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[Date]
This Situation Manual (SitMan) provides exercise participants with all the necessary tools for their roles in the exercise.  Some exercise material is intended for the exclusive use of exercise planners, facilitators, and evaluators, but players may view other materials that are necessary to their performance.  All exercise participants may view the SitMan.








[bookmark: _Toc316137264]Exercise Schedule 
X:XX am – X:XX am		Registration

X:XX am – X:XX am		Welcome and Overview of Objectives
· Welcome by [insert agency]
· Introductions
· Ground rules and safety procedures
· Agenda and material review
· Review of TTX Objectives

X:XX am – X:XX am		Module 1: Incident Notification and Transport
· Scenario Briefing
· Discussion

X:XX am – X:XX am		Break

X:XX am – X:XX am		Module 2: Hospital Management
· Scenario Briefing
· Discussion

X:XX pm – X:XX pm		Lunch

X:XX pm – X:XX pm		Module 3: Patient Monitoring 
· Scenario Briefing
· Discussion

X:XX pm – X:XX pm		Hot Wash and Conclusion
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Exercise Overview		[Sponsor Organization]
Homeland Security Exercise and Evaluation Program (HSEEP)
[bookmark: _Toc316137265]Exercise Overview
	Exercise Name
	Measles Self-Administered Tabletop Exercise

	Exercise Dates
	[Indicate the start and end dates of the exercise]

	Scope
	This exercise is a tabletop exercise planned for [exercise duration] at [exercise location].  Exercise play is limited to [exercise parameters].

	Mission Area(s)
	Response

	Core Capabilities
	[List the core capabilities being exercised]

	Objectives
	Objective 1: Discuss procedures, capabilities and readiness of the whole community and recognize and respond to presentations by potential infectious disease patients. 
Objective 2: Review and discuss plans, capabilities, and authorities for responding to a high-risk infectious disease emergency. 
Objective 3: Examine and demonstrate public notification procedures. 
Objective 4: Examine and demonstrate public notification and information sharing procedures to address messaging and coordination with stakeholders. 

	Threat or Hazard
	Measles 

	Scenario
	A camp counselor at a summer camp comes down with an illness and exposes over 300 children to the disease. 

	Sponsor
	[Insert the name of the sponsor organization, as well as any grant programs being utilized, if applicable]

	Participating Organizations
	[Insert a brief summary of the total number of participants and participation level (i.e., Federal, State, local, Tribal, non-governmental organizations (NGOs), and/or international agencies).  Consider including the full list of participating agencies in Appendix B.  Delete Appendix B if not required.]

	Point of Contact
	[Insert the name, title, agency, address, phone number, and email address of the primary exercise POC (e.g., exercise director or exercise sponsor)]



[bookmark: _Toc316137266][bookmark: _Toc336506591]Preface 
The Measles Self-Administered Tabletop Exercise is sponsored by the Virginia Department of Health (VDH). This Situation Manual (SitMan) was produced with the help, advice, and assistance of the Infectious Disease Self-Administered TTX exercise planning team. It provides exercise participants with all the necessary tools for their roles in the exercise. The exercise design team followed the guidance set forth by the Federal Emergency Management Agency (FEMA) and the Homeland Security Exercise and Evaluation Program (HSEEP).
This exercise is an unclassified exercise. Control of exercise information is based on public sensitivity regarding the nature of the exercise rather than actual exercise content. Some exercise material is intended for the exclusive use of exercise planners, facilitators, and evaluators, but players may view other materials that are necessary to their performance. All exercise participants may view the SitMan.

All exercise participants should use appropriate guidelines to ensure proper control of information within their areas of expertise and protect this material in accordance with current jurisdictional directives. Public release of exercise materials to third parties is at the discretion of VDH and the (JURISDICTION LEADING THE EXERCISE).
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[bookmark: _Toc316137267]Administrative Handling Instructions 
1. The title of this document is the Measles Self-Administered TTX Situation Manual.

2. The material provided in this report contains information that is For Official Use Only, or types of sensitive but unclassified information requiring protection against unauthorized disclosure. This document should be safeguarded, handled, transmitted, and stored in accordance with appropriate security directives governing protection and dissemination of such information. Reproduction of this document, in whole or in part, without prior approval from VDEM is prohibited.

