Democratic 

Republic of the 

Congo

68 6-59 M
Sub-

National
16'042'333 96% √

Ethiopia 81 9-47 M
Sub-

National
781'542 100%

Gambia 97 9-59 M National 294'579 95% √

Liberia 64 9-59 M National 574'458 103% √ √

Mali 63 9-47 M National 4'616'957 94%

Mauritania 67 9-59 M National 510'155 96%

Mozambique 70 6-59 M National 3'974'977 104% √ √

Nigeria 71 9-59 M National 28'483'907 91% √ √ √ √ b

Tanzania 92 9-59 M National 6'686'683 97% √

Afghanistan 62 varies
Sub-

National
1'430'510 95% √ c

Pakistan 86 6-59 M
Sub-

National
9'131'783 90% √ d

Somalia 46 9-59 M CHD 1'497'145 88% √ √ √ e

South Sudan varies
Sub-

National
1'513'864 97% √

Sudan 90 9-59 M
Sub-

National
3'910'620 99% √

Yemen 73 6-59 M
Sub-

National
113'612 63% √ √

Uzbekistan 98 12-59 M National 7'548'727 100% √

India 74 9 M-10 Y
Sub-

National
12'076'836 87%

Indonesia 89 9-59 M
Sub-

National
11'365'665 95% √

Cambodia 93 9-59 M & 5-9 Y National 1'822'345 101% √ √ √

Laos 64 9 M-19 Y National 2'605'960 97% √ √ √ √

Federated 

States of 

Micronesia

80 12-83 M
Sub-

national
4'889 96% √ √ √

Papua New 

Guinea
55 6-35 M National 464'973 83% √ f

Philippines 88 9 M-8 Y National 15'649'907 84% √ √ √ √

a d

b e

c f DTPnutritional supplements

BCG, Penta, TT

DTP, TT, ORS, Aquatab

Values >100% indicate that more children were reached than the estimated target population.

WHO African Region

DTP, HBV, YF, Soap

Regional sub-total 17'597'534

WHO European Region

WHO Eastern Mediterranean Region

Regional sub-total 7'548'727

WHO South-East Asia Region

Regional sub-total 23'442'501

Regional sub-total 77'214'637

GLOBAL TOTAL 146'351'473

Source: Country SIA technical reports and WHO regional offices as of 6 March 2012

WHO Western Pacific Region

Regional sub-total 20'548'074
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2.2 Progress and challenges in the WHO South-East Asia Region 
 In August the SEAR WHO Office organized a High-Level Ministerial (HLM) meeting on increasing 

and sustaining immunization coverage in the region. The HLM meeting ended with a call for 
action that reaffirmed countries’ commitment to intensify efforts to increase and sustain routine 
immunization coverage in the region. The year 2012 was declared as the “Year of Intensification 
of Routine Immunization” in SEAR. 

 Seven of 11 SEA countries (Bangladesh, Bhutan, DPR Korea, Maldives, Myanmar, Sri Lanka and 
Thailand) have achieved >90% coverage for MCV1 at national level. Four countries (Bhutan, DPR 
Korea, Maldives and Sri Lanka) have more than 80% coverage in all districts. All these countries 
are implementing measles elimination strategies. 

 Indonesia conducted the final phase of its first measles follow-up SIA in 16 of 33 provinces, 
where 70% of the population lives, and achieved 97% coverage. 

 Analysis of the epidemiological data on measles and rubella convinced Bangladesh and Nepal to 
decide to introduce rubella vaccination from 2012 onwards.   

Accelerating measles control in India 
Since the start of measles catch-up campaigns in India in late-2010, nearly 50 million children 9 
months – 10 years of age have been vaccinated in 14 states with high measles burden. Catch-up SIAs 
are being rolled out in a phased manner to establish best practices in the Indian context, allow 
health workers to gain valuable experience, and document important lessons to be applied during 
larger subsequent phases.  
 
Phase 1, conducted between September 2010 and July 2011, included 45 districts in 13 states. The 
SIAs resulted in the vaccination of 86% (12,076,836) of the 13.9 million target age children, reaching 
over 90% of the estimated target population in 18 (40%) of 45 districts. The second phase began in 
September 2011 and will continue through April 2012. It targets 42.9 million children in 157 districts 
in 14 states. The third and final phase of SIAs will begin in the third quarter of 2012 and is expected 
to be completed by the beginning of 2013. Districts completing the catch-up SIAs have started 
introducing MCV2 in their routine immunization schedule, six months after they completed the SIA. 
For the remaining 21 states, MCV2 was introduced in the routine immunization schedule of four 
states before 2010 and expanded to all remaining 17 states by 2011.  MCV2 in routine immunization 
is provided to children 16-24 months of age, the same time that DTP booster is given.      
 
Laboratory-supported measles outbreak surveillance began in 2006 and in 2011 was operational in 
11 states (Andhra Pradesh, Assam, Bihar, Gujarat, Jharkhand, Karnataka, Kerala, Madhya Pradesh, 
Rajasthan, Tamil Nadu, and West Bengal). During 2011, a total of 232 suspected outbreaks were 
investigated, and 180 (78%) involving 8,315 cases were laboratory-confirmed as measles. The age 
distribution and vaccination status of measles patients reported by measles outbreak surveillance 
demonstrated gaps in immunity among children less than 10 years of age and guided the national 
policy decision on the age groups to target during the measles catch-up campaigns. Expanding 
surveillance to obtain information on measles epidemiology in all Indian states will allow quick 
identification and response to outbreaks and will provide key data to shape measles control 
strategies. 
 
The Government of India has made great progress in measles control, fully funding vaccine purchase 
and operations then safely conducting SIAs. Nevertheless, attaining homogeneous coverage >90% 
will require additional refinements in 2012. In 2011, Measles Initiative funds have enabled partners 
to provide technical support to Union and State Governments in critical areas of related to both 
surveillance and catch-up SIAs. 