3. At a minimum, the attached materials will be disseminated only on a need-to-know basis and, when unattended, will be stored in a locked container or area offering sufficient protection against theft, compromise, inadvertent access, and unauthorized disclosure.

4. Exercise Planning Points of Contact:

Exercise Director
[Name]
[Title]
[Phone]
[Email]
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[bookmark: _Toc316137269]General Information
[bookmark: _Toc237429486][bookmark: _Toc314749786][bookmark: _Toc316137270]Introduction
This Measles Self-Administered Tabletop Exercise Tabletop Exercise (TTX) is designed to establish a learning environment for players to exercise emergency response plans, policies, and procedures as they pertain to response and recovery from multiple threats and hazards associated with a measles outbreak. To ensure an effective exercise, subject matter experts (SMEs) and representatives from numerous State and Local agencies, and private sector have taken part in the planning process and will participate in the exercise conduct and evaluation.
This SitMan was produced at the direction of VDEM with input, advice, and assistance from the Infectious Disease Self-Administered TTX Exercise Planning Team.
[bookmark: _Toc237429487][bookmark: _Toc314749787][bookmark: _Toc316137271]Confidentiality
The Measles Self-Administered Tabletop Exercise is an unclassified exercise. Control of exercise information is based on public sensitivity regarding the nature of the exercise rather than the actual exercise content.  Some exercise material is intended for the exclusive use of exercise planners, controllers, simulators, and evaluators, but players may view other materials deemed necessary to their performance. 
All exercise participants should use appropriate guidelines to ensure the proper control of information within their areas of expertise and protect this material in accordance with current VDH directives. 
Any inquiries concerning the authorized use of this document or any other exercise-related materials should be directed to [whom] and/or the exercise planning team primary point of contact.
[bookmark: _Toc237429488][bookmark: _Toc314749788][bookmark: _Toc316137272]Purpose
The purpose of the VDH sponsored Measles Self-Administered Tabletop Exercise is to [INSERT PURPOSE STATEMENT HERE].
[bookmark: _Toc237429489][bookmark: _Toc314749789][bookmark: _Toc316137273]Scope
The Measles Self-Administered Tabletop Exercise is to run ___ hours and will include [emergency managers, local government officials, law enforcement, state partners, regional partners, private sector and non-governmental agencies from _______].
[bookmark: _Toc314749790][bookmark: _Toc316137274]Exercise Objectives and Core Capabilities
The following exercise objectives in Table 1 describe the desired outcomes for the exercise.  The objectives are linked to core capabilities, which are distinct critical elements necessary to achieve the specific mission area(s).  The objectives and aligned core capabilities are guided by elected and appointed officials and selected by the Exercise Planning Team.
	Exercise Objective
	FEMA Core Capabilities
	Public Health Preparedness Capabilities

	Objective 1: Discuss procedures, capabilities and readiness of the whole community and recognize and respond to presentations by potential infectious disease patients.
	﻿﻿Public Health, Healthcare, and Emergency Medical Services
Provide lifesaving medical treatment via Emergency Medical Services and related operations and avoid additional disease and injury by providing targeted public health, medical, and behavioral health support, and products to all affected populations.
	Community Preparedness
Community preparedness is the ability of communities to prepare for, withstand, and recover — in both the short and long terms — from public health incidents.


	Objective 2: Review and discuss plans, capabilities, and authorities for responding to a high-risk infectious disease emergency.
	﻿Health and Social Services
Restore and improve health and social services capabilities and networks to promote the resilience, independence, health (including behavioral health), and well-being of the whole community.
	Emergency Operations Coordination
Emergency operations coordination is the ability to direct and support an event or incident with public health or medical implications by establishing a standardized, scalable system of oversight, organization, and supervision consistent with jurisdictional standards and practices and with the National Incident Management System.

	Objective 3: Examine and demonstrate public notification procedures.
	﻿Public Information and Warning
Deliver coordinated, prompt, reliable, and actionable information to the whole community through the use of clear, consistent, accessible, and culturally and linguistically appropriate methods to effectively relay information regarding any threat or hazard, as well as the actions being taken and the assistance being made available, as appropriate.
	Emergency Public Information and Warning
Emergency public information and warning is the ability to develop, coordinate, and disseminate information, alerts, warnings, and notifications to the public and incident management responders.

	Objective 4: Examine and demonstrate public notification and information sharing procedures to address messaging and coordination with stakeholders.
	Intelligence and Information Sharing
Provide timely, accurate, and actionable information resulting from the planning, direction, collection, exploitation, processing, analysis, production, dissemination, evaluation, and feedback of available information concerning physical and cyber threats to the United States, its people, property, or interests; the development, proliferation, or use of WMDs; or any other matter bearing on U.S. national or homeland security by local, state, tribal, territorial, Federal, and other stakeholders. Information sharing is the ability to exchange intelligence, information, data, or knowledge among government or private sector entities, as appropriate.
	Information Sharing
Information sharing is the ability to conduct multijurisdictional, multidisciplinary exchange of health-related information and situational awareness data among federal, state, local, territorial, and tribal levels of government, and the private sector. This capability includes the routine sharing of information as well as issuing of public health alerts to federal, state, local, territorial, and tribal levels of government and the private sector in preparation for, and in response to, events or incidents of public health significance.




[bookmark: _Toc314749791][bookmark: _Toc316137275]Table 1. Exercise Objectives and Associated Core Capabilities
[bookmark: _Toc314749792][bookmark: _Toc316137276]Exercise Assumptions and Artificialities
In any exercise, assumptions and artificialities may be necessary to complete play in the time allotted and/or account for logistical limitations.  Exercise participants should accept that assumptions and artificialities are inherent in any exercise, and should not allow these considerations to negatively impact their participation.  During this exercise, the following apply:
The exercise is conducted in a no-fault learning environment wherein capabilities, plans, systems, and processes will be evaluated.
The exercise scenario is plausible, and events occur as they are presented.
All players receive information at the same time.
[bookmark: _Toc314749793][bookmark: _Toc316137277]Participant Roles and Responsibilities
The term participant encompasses many groups of people, not just those playing in the exercise. Groups of participants involved in the exercise, and their respective roles and responsibilities, are as follows:
Players.  Players are personnel who have an active role in discussing or performing their regular roles and responsibilities during the exercise.  Players discuss or initiate actions in response to the simulated emergency. 
Facilitators.  Facilitators provide situation updates and moderate discussions.  They also provide additional information or resolve questions as required.  Key Exercise Planning Team members also may assist with facilitation as subject matter experts (SMEs) during the exercise.
Evaluators.  Evaluators are assigned to observe and document certain objectives during the exercise.  Their primary role is to document player discussions, including how and if those discussions conform to plans, polices, and procedures.
Observers.  Observers do not directly participate in the exercise.  However, they may support the development of player responses to the situation during the discussion by asking relevant questions or providing subject matter expertise.
[bookmark: _Toc336506592][bookmark: _Toc314749794][bookmark: _Toc316137278]Exercise Structure
This exercise will be a multimedia, facilitated exercise.  Players will participate in the following three modules: 
Module 1: Incident Notification and Transport
Module 2: Hospital Management
Module 3: Patient Monitoring
Each module begins with a multimedia update that summarizes key events occurring within that time period.  After the updates, participants review the situation and engage in a group discussion of appropriate response issues.  For this exercise, the functional groups are as follows:
911 Dispatch or Emergency Medical Dispatch
Emergency Medical Services (EMS)
Hospitals
Virginia Department of Health
Emergency Management
Law Enforcement
[Any other groups deemed important]
[bookmark: _Toc237429494][bookmark: _Toc314749795][bookmark: _Toc316137279][bookmark: _Toc336506593]Exercise Ground Rules
The following exercise ground rules have been developed to ensure that the objectives are met in a reasonable amount of time and that the TTX runs smoothly. 
· Keep the Exercise’s Objectives in mind throughout the exercise. 
· Treat the scenario incidents as real events. Play your appropriate role. 
· Participate openly and focus discussions on appropriate topics. Asking questions, sharing thoughts, and offering forward-looking, problem-solving suggestions is strongly encouraged, as these actions will enhance the exercise experience. 
· Keep your comments focused and consider the time constraints.  The discussions will explore policies, decisions, actions, and key relevant issues, which will require participants to respect the observations, opinions and perspectives of others.
· Issues and procedures flowing from each module presented will be discussed.
· After reviewing each scenario, participants will have approximately 5 minutes to individually consider the appropriate processes, decisions, and courses of action.  Following this, a facilitated general discussion of response issues and actions related to this scenario will be conducted. 
[bookmark: _Toc314749796][bookmark: _Toc316137280]Exercise Guidelines
This exercise will be held in an open, low-stress, no-fault environment.  Varying viewpoints, even disagreements, are expected.  
Respond to the scenario using your knowledge of current plans and capabilities (i.e., you may use only existing assets) and insights derived from your training.
Decisions are not precedent setting and may not reflect your organization’s final position on a given issue.  This exercise is an opportunity to discuss and present multiple options and possible solutions.
Issue identification is not as valuable as suggestions and recommended actions that could improve response efforts.  Problem-solving efforts should be the focus.
[bookmark: _Toc237429496][bookmark: _Toc314749797][bookmark: _Toc316137281]Exercise Modules
[bookmark: _Toc237429497]The TTX is composed of three modules representing unique scenario information regarding a measles outbreak.  During the course of each module, participants will be expected to discuss preparedness, prevention, response and recovery actions for the scenario event.  Each module consists of a scenario briefing and facilitated discussions.