11 WHO UNICEF 2011 Annual Report on Measles and Rubella 

 

Challenges in the Region 
Approximately 7.6 million children in SEAR are still not reached with MCV1 during routine 
immunization services. Challenges to increasing coverage in the Region are: 

 Increasing immunization coverage in densely-populated cities and geographically hard-to-reach 
areas. 

 Strengthening health systems in the member states. 

 Changing disease epidemiology with older age groups more affected 

 Maintaining quality of case-based measles surveillance despite resource constraints.  

 Coordinating between levels of government and between ministries. 

 Improve timeliness and availability of quality vaccination services 

 Raising demand for vaccination. 

 Ensuring adequate supplies of vaccine are forecasted and made available. 

2.3 Achieving measles elimination and accelerating rubella control in WHO 

Western Pacific Region 
The Western Pacific Region (WPR) has also made substantial progress towards its 2012 measles 
elimination goal.  In 2011, only 46 deaths and 21,276 measles cases were reported to the WHO 
regional office, corresponding to measles incidence of 11.8 per million population and a 56% 
reduction compared to the 49,460 reported cases in 2010. Member States have made great efforts 
to interrupt measles virus transmission and close immunity gaps in the most vulnerable populations 
through SIAs and strengthened routine immunization services. Integrated, multi-intervention SIAs 
conducted during 2011 in Cambodia, the Lao People's Democratic Republic (Lao PDR), Federated 
States of Micronesia, the Philippines and Papua New Guinea reached 20.5 million people with MCV 
and other essential child health interventions (e.g. OPV, Vitamin A and deworming medicines). In the 
Philippines the target group for the SIA was increased to cover age groups affected by the outbreak 
occurring in both 2010 (6,358 cases) and 2011 (4,155 cases). Immunity gaps in China were closed by 
conducting targeted mop-up SIAs in areas and populations with lower coverage during the 2010 SIA. 
However, stopping measles outbreaks in Malaysia, New Zealand and Singapore will require 
determined action to interrupt measles transmission and thereby preventing exportations to other 
Member States both in and outside the WPR. Member States, with support from WHO and other 
partners, are striving to improve the quality of surveillance to permit detection of residual virus 
transmission and to verify the interruption of endemic measles transmission.  
 
The Region is accelerating control of rubella and prevention of CRS, synchronized with measles 
elimination activities. Lao PDR, following its 2011 nationwide MR SIA targeting persons from 9 
months to 19 years old, will introduce rubella containing vaccine (RCV) into its routine immunization 
programme in 2012.  The five Member States that do not include rubella vaccination in their national 
immunization programmes, Cambodia, Papua New Guinea, Solomon Islands, Vanuatu and Viet Nam, 
are all exploring ways to finance RCV introduction in the near future. Three of these, Cambodia, 
Papua New Guinea and Viet Nam, established sentinel CRS surveillance in 2011. The detection in 
Viet Nam of roughly 150 CRS cases from sentinel surveillance sites after the large rubella outbreaks 
in 2010 and 2011 has pushed rubella control and CRS prevention higher on the country’s health 
agenda. 

2.4 Progress towards elimination in the WHO European Region 
During 2003–2009, substantial progress was made in the European Region toward the previous goal 
of measles elimination by 2010. However, measles outbreaks starting in 2010 have continued to 
spread. Measles outbreaks were reported in 2011 from 36 of 53 EUR member states; a total of 
34,709 measles cases and 9 measles-related deaths had been reported region-wide as of December 
31. France reported the largest number of cases (approximately 15,200), predominantly among 
older children and young adults who had not been vaccinated or whose vaccination history was 
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unknown. Other large outbreaks in 2011 occurred in Italy (5,181 cases) and Romania (4,015 cases); 
in 2010 Bulgaria also had a large outbreak with 22,004 reported cases. Overall, the primary reason 
for the increased transmission and outbreaks of measles in EUR is failure to vaccinate susceptible 
populations. Despite overall high coverage with MCV in the region, MCV1 coverage remains below 
the target of 95%, particularly in Western Europe. Principal factors contributing to decreased 
demand for measles vaccination in EUR include lack of knowledge of the seriousness of the disease, 
resulting in a reluctance to be vaccinated; scepticism about the benefits of vaccination; fear of 
adverse effects from being vaccinated; and limited health-care access for some underserved 
populations. Religious or philosophical objections to vaccination are serious barriers to increasing 
population immunity in certain communities in EUR, particularly in Western Europe. Surveillance 
data confirm the existence of susceptible groups, which can include older children and adults. This 
change in measles epidemiology requires strategies tailored to older age groups and strategies to 
prevent transmission among infants too young to be vaccinated. 
 
To prevent further spread of the virus, effective surveillance, outbreak prevention, and control 
measures need to be continued, especially before mass gatherings (e.g., the European Football 
Championship in Poland and Ukraine in 2012). Eliminating measles by 2015, the new measles 
elimination target date set in September 2010 by the 60th Regional Committee for Europe, will 
require, 1) increased political commitment, 2) increasing demand for and delivery of vaccination to 
achieve and sustain ≥95% coverage with 2 doses of MCV across a wide age range, 3) implementing 
effective outbreak control measures, and 4) further strengthening surveillance to identify cases and 
outbreaks promptly, and in the future, to validate elimination.  

2.5 WHO AFRO declaration of a Measles Elimination Goal 
Meeting in Yamoussoukro In September 2011 the Regional Committee for Africa adopted a goal of 
measles elimination by 2020 and urged Member States to develop their own measles elimination 
plans, as well as mobilizing national governments and partners to provide the necessary financial 
and human resources to implement these plans. The African Region is the fifth (out of six) WHO 
Regions to have declared a measles elimination goal (Figure 5). During this year the model of “best 
practices” SIA was extended from Ethiopia to Côte d’Ivoire and measles SIAs were done in 9 of 11 
provinces of DRC in response to the large measles outbreak. 