[bookmark: _Toc314749798][bookmark: _Toc316137282]Exercise Control
The exercise will be controlled and guided by the facilitator.  The facilitated TTX uses a scenario-based approach to create the decision-making environment for participants to act in their potential operational roles.  This is a no-fault exercise that focuses on the identification and analysis of issues of common concern. 

During the TTX, an objective facilitator will lead participants through the activities surrounding the scenarios.  The facilitator is responsible for keeping discussions on track with exercise objectives and ensuring that all issues are explored (time permitting).  In general, the facilitator will: 
· Keep side conversations to a minimum; keep discussions on track and within established time limits; control group dynamics and strong personalities; and speak competently and confidently about the subject at hand.  The facilitator will not dominate the conversation. 
· Possess subject matter expertise relevant to the issues presented in the exercise. 
· Be aware of local plans and procedures. 
Scenario briefings will be given at the beginning of each module.  Each module presents a unique timeframe within the scenario that will focus on validating capabilities and discussing preparedness, prevention, response and recovery activities.  Each briefing will be accompanied by a visual presentation, which will provide participants the situation updates for the period of time including impacts, damage information, as well as preparedness, prevention, response, and/or recovery activities occurring for that period. 

After each presentation, the facilitator will solicit discussion on key activities and decisions that individuals or organizations would perform in the specific scenario time period.  Throughout the exercise, the facilitator will press organizations to discuss their biggest challenges and make commitments on how those challenges can be addressed.  
[bookmark: _Toc237429498][bookmark: _Toc314749799][bookmark: _Toc316137283]Exercise Evaluation
Exercise evaluation is an essential element of a successful exercise program.  A good evaluation is part of a progressive exercise program where exercises are planned, conducted, and evaluated as building blocks to competency in incident management for the long–term.  The evaluation portion of the exercise program is aligned with the established program metrics. 

Evaluations provide an objective assessment of the participants’ discussions.  They have been designed to support an assessment of exercise objectives and capabilities.  The goal of evaluation is to validate strengths and identify opportunities for improvement among participating organizations. Evaluations help to identify ways to build on strengths and improve capability.  The evaluation methodology for this TTX focuses on the adequacy of and familiarity with the jurisdiction’s plans, policies, procedures, resources, and interagency/inter-jurisdictional relationships that support the performance of critical tasks required to respond to a measles outbreak.

During the TTX, an Evaluation Team will be listening for themes in discussion and issues.  These issues will then be reviewed during the Hot Wash.  Lessons learned during the exercise will allow participants to update their current response plans and strategies as needed.
[bookmark: _Toc237429499][bookmark: _Toc314749800][bookmark: _Toc316137284]Issues Hot Wash
An Evaluation Team will track the challenges, issues, and decisions discussed during the TTX.  Following the exercise, the Evaluation Team will report the key and recurring issues that were captured during the exercise.  An action planning Hot Wash session will follow to encourage participants to make observations about their performance and the issues, discussion, and decisions raised and made.
  