Figure 5. Dates of measles (in black) and rubella (in red) elimination goals by 
WHO Region. 
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In preparation for the 2020 goal, the African Region of the WHO reaffirmed regional measles pre-
elimination targets first announced in 2008 with a goal to meet them by the end of 2012: 

 98% mortality reduction by 2012 compared to estimates for 2000 

 Measles incidence <5 cases/million population per year in all countries; 

 >90% MCV1 national level coverage in all countries, and >80% in all districts; 

 >95% SIAs coverage in all districts; 

 All countries meeting the targets for the 2 main surveillance performance indicators 
o 80% districts reporting > 1 suspected measles case with a specimen per year 
o Non measles febrile rash illness rate of > 2 per 100,000 population per year 

 
Individual country status regarding the pre-elimination targets as of end 2011 was assessed using 
the WHO-UNICEF National MCV1 coverage estimates for 2010 and district-level SIA data. Seven 
countries2 are on track to meet the measles pre-elimination targets for 2012. However, 25 countries3 
have missed some of the targets set by the pre-elimination goal, and are at risk of failing to reach 
the 2012 pre-elimination goal. These countries need to rapidly institute corrective measures 
improve coverage and surveillance performance in order to be able to accelerate progress towards 
meeting the goals in the coming months. The remaining 14 countries4 have missed two or more of 
the targets by wide margins and are at risk of not being able to reach the 2012 pre-elimination goal. 
For this latter group of countries, a focused review of the national measles elimination program 
within the context of the national immunisation and disease control programs may be needed in 
order to re-align the programme towards meeting the 2020 measles elimination goals. 

Outbreaks and addressing religious objections 
In 2010, large and protracted measles outbreaks occurred in Malawi (118,712 cases), South Africa 
(18,356 cases), Zambia (15,754 cases), Zimbabwe (9,696 cases), Nigeria (8,491 cases), DRC (5,407 
cases) and Ethiopia (4,235 cases). In 2011 outbreaks continued and expanded in DRC (133,801 cases), 
Nigeria (26, 989 cases), Zambia (20,429 cases) and Ethiopia (4,155 cases), with new outbreaks 
reported from Niger (10,523 cases) and Chad (9,899 cases). The outbreaks were primarily associated 
with low MCV1 coverage and, in DRC, South Africa, Zambia, Ethiopia, Nigeria and Chad with 
suboptimal or delayed SIAs (interval between SIAs >36 months). In areas with high reported 
coverage, outbreak investigations found that susceptible individuals had accumulated over several 
years among adolescents and adults who had missed vaccination and that reported national routine 
or SIA coverage masked sub-national immunity gaps. In Malawi, Zambia, and Zimbabwe, these gaps 
were often found in groups with limited access to health services or reluctant to vaccinate their 
children due to philosophical or religious objections. 
 
Documentary and anecdotal evidence reveals that most of the religious objections to immunization 
in Southern Africa emanate from the Apostolic sect. This indigenous religious group was founded in 
the 1950s in Zimbabwe by a Zimbabwean named Johanne Marange (Masowe). The church, with its 
puritanical appeal and annual religious rites, has built up a large following in Botswana, Zambia and 
South Africa and has an estimated 5 million members in East and Southern Africa. Followers of the 
Apostolic church refuse any modern medical intervention on religious grounds, preferring “faith 
healing”. Unfortunately, this refusal includes resistance to have infants and children vaccinated 
against the major childhood killer diseases. Though religious resistance to immunisation has existed 
as a problem in a number of countries in Southern Africa, it became critical in the context of the 

                                                 
2
 Botswana, Burkina Faso, Ghana, Malawi, Mauritius, Seychelles and Swaziland 

3
 Algeria, Burundi, Cameroon, Cape Verde, Congo, Eritrea, Ethiopia, Gabon, the Gambia, Kenya, Lesotho, 

Madagascar, Mozambique, Namibia, Niger, Rwanda, Sao Tomé and Principe, Senegal, Sierra Leone, South 
Africa, Tanzania, Togo, Uganda, Zambia, and Zimbabwe 
4
 Angola, Benin, Central African Republic, Chad, Comoros, Cote d’Ivoire, DRC, Equatorial Guinea, Guinea, 

Guinea Bissau, Liberia, Mali, Mauritania and Nigeria 
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measles outbreaks in 2009 and 2010 and contributed to the protracted and large outbreaks of 
measles, especially in Malawi and Zimbabwe. 
 
The countries that had experienced measles outbreaks in 2009 and 2010 made note of the role of 
resistance to immunisation and attempted to address the resistance using various strategies and 
approaches including distribution and communication of educational and informational materials, 
social mobilization and negotiations with decision makers at household, community, and national 
levels, advocacy with political leaders and child rights advocates, use of existing laws and legal 
remedies, and adapting program field operations to increase religious sect members’ access to and 
acceptance of vaccination services. 
 
Additional recommendations for national immunisation programs included 

 Scaling up the planning and communications aspect of the Reaching Every District (RED) 
strategy implementation 

 Proper stakeholder mapping, and detailed micro-planning at the district level as part of the 
planning process for RED implementation as well as any mass vaccination activities 

 Further in-depth KAP (Knowledge, Attitudes and Practice) studies targeting the resistant 
populations, and populations with known gaps regarding access to immunisation 

 Developing EPI program policies that address any resistance to childhood vaccination 

 Developing national measles outbreak preparedness and response plans 

2.6 WHO EMRO Status of Attainment of Measles Elimination 
The 2010 EMR measles elimination target date passed without the Region achieving elimination.  
The measles situation in EMR was presented during the RCC meeting in October 2011 and the new 
target date of measles elimination by 2015 was endorsed by the RC 58 (EM/RC58/R.5). Countries of 
the EMR, especially the low performing ones, were urged to ensure optimum implementation of the 
regional strategy of measles elimination to meet the new target date. 
 
In 2011 the Region has gone through many challenges: political changes, conflicts, floods, famine as 
well as shortage of funds from partners. All these challenges adversely effected measles elimination 
activities and provided conditions allowing for measles outbreaks to occur in 2011 in Somalia 
(14,358 cases), Sudan (4,705 cases), Pakistan (2,467 cases) and Afghanistan (1,418 cases). These 
outbreaks occurred due to delay in implementation of the follow-up SIAs, for security situation or 
inadequate funds. In response to these outbreaks and famine displaced people, over 18 million 
children were vaccinated in 2011 through follow-up measles SIAs, child health days and emergency 
campaigns. Considerable resources have been mobilized as well as technical assistance from the 
Measles Initiative to support these campaigns and ensure that they were of the highest quality. 
 
However, remarkable progress has been made in the EMR toward measles elimination. Based on 
national reported data routine MCV1 coverage has substantially increasing to 88% in 2010 compared 
to 72% in 2000. Eighteen countries are providing two routine doses of measles vaccine through 
routine and 11 of these countries have reached 95% coverage with two doses at national level. The 
coverage of routine immunization has impressively increased in countries such as South Sudan, 
where reported coverage increased from 23% in 2005 to 64% in in 2010. Key remaining challenges 
include finding practical approaches to identify under-served population groups and communities 
and improve their access to immunization services, to mobilize resources for priority countries in 
closing immunity gaps and to continuously improve disease surveillance. 
 
Nine countries (39%) have reported measles incidence below 1 case per million population in the 
presence of a sensitive and well-functioning surveillance system: Bahrain, Egypt, Iran, Iraq, Jordan, 
Oman, Palestine, Syria, and Tunisia.  For measles validation process eight countries have established 
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a National Validation committee. Much progress has also been made in increasing the capacity of 
the laboratory network and in collecting genetic data from measles cases, resulting in 20 EMR 
countries (87%) having characterized circulating measles virus genotypes. 
 
Intensified and innovative efforts will be required by EMR countries to implement recommended 
measles elimination strategies and meet target elimination goal of 2015, including achieving and 
maintaining ≥95% coverage annually with both MCV1 and MCV2 nationally and all districts, 
periodically monitoring and reviewing elimination indicators though high quality surveillance and an 
accredited lab network. 

3. Global 2011 measles activities 

3.1 Reaching high coverage with advocacy, communication and social 

mobilization by volunteers 
Demand for immunization is critical for control of measles. As disease has disappeared in many 
countries, community demand for measles vaccination has also declined. Therefore, measles 
partners are reinforcing advocacy, communication and social mobilization activities to increase 
awareness of the need to be vaccinated against measles. 
 
Social mobilization in urban areas remains often a challenge. The Red Cross Society of Tanzania 
decided to ensure house to house social mobilization using Red Cross volunteers in the urban area of 
Dar es Salam. Using a systematic approach, the Red Cross Society ensured that all areas in the city 
had designated volunteers to pass the message to the population on measles campaign and the 
importance of immunization. This approach resulted in coverage of over 92% in the urban areas, up 
from 72% in the previous SIAs. 
 
In Mali and Nigeria, Lions Clubs facilitated measles vaccination campaign "flag-off" ceremonies, at 
both the local and national levels, to mobilize communities and to raise awareness.  They also 
funded the broadcast hundreds of public service announcements across each country, promoting 
the importance of immunization against measles, and funded and distributed other promotional 
materials such as banners and posters.   Before the campaigns launched, Lions Club members met 
with political and traditional leaders, in an effort to win them over to the cause of measles control 
and routine immunization.   Lions Club hands-on efforts in Nigeria were focused in the South of the 
country as well as Abuja, the capital, while those in Mali were country-wide.   
 
In 2011, LDS Charities assisted the Measles Initiative through monetary donations of $2,000,000 to 
UNF and support to immunization activities in Benin, Cambodia, Mozambique, and Nigeria.  
Monetary contributions included a general gift of $1,000,000 to UNF and an additional donation of 
$1,000,000 for vaccines in the Philippines.  LDS Charities and Church of Jesus Christ of Latter-Day 
Saints (LDS) members worked closely with the local Ministry of Health in each country and 
approximately 6,314 LDS members gave a total of 64,144 hours to assist with SIAs in their local 
communities.  These volunteers went door-to-door to deliver pamphlets and fliers, participated in 
immunization parades, and helped with record-keeping and crowd control at immunization sites.  To 
further assist with campaigns, LDS Charities paid for volunteer shirts and badges, radio and TV spots, 
and banners to increase public awareness.  An LDS church building served as an immunization site in 
Benin. 
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Table 3: LDS member partication in and LDS Charities financial support to 
measles SIAs in 2011. 
Country # Volunteers Volunteer Hours 

Benin                    150                           4,682  

Mozambique                1,100                           6,900  

Nigeria                 4,150                         49,800  

Cambodia                    914                           2,762  

Philippines Donation of $1,000,000 to UNF 

TOTAL          6,314                   64,144  

 
Based on the experiences in the “Best Practices” Measles SIAs in Ethiopia, measles partners 
developed core principles for communication and social mobilization that were integrated in the 
measles follow up SIAs, with a particular emphasis in Benin and Cote d’Ivoire during their ‘best 
practice’ SIAs. The countries established national and sub national SIAs Task Force and 
subcommittees led by MOH, including sub-committee on social mobilization at all levels (national, 
regional, district, sub-district). Coordination meetings were held at regional and decentralized levels 
regularly prior to the SIA, with increasing frequency, overseeing the pre-campaign activity checklist 
and timetable. Districts reviewed progress towards preparations two weeks prior to the SIAs. 
 
In Benin and Cote d’Ivoire a national level plan for advocacy and communication was developed 3-4 
months before the SIAs that also integrated aspects of a wider communication strategy for 
immunization. Available evidence collected by the polio program on knowledge, attitude and 
practices was used. A special focus was given on identifying and understanding how to reach the 
most vulnerable populations. Emphasis was given to develop clear and crisp messaging using multi-
channel communication, including mix of interpersonal communication and mass media sources (e.g. 
local radio, town criers, house to house). Community mobilizers conducted house to house 
mobilization where they reside, prior to and synchronized with the campaign daily session plans. 
During SIAs, vaccinators or community mobilizers were instructed to remind the caregiver on the 
importance of taking child for routine immunization. 