At the conclusion of the TTX, a summary of activities, issue discussions, and decisions of the exercise will be developed as part of the After Action Report (AAR) documenting the results of the exercise.  The report will provide major themes discussed during the tabletop exercise, decisions made, and issues resulting from discussion. The AAR will be used to identify key issues that need to be included for exercise play in future exercise activities. 
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[bookmark: _Toc316137285]Measles Primer
Measles is caused by a single-stranded, enveloped RNA virus with 1 serotype. It is classified as a member of the genus Morbillivirus in the Paramyxoviridae family. Humans are the only natural hosts of measles virus.
Symptoms and Conditions
Measles symptoms usually appear in two stages. In the first stage, most people have a fever, runny nose, redness of the eyes, and cough. The second stage begins around days 3-7 when a red blotchy rash begins to appear on the face and spreads over the entire body. The rash generally lasts 5-6 days. Small white spots, called Koplik spots, also may be seen on the gums and inside of the cheeks.
Transmission
Measles is one of the most contagious of all infectious diseases; approximately 9 out of 10 susceptible persons with close contact to a measles patient will develop measles. The virus is transmitted by direct contact with infectious droplets or by airborne spread when an infected person breathes, coughs, or sneezes. Measles virus can remain infectious in the air for up to two hours after an infected person leaves an area.
Prevention
Vaccinating as many children as possible is the best way to prevent measles cases and outbreaks. Two doses of measles vaccine are recommended for all children. The first dose of the measles, mumps, rubella vaccine (MMR) should be given at 12-15 months of age and the second dose before a child enters kindergarten (4-6 years of age). There are additional recommendations for adults and those who are traveling outside of the United States, including infants as young as 6 months of age.
Treatment
There is no specific antiviral therapy for measles. Medical care is supportive and to help relieve symptoms and address complications such as bacterial infections.
Severe measles cases among children, such as those who are hospitalized, should be treated with vitamin A. Vitamin A should be administered immediately on diagnosis and repeated the next day. The recommended age-specific daily doses are
· 50,000 IU for infants younger than 6 months of age
· 100,000 IU for infants 6–11 months of age
· 200,000 IU for children 12 months of age and older

Information provided by the Centers for Disease Control and Prevention
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[bookmark: _Toc336506596]
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Module 1:  Initial Notification and Recognition	15	[Sponsor Organization]
Homeland Security Exercise and Evaluation Program (HSEEP)
[bookmark: _Toc316137286]Module 1:  Initial Notification and Recognition
[bookmark: _Toc314393786][bookmark: _Toc314749803][bookmark: _Toc314835626][bookmark: _Toc316137287] [Month, Day, Year]: [Time]
[image: ../../../../../../../Desktop/cam]Every summer, John Lopez, an 18-year old student, works at a [Christian Science Church/camp for asthmatic children] overnight camp near [Name of Community]. Each year the camp hosts over 300 children ranging in age from 8-15 years old. John is a counselor for the 4th and 5th grade group every year. During the last week of camp, John develops a fever and a sore throat. He visits the camp nurse and is diagnosed with the common cold. John takes Dayquil in hopes of alleviating some of his symptoms so he does not have to take the day off work.  

A day later, John returns to the camp nurse complaining of achiness.  John is sent home from the camp with the recommendation that he see his primary care physician. 

John’s sore throat worsens and his eyes begin to become inflamed.  His parent’s call 911 and he is transported to the emergency room at [Insert Hospital]. 

[bookmark: _Toc336506598][bookmark: _Toc316137288]Questions
911 Dispatch or Emergency Medical Dispatch
1. What, if any, are any immediate concerns of the 911 Dispatcher? 
2. What, if any, current protocols or procedures exist to help the dispatcher make a determination regarding the potential threat of an infectious disease? Is this a warranted consideration?  
3. What trainings are or should be available for Dispatch staff on proper infectious disease reporting/dispatch procedures? 
4. What (if any) symptom-related questions could call takers ask?

EMS
1. First symptoms mimic cold or flu symptoms, what other questions might a provider ask to further identify the disease?
2. How would the transport of this patient change if he was exhibiting obvious symptoms of red blotchy rash beginning on the face and spreading to the entire body? 
3. What are the policies and procedures in place for avoiding or reducing risks of exposure amongst EMS personnel? 
4. Do EMS personnel have the appropriate PPE to handle a possible infectious disease incident? 
5. Is there or should there be a post-screening criterion present in EMS units and at EMS stations? 