3.2 Strengthening routine immunization and surveillance systems  
By 2011 measles first dose increased globally to 85%, higher than ever before. Measles Initiative 
partners play important roles in strengthening routine immunization in countries with weak health 
systems. Measles disease is also a good indicator of the quality of the immunization program at all 
levels, as outbreaks often identify places or groups poorly served by immunization services that may 
not have been discovered by analysing coverage data. 
 
In 2011 fieldwork began for the “Using Measles Activities to Strengthen Immunization and 
Surveillance” activity. This work is being conducted by JSI under contract with WHO and seeks to 
develop guidelines for countries on how to plan and implement SIAs in ways that deliberately 
strengthen routine immunization and surveillance, and to develop prototype advocacy materials to 
promote measles control as a fundamental part of immunization system strengthening. The activity 
also seeks to propose indicators to monitor these changes in SIA planning and the effect they have 
on the performance of the routine system. Laos PDR and Bihar State in India were two places 
selected based on anticipated SIAs, the level of routine immunization coverage, and provide 
geographic variation. Teams spent approximately two weeks in each place conducting interviews at 
community and health-facility level and reviewing existing data. 
 
The interviews focused on questions such as “What is your current coverage and what are the 
challenges do you face in increasing it?”, “If you recently did SIAs, what did you do differently than 
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what you do for routine?” and “Which of those SIA-specific activities could you use to address the 
challenges you face with routine?” Different types of activities were considered and then prioritized 
according to the likelihood of success, feasibility, and cost. The indicators for monitoring the 
interaction are being developed for country, regional and global levels. 

Benin Best practice and routine immunization strengthening 
Benin is conducting a best practices project to improve the performance of routine immunization. 
Ten communes were selected based on low MCV1 coverage. In 2012 and 2013 these areas will go 
through a four-phase cycle of diagnose, intervene, verify and adjust (Figure 6). The activities to 
strengthen the EPI include implementing the RED strategy, sufficient supplies, capacity building 
through training, social mobilization, communication, supervision and monitoring. The project is 
funded by a Bill and Melinda Gates Foundation grant. 

Figure 6. Benin approach to routine immunization strengthening using district 
monitoring and district health systems approaches. 

 
In Cote d’Ivoire, the evaluation of the 2011 measles SIA revealed that it strengthened routine 
immunization in various ways. Nurses from health facilities gained experience in using the micro-
planning and the vaccination planning tool that was adopted for the routine immunization in the 
Reaching Every District approach. The ways that the SIA has shown how to better involve the 
community will continue to be used for routine immunization. The creation of AEFI committees for 
the SIA at all the levels of the health system will be maintained for the routine immunization system. 
Finally, the evaluation report recommended that the technical committee installed for the measles 
SIA preparation and its sub-committees should be maintained as a mechanism to improve the 
monitoring of progress in routine immunization strengthening.  

3.3 Measles and Rubella Global Laboratory Network 
The Measles and Rubella Laboratory Network (LabNet) continued to support measles and rubella 
control in 2011 through regional and country-level training workshops, technical support in five 
regions, and continued quality assurance activities involving the participating laboratories. In 2011 
the Network included 690 national and subnational WHO certified laboratories serving 183 (95%) of 
the 194 Member States compared with fewer than 40 laboratories and 71 Member States in 1998. 
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The primary focus of these laboratories is to confirm measles and rubella cases by identifying the 
presence of measles virus-specific or rubella virus-specific immunoglobulin M (IgM) antibodies. 
National laboratories used for polio, yellow fever and Japanese encephalitis surveillance are 
frequently the same laboratories or are at least in the same institute as those used for measles and 
rubella surveillance, allowing for synergies between different vaccine preventable disease 
surveillance programmes. Over 210,000 serum samples were tested for measles and rubella 
immunoglobulin M (IgM) antibody in 2011 (Figure 7). 
 
Virological surveillance for measles has been used for identifying the source of measles outbreaks 
and tracking virus transmission within and between the regions with more than 2700 measles virus 
sequence data shared with the LabNet in 2011. Of the 209 laboratories that participated in the 2011 
laboratory network proficiency testing programme, 208 (99.5%) laboratories met the minimum 
required score of 90% and 100% of laboratories achieved a passing score for rubella. Most of the 
sub-national laboratories in the LabNet participated in national proficiency testing programmes with 
a similar high level of performance. 

 

Figure 7: IgM test results reported to WHO HQ, 2010 & 2011 

 

Enhancing surveillance 
Trials of the use of oral fluid samples for non-invasive sample collection were done in five countries 
the African region and three countries in the South East Asian region. These studies provided 
evidence of good correlation with serum samples. Oral fluid samples have the added benefit of 
providing molecular epidemiology of circulating viruses as well as case confirmation. However, the 
need for comprehensive training of surveillance officers in the adequate collection of oral fluid was 
evident from these trials. 
 
A point of contact (POC) device to detect IgM from serum or oral fluid is being developed by the 
Health Protection Agency of the United Kingdom. Preliminary evaluation has shown the device to be 
a promising tool for rapid confirmation of measles cases and the device can also be used for virus 
detection.  Procedures for producing the POC devices in bulk and validating its use under field 
conditions are underway. 
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Tracking measles viruses 
The genetic characterization of circulating wild-type viruses is a critical component of measles 
laboratory surveillance and molecular epidemiological studies. The combination of molecular 
analysis and standard case investigation provides a sensitive means to describe the transmission 
pathways of measles virus and to document the interruption of endemic measles transmission. 
Disappearance of an endemic genotype(s) is one of the criteria for verifying measles elimination in a 
country or region. A standardized methodology and nomenclature is used to define measles 
sequences and genotypes and two global reporting platforms have been developed to collect and 
analyse sequence data, the WHO Global Measles and the MeaNS Databases. As of January 2012, 
sequence data from more than 12,000 measles viruses have been reported to the databases from 
135 countries (Figure 8). A rubella sequence database is planned for development in the 
forthcoming year. 
 