[bookmark: _Toc336506599][bookmark: _Toc316137289]Module 2:  Hospital Management Of Patient
[bookmark: _Toc314393789][bookmark: _Toc314749806][bookmark: _Toc314835629][bookmark: _Toc316137290] [Month, Day, Year]: [Time]
[bookmark: _Toc336506600][image: ../../../../../../../Desktop/meas]Shortly after arriving at the hospital small red spots appear on his face along his hairline. After the initial examination the doctor isolates John in an exam room. Suspecting that the cause of illness may be measles the doctor asks for approval from the state lab to test for measles. 

The measles test comes back positive. John discloses that he spent the last week around 300 kids at a summer camp in [Insert County]. 
[bookmark: _Toc336506601][bookmark: _Toc316137291]Questions
[bookmark: _Toc314393791][bookmark: _Toc314749808][bookmark: _Toc314835631][bookmark: _Toc316137292][bookmark: _Toc336506602]Schools
1. Would the school help make contact with the students who were exposed to the disease? 
2. Can the school easily share student’s medical records with requesting health departments? 
[bookmark: _Toc314393792][bookmark: _Toc314749809][bookmark: _Toc314835632][bookmark: _Toc316137293]Health Department
1. How is the Health Department interfacing with individuals who have come in contact with the patient? 
2. Who is responsible for maintaining contact with the school during the outbreak period? 
3. What type of patient tracking is present given this level of exposure? 
[bookmark: _Toc314393793][bookmark: _Toc314749810][bookmark: _Toc314835633][bookmark: _Toc316137294]Hospitals 
1. What policies and procedures are in place for dealing with a patient with measles?
2. What is the isolation procedure for a patient with measles?
3. How will the hospital deal with staff that have been exposed to the disease? What precautions are in place already? 
4. How long will the patient need to stay under hospital supervision? What is the monitoring process entail? 
[bookmark: _Toc314393794][bookmark: _Toc314749811][bookmark: _Toc314835634][bookmark: _Toc316137295]Emergency Management
1. What is emergency management’s role in an outbreak of this type? 
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[bookmark: _Toc316137296]Module 3:  Patient Monitoring 
[bookmark: _Toc314393796][bookmark: _Toc314749813][bookmark: _Toc314835636][bookmark: _Toc316137297][Month, Day, Year]: [Time]
[bookmark: _Toc314393797][bookmark: _Toc314749814][bookmark: _Toc314835637][bookmark: _Toc316137298]John is not showing any signs of complication from the measles, and is sent home to get well. Twenty children who had been at the summer camp and have now returned home report similar symptoms of a sore throat, cough, achiness, and elevated temperature. Several of these children are sent to hospitals via ambulance, while others are brought in by their parents. Five girls go to [Insert Medical Center], six boys and seven girls go to [Insert Medical Center] and two boys go to [Insert Medical Center]. 
[bookmark: _Toc314393798][bookmark: _Toc314749815][bookmark: _Toc314835638][bookmark: _Toc316137299]The measles test confirms that fifteen of the people that sought medical attention have the virus. Many of the children left the summer camp before the confirmation that this was an active case of measles. 
[bookmark: _Toc314393799][bookmark: _Toc314749816][bookmark: _Toc314835639][bookmark: _Toc316137300]Outraged parents of the kids who attended the summer camp begin posting to social media about the camp’s poor communication regarding the outbreak. Local news picks up the story and begins reporting daily on the outbreak.  
[bookmark: _Toc336506604][bookmark: _Toc314393800][bookmark: _Toc316137301]Questions
911 Dispatch or Emergency Medical Dispatch
1. Would dispatchers be instructed to include additional screening questions? 

EMS
1. Are there protocols in place for the transport of suspected measles cases? If so, does it take into consideration transportation of family members in suspect infectious disease cases? 
2. Are their any changes to PPE protocols in response to this situation? 
3. What protocols are in place to ensure vaccine status of workers? Who is responsible for reviewing these records? To whom, would you report the vaccination status of workers? 

Hospital 
1. Do the hospitals have the capacity to handle this many measles cases? 
2. Would this trigger the activation of the hospital’s emergency response plan? 
3. What special precautions will be in place for hospital staff assigned to treat patients? 
4. What type of information would be shared with partners such as the Healthcare Coalition at this time? 
5. What protocols are in place to ensure vaccine status of workers? Who is responsible for reviewing these records? To whom, would you report the vaccination status of workers?