Figure 8: 2011 distribution of measles genotypes (data as of 6 February 2012) 

 

Panel: Key measles related events in 2011 

January: Measles efforts to focus on strengthening routine immunization 
In January the recommendations were published from the November 2010 WHO Strategic Advisory 
Group of Experts (SAGE) meeting. The SAGE recommended that global measles mortality reduction 
and regional elimination efforts be carried out in the context of strengthening routine immunization 
programmes. SAGE concluded that measles can and should be eradicated but proposed that 
demonstration of sufficient progress towards regional measles elimination targets be made a 
precursor to establishing a target date for global eradication. Recognizing the fragility of gains in 
measles mortality reduction, as shown by outbreaks affecting 28 countries in the African Region 
since 2009, the SAGE highlighted the growing risk of losing the contribution that measles mortality 
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reduction makes to achieving MDG4, because of declining political and financial commitment to 
measles control. To read the full SAGE report, go to: 
http://www.who.int/entity/wer/2011/wer8601_02.pdf 

April: About 180 countries and territories celebrate Immunization Week 
In 2011, for the first time, Immunization Week brought together about 180 countries and territories 
across five WHO regions ― Africa, Americas, Eastern Mediterranean, Europe and the Western Pacific. 
Starting 23 April, various events and activities took place to boost awareness of immunization and 
improve community demand for vaccines and delivery of services. The European region took the 
opportunity of European Immunization Week to promote immunization as measles outbreaks 
spread across the region. “With shared borders and considerable population movement, countries 
share health threats,” said Zsuzsanna Jakab, WHO Regional Director for Europe. “There is a need to 
create strong partnerships to prevent and control diseases, such as measles, in our Region. European 
Immunization Week reminds us that there is much to celebrate about the good work already done 
on immunization, but there also remains a great deal of work to do – and quickly.” 
http://www.who.int/immunization/newsroom/events/immunization_week_2011/en/index.html 

May: Increased investments in immunization needed to reach global goals 
Fifty-five speakers ― including country delegates, partners such as UNICEF and the GAVI Alliance, 
and five civil society organizations – took the floor at the 64th World Health Assembly to voice their 
support of the Global Immunization Vision and Strategy and its impact in guiding national 
immunization strategies to reach child survival goals. The immunization agenda item was debated 
over five hours by delegates from WHO's 194 Member States and elicited the highest number of 
interventions on technical and health matters reviewed so far at this year's Health Assembly. Several 
countries spoke of their achievements in increasing immunization coverage and reducing measles 
cases and deaths. But several complex challenges need to be addressed by countries and the 
international community including preventing a resurgence of measles through high vaccination 
coverage to reach the 2015 target of 95% measles mortality reduction and with the eventual goal of 
eradicating the disease. 
http://www.who.int/immunization/newsroom/newsstory_increased_investment_global_goals/en/i
ndex.html 

May: Global Measles and Rubella Research Meeting 
Responding to a concern of the Global Technical Consultation to Assess the Feasibility of Measles 
Eradication that research be conducted to provide the scientific underpinnings of measles 
eradication activities, the WHO convened a Global Measles and Rubella Research Meeting in May, 
2011, in Atlanta, Georgia. Hosted by the Centers for Disease Control and Prevention (CDC), the 
objectives of the meeting were to identify and prioritize research needed to achieve global and 
regional measles and rubella control goals and outline strategies to raise the necessary resources. 
Participants considered the research needed in measles epidemiology, vaccine development and 
effectiveness, alternative vaccine delivery methods and laboratory methods, immunization 
strategies, mathematical modelling and economic analyses and rubella control and elimination. 

July: Countries encouraged to use the opportunity of accelerated measles 
vaccination activities to introduce rubella-containing vaccines 
In an updated position paper, published in the Weekly Epidemiological Record on 15 July, WHO 
recommends that countries use the opportunity of accelerated measles control and elimination 
activities to introduce rubella-containing vaccine. All countries that have not yet introduced rubella 
vaccine, and are providing two doses of measles vaccine using routine immunization and/or 
supplementary immunization activities, should consider the inclusion of rubella-containing vaccine in 
their immunization programme. Countries planning to introduce rubella-containing vaccine should 
review the epidemiology of rubella, including the susceptibility profile of the population; assess the 
burden of CRS; and establish the public health priority of rubella and CRS prevention. Cost-benefit 
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studies are not needed in every country before implementing rubella vaccination as results from 
studies in countries with similar socio-demographic circumstances can be informative. Countries 
should determine a goal and the time frame for achieving it before introduction. 
http://www.who.int/immunization/newsroom/newsstory_opportunity_measles_vacc_rubella_cont
ain_virus/en/index.html 

July: Injection safety efforts eliminate immunization-related infections in sub-
Saharan Africa 
The Measles Initiative and the GAVI Alliance announced that infections resulting from the re-use of 
syringes for immunizations have been reduced to practically zero in sub-Saharan Africa, according to 
a study released in the Supplement of the Journal of Infectious Diseases. Over the past decade, 
advocacy efforts and the funding of safe injection materials, including auto-disable (AD) syringes, 
have virtually eliminated the dangerous practice of reusing syringes for vaccinations in sub-Saharan 
Africa. The AD syringe is designed to prevent dangerous re-use by locking automatically after a single 
injection. “The use of AD syringes is the best way of ensuring that children receive their shots safely, 
with no risk of contracting an infection due to contaminated devices,” said Dr. Edward Hoekstra, 
Senior Health Specialist at UNICEF and main author of the study. “This is an encouraging step in 
reaching high health standards in some of the world’s poorest countries.” 
http://www.who.int/immunization/newsroom/press/injection_safety_sub_saharan_africa_1july201
1/en/index.html 