Virginia Department of Health
1. How will VDH contact children’s families who attended the summer camp? Does VDH have the staffing needed to accomplish this? 
2. Does the local department have a social media policy allowing them to post updates on their social media channels? 
3. How will VDH help contain the rumor mill on social media and with the public? 
4. Given that many of the children at the camp are not vaccinated how will this impact response to the incident? 
5. Is this now a public health emergency? 
6. What are the initial priorities and actions now that more patients are admitted to the hospital? 

Emergency Management 
1. Would the EOC stand up at this point in the outbreak?
2. What resources can emergency management provide to assist with dealing with this outbreak? 
3. What are the information needs of emergency management at this time? 
4. What resource assets would emergency management help manage? 
5. Would a recommendation for a local emergency declaration be made at this time? Would a local or regional JIC be stood up at this point?
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[bookmark: _Toc264817025][bookmark: _Toc336506605][bookmark: _Toc314393801][bookmark: _Toc316137302]Appendix A:  Exercise Schedule
	Time
	Activity

	[Month Day, Year]

	0000
	Registration

	0000
	Welcome and Opening Remarks

	0000
	Module 1: Initial Notification and Recognition 

	0000
	Break 

	0000
	Module 2: Hospital Management of Patient

	0000
	Lunch 

	0000
	Module 3: Patient Monitoring

	0000
	Break

	0000
	Hot Wash

	0000
	Closing Comments
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[bookmark: _Toc314393802][bookmark: _Toc316137303][bookmark: _Toc336506606]Appendix B:  Exercise Participants
	Participating Organizations

	Federal

	

	

	

	State

	

	

	

	

	[Jurisdiction A]

	

	

	

	[Jurisdiction B]
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[bookmark: _Toc336506607][bookmark: _Toc316137304][bookmark: _Toc314393803]Appendix C:  Records and Forms
The following records and forms are provided for your use during the exercise:

· Notes - Personal Response Roles—During the exercise, you may identify issues that impede your job or opportunities that may improve your role as a responder. This form will not be submitted to the exercise staff, but will be a document for you to take back to your jobs. 
· Action Item Workplan—The TTX Hot Wash session will discuss issues that were identified earlier in the exercise.  This form will help you to track issues for further discussion during the exercise.  You will not be asked to turn in this form, but you may raise issues during the Hot Wash session and may refer to your notes. 
· Participant Post-Exercise Feedback Form—Participants will be asked to provide their evaluations of the TTX in the feedback form, which should be submitted prior to leaving the event.  Participant input will help to improve future exercises.  
· Issue Cards—A participant may use issue cards to raise a question, concern or issue related to the topics of discussion, but would like to remain anonymous, does not feel comfortable asking a question aloud, or the schedule did not provide enough time for further discussion.
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[bookmark: _Toc196303809][bookmark: _Toc314733467][bookmark: _Toc314835644][bookmark: _Toc316137305]Notes – Personal Response Roles
Throughout the discussion, use this form to identify issues and needs that require resolution so you may effectively perform your personal response roles. 

What additional concepts or procedures do I need clarified? 

1. ______________________________________________________________________________________________________________________________
1. ______________________________________________________________________________________________________________________________
1. ______________________________________________________________________________________________________________________________

Other:      ________________________________________________________________________
________________________________________________________________________
                  


What changes or additions to existing plans or procedures are necessary to support or clarify my personal role? 

1. ______________________________________________________________________________________________________________________________
2. ______________________________________________________________________________________________________________________________
3. ______________________________________________________________________________________________________________________________
       
Other:      ________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________














What additional briefings or formal training do I need? 

1. ______________________________________________________________________________________________________________________________
2. ______________________________________________________________________________________________________________________________
3. ______________________________________________________________________________________________________________________________

Other:    
  ________________________________________________________________________________________________________________________________________________
                  

What equipment, information resources, space, or support staff are needed to support my personal responsibilities?

1. ______________________________________________________________________________________________________________________________
2. ______________________________________________________________________________________________________________________________
3. ______________________________________________________________________________________________________________________________
 

Other:    ________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
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	ACTION
	RESPONSIBILITY
	TIME FRAME

	1.


	
	

	2.


	
	

	3.


	
	

	4.


	
	

	5.


	
	

	6.


	
	

	7.


	
	

	8.


	
	

	9.