July: A world without measles 
A series of articles on global progress toward measles eradication and prevention of rubella and 
congenital rubella syndrome were published in a supplement to The Journal of infectious Diseases. 
Topics include: public health importance of measles and rubella; feasibility of measles eradication; 
measles vaccines safety and effectiveness; regional and country experiences; and molecular 
epidemiology and laboratory aspects of measles and rubella surveillance.  
http://jid.oxfordjournals.org/content/204/suppl_1.toc#INTRODUCTION 

September: Measles Initiative partners gear up to tackle challenges ahead 
The MI partnership has helped vaccinate one billion children in more than 60 developing countries 
since 2001, and routine measles vaccination coverage reached its highest level at 85% in 2010, 
making significant gains in the fight against measles. With accelerated immunization activities 
spearheaded by governments and the MI, global measles deaths dropped by approximately three 
quarters between 2000 and 2008. Reductions in measles-related deaths during that same time 
period accounts for nearly a quarter of the overall decrease in childhood mortality, representing 
significant progress towards MDG4. This was among the good news that came out of the MI partners 
meeting -- which also coincided with the Initiative's tenth year anniversary -- held from 13 to14 
September in Washington D.C. 
http://www.who.int/entity/immunization/GIN_September_2011.pdf 

September: Rubella and congenital rubella syndrome elimination in the Americas 
A series of articles on progress toward rubella elimination in the Region of the Americas were 
published in a supplement to The Journal of infectious Diseases. Topics include: overview of rubella 
and CRS elimination, experience with rubella mass vaccination campaigns, integrated surveillance of 
measles and rubella, CRS surveillance, control of outbreaks resulting from importation, and the 
verification of the elimination of rubella and CRS.  
http://jid.oxfordjournals.org/content/204/suppl_2.toc#INTRODUCTION 

September:  9th Global measles and rubella laboratory network meeting  
The WHO Global Measles and Rubella Laboratory Network (LabNet) performs a key role in measles 
and rubella surveillance by confirming suspected cases using standardized and validated testing and 
reporting procedures.  The LabNet comprises of 690 laboratories globally, almost all of which are 
following standardized testing and reporting procedures and undergo regular quality assurance and 
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proficiency testing assessments.  Representatives from key specialized and reference laboratories in 
the LabNet, and the WHO laboratory staff responsible for the coordination of the network, meet 
annually in Geneva.  This year, topics discussed at the meeting included: progress with the network, 
development of new technologies; progress with implementing alternative sampling methods; 
measles and rubella molecular epidemiology; strengthening quality assurance and standardization; 
update on the development of a rapid "point of care" assay for measles diagnosis; and the 
challenges with achieving and maintaining elimination in low incidence settings.   

November: GAVI Board decision to fund rubella vaccines  
The GAVI Alliance committed funding to reach 588 million children between 2013 and 2018 in 51 
GAVI-eligible countries with combined MR vaccine to prevent rubella and CRS. The MI applauded 
this investment that will result in the introduction of MR vaccine in many more countries, saving 
lives, protecting hundreds of thousands of children against birth defects and helping to eliminate 
measles and rubella from the world. GAVI will be supporting mass vaccination campaigns with MR 
vaccine targeting children 9 months to 14 years of age. These campaigns can build on the existing 
systems and lessons learned from measles campaigns supported by the MI over the last decade. 
Countries would then fund the introduction of MR vaccine into their routine immunization programs 
following the campaigns. Currently, six GAVI-eligible countries already provide rubella vaccine as 
part of their national immunization schedule.  
http://measlesinitiative.org/portal/site/mi/menuitem.caedca62b8434463c1062b10133f78a0/?vgne
xtoid=a060a1b39cca3310VgnVCM10000089f0870aRCRD 

4. 2012-2020 Strategic Plan 
During 2011 the Measles Initiative developed its 2012-2020 Global Measles and Rubella Strategic 
Plan. This Plan builds on the experience and successes of a decade of accelerated measles control 
efforts that resulted in three-quarters reduction in measles deaths globally between 2000 and 2010. 
It integrates the newest 2011 World Health Organization (WHO) policy on rubella vaccination 
recommending combining measles and rubella control strategies and planning efforts, given the 
shared surveillance and widespread use of combined measles-rubella vaccine formulations. The Plan 
presents clear strategies that country immunization managers, working with domestic and 
international partners, can use as a blueprint to achieve the 2015 and 2020 measles and rubella 
control and elimination goals. The strategy focuses on the implementation of five core components. 

1. High vaccination coverage with two doses of M and R containing vaccines  
2. Effective surveillance, monitoring and evaluation 
3. Outbreak preparedness and response & case management 
4. Communication to build public confidence and demand for immunization 
5. Research and development 

The Plan provides the global context and an assessment of the current state of the world with 
respect to national, regional and global management of measles and rubella. The vision, goals and 
milestones for the plan are: 
 
Vision: Achieve and maintain a world without measles, rubella and congenital rubella syndrome (CRS) 
 
Goals: 
By end 2015 

 Reduce global measles mortality by at least 95% compared with 2000 estimates.   

 Achieve regional measles and rubella/CRS elimination goals. 
By end 2020 

 Achieve measles and rubella elimination in at least five WHO regions 

http://measlesinitiative.org/portal/site/mi/menuitem.caedca62b8434463c1062b10133f78a0/?vgnextoid=a060a1b39cca3310VgnVCM10000089f0870aRCRD
http://measlesinitiative.org/portal/site/mi/menuitem.caedca62b8434463c1062b10133f78a0/?vgnextoid=a060a1b39cca3310VgnVCM10000089f0870aRCRD
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Milestones: 
By end 2015: 

 Reduce annual measles incidence to less than five cases per million and maintain that level. 

 Achieve at least 90% coverage with the first routine dose of MCV (or measles- rubella-
containing vaccine as appropriate) nationally, and exceed 80% vaccination coverage in every 
district or equivalent administrative unit. 

 Achieve at least 95% coverage with M, MR or MMR during SIAs in every district. 

 Establish a rubella control/CRS prevention goal in at least one additional WHO region. 

 Establish a target date for the global eradication of measles. 
 
By end 2020: 

 Sustain the achievement of the 2015 goals. 

 Achieve at least 95% coverage with both the first and second routine doses of measles 
vaccine (or measles- rubella-containing vaccine as appropriate) in each district and nationally. 

 Establish a target date for the global eradication of rubella and CRS. 
 
Further details on the strategic plan can be found at 
http://www.who.int/immunization/newsroom/Measles_Rubella_StrategicPlan_2012_2020.pdf 

5. Future steps 
To reverse recent increases in reported cases and to progress further towards 2015 targets will 
require: 1) overcoming declining political and financial commitments to measles control; 2) reaching 
uniform high coverage with 2 doses of MCV through routine services or SIAs; and 3) monitoring sub-
national MCV1 and MCV2 coverage data to guide the development of interventions to increase 
coverage.  
 
Future plans focus on the important opportunity provided by the latest SAGE recommendations on 
rubella vaccine use and the agreement from GAVI to finance measles-rubella (MR) catch-up SIAs in 
up to 51 of the poorest countries. These SIAs should help to protect millions of children against both 
measles and rubella and prevent thousands of cases of congenital rubella syndrome. Measles 
Initiative partners will assist countries embarking on this effort in assessing the burden of rubella 
and congenital rubella syndrome, addressing gaps in surveillance, and informing countries on the 
financial implications for their vaccination programme. UNICEF Supply Division has informed the 
vaccine manufacturers of the future shift towards MR vaccine while demand remains for single-
antigen measles vaccine. The introduction of MR vaccine will require strong coordination between 
beneficiary countries, implementing partners, and the vaccine industry to ensure timely availability 
of MR vaccine. 
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Annex 1: Measles-containing vaccine and supplies procured through UNICEF 

Supply Division for preventive SIAs in 2011 

Country Vaccine Doses Vaccine 
USD Value 

Vaccine 
Cost of AD 
Syringes 

Cost of 
Recon-
stitution 
Syringes 

Cost of 
RUP 

Syringes 

Cost of 
Safety 
Boxes 

Total 

Angola Measles          6,000,000  $1,314,000         1,314,000 

Benin Measles          1,599,900  $350,378 78,063   13,224 10,510 452,175 

Burkina Faso Measles          2,941,700  $644,232 136,561   19,764 16,424 816,981 

Chad Measles          2,771,000  $886,720 176,515 2,488 16,909 18,417 1,101,049 

Cote d'lvoire Measles          5,000,000  $1,095,000 281,977     43,638 1,420,614 

DR Congo Measles        16,092,800  $3,524,323 1,057,139 20,617 43,661 73,326 4,719,066 

Ethiopia Measles          6,397,300  $1,401,009 364,332 16,620 23,694 59,618 1,865,273 

Mauritania Measles             320,000  $70,080 26,954 1,908   3,409 102,351 

Nigeria Measles        44,541,000  $9,600,479 1,640,573   255,029 193,640 11,689,720 

Pakistan Measles          6,801,000  $1,447,941 258,667 18,127   32,331 1,757,066 

Somalia Measles          1,340,000  $293,460         293,460 

Sudan (North) Measles          2,100,000  $459,900 207,121 16,446   28,006 711,473 

Gambia Measles             356,500  $78,074 18,453 1,334   2,625 100,486 

Liberia Measles             620,000  $120,046 63,596 2,426   4,041 190,109 

Mozambique Measles          4,400,000  $963,600   15,888   20,422 999,909 

Tanzania Measles          7,360,500  $1,611,950 345,873   41,194 45,974 2,044,990 

Djibouti Measles             123,800  $23,893 5,354     1,002 30,249 

Uzbekistan MR          1,800,000  $889,200         889,200 

Cambodia      16,371 13,169     29,540 

Laos      167,010 11,980   20,410 199,400 

Central African 
Republic Measles             710,900  $213,270         213,270 

Mali Measles          5,163,600  $1,094,683         1,094,683 

Grand Total        116,440,000  $26,082,238         26,082,238 
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Annex 2: Measles-containing vaccine and supplies procured through UNICEF 

Supply Division for outbreak and emergency SIAs in 2011 

Country Vaccine Doses Vaccine 
USD Value 

Vaccine  
Cost of AD 
Syringes 

Cost of 
Recon-
stitution 
Syringes 

Cost of 
RUP 

Syringes 

Cost of 
Safety 
Boxes 

Total 

Chad Measles           678,000  $130,854         $130,854 

Cote d'Ivoire Measles        1,900,000  $366,700         $366,700 

Kenya Measles        1,500,000  $328,500         $328,500 

DRC Measles        1,420,000  $310,980         $310,980 

Mauritania Measles           512,000  $112,128         $112,128 

Niger Measles           467,500  $102,383         $102,383 

Timor Leste Measles           953,500  $208,817 $20,734 $3,791   $4,009 $237,350 

Kenya Measles        1,064,000  $233,016         $233,016 

Somalia Measles           500,000  $109,500         $109,500 

Ethiopia Measles        4,000,000  $876,000         $876,000 

Pakistan Measles           209,300  $66,976         $66,976 

Southern Sudan Measles           429,000  $82,797         $82,797 

Southern Sudan Measles           499,500  $109,391         $109,391 

Sudan Measles        1,486,000  $286,798         $286,798 

Sudan Measles        1,798,500  $393,872         $393,872 

Tunisia Measles                  600  $192         $192 

Guinea Conakry Measles             10,000  $2,190         $2,190 

Libya MMR               5,600  $28,000         $28,000 

Philippines Measles           240,000  $50,880         $50,880 

Congo Brazzaville Measles             22,860  $44,120         $44,120 

Rwanda Measles           200,000  $64,000         $64,000 

Kenya Measles           700,000  $153,000         $153,000 

Niger Measles           430,000  $94,170         $94,170 

Grand Total        19,026,360  $4,155,262         $4,155,262 

 