	
	

	10.
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Thank you for participating in this exercise. Any comments provided will be treated in a sensitive manner and all personal information will remain confidential.  Please keep comments concise, specific, and constructive.
[bookmark: _Toc311900823][bookmark: _Toc311901161][bookmark: _Toc314382372][bookmark: _Toc314493476][bookmark: _Toc314733470][bookmark: _Toc314835647][bookmark: _Toc316137308]Part I: General Information
Please enter your responses in the form field or check box after the appropriate selection.
Name:  	
Agency/Organization Affiliation:  	
Position Title:  	
[bookmark: _Toc311900824][bookmark: _Toc311901162][bookmark: _Toc314382373][bookmark: _Toc314493477][bookmark: _Toc314733471][bookmark: _Toc314835648][bookmark: _Toc316137309]Part II: Exercise Design
Please rate, on a scale of 1 to 5, your overall assessment of the exercise relative to the statements provided, with 1 indicating strong disagreement and 5 indicating strong agreement.
	Assessment Factor
	Strongly
Disagree
	Strongly Agree

	Pre-exercise briefings were informative and provided the necessary information for my role in the exercise.
	1
	2
	3
	4
	5

	The exercise scenario was plausible and realistic.
	1
	2
	3
	4
	5

	Exercise participants included the right people in terms of level and mix of disciplines.  
	1
	2
	3
	4
	5

	Participants were actively involved in the exercise.
	1
	2
	3
	4
	5

	Exercise participation was appropriate for someone in my field with my level of experience/training.
	1
	2
	3
	4
	5

	The exercise increased my understanding about and familiarity with the capabilities and resources of other participating organizations.
	1
	2
	3
	4
	5

	The exercise provided the opportunity to address significant decisions in support of critical mission areas.
	1
	2
	3
	4
	5

	After this exercise, I am better prepared to deal with the capabilities and hazards addressed.
	1
	2
	3
	4
	5



[bookmark: _Toc311900825][bookmark: _Toc311901163][bookmark: _Toc314382374][bookmark: _Toc314493478][bookmark: _Toc314733472][bookmark: _Toc314835649][bookmark: _Toc316137310]Part III: Participant Feedback
1. I observed the following strengths during this exercise (please select the corresponding capability and applicable element related to the strength):
	Strengths

	

	

	



2. I observed the following areas for improvement during this exercise (please select the corresponding capability and applicable element related to the area for improvement):
	Areas for Improvement

	

	

	


3. 
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[PROTECTIVE MARKING, AS APPROPRIATE]
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4. What specific training opportunities helped you (or could have helped you) prepare for this exercise?  Please provide specific course names if applicable.
	Training
	Completed Prior to Exercise? (Y/N)

	
	

	
	

	
	

	
	

	
	


5. Which exercise materials were most useful?  Please identify any additional materials or resources that would be useful.










6. Please provide any recommendations on how this exercise or future exercises could be improved or enhanced. 
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Issue Card
This Issue Card is provided for you to present any issue you would like raised during the tabletop exercise.  Please fill out the card and hand it to one of the exercise staff.

Topic:


Issue:




Recommendation:








Issue Card
This Issue Card is provided for you to present any issue you would like raised during the tabletop exercise.  Please fill out the card and hand it to one of the exercise staff.

Topic:


Issue:




Recommendation:
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	Resource Title
	Link

	Measles for Healthcare Professionals 
	http://www.cdc.gov/measles/hcp/index.html

	Manual for the Surveillance of Vaccine-Preventable Disease 
	http://www.cdc.gov/vaccines/pubs/surv-manual/chpt07-measles.html

	Measles Fact Sheet
	http://www.vdh.virginia.gov/Epidemiology/factsheets/pdf/Measles.pdf

	Measles Surveillance Worksheet
	https://www.vdh.virginia.gov/Epidemiology/Immunization/documents/Surveillance/app07_measl_wksht.pdf
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	Acronym
	Term

	AAM
	After Action Meeting

	AAR
	After Action Report

	DHS
	U.S. Department of Homeland Security

	EEGs
	Exercise Evaluation Guides

	EMS
	Emergency Medical Services

	HSEEP
	Homeland Security Exercise and Evaluation Program

	POC
	Point of Contact

	SitMan
	Situation Manual

	SME
	Subject Matter Expert

	TTX
	Tabletop Exercise
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2015 Report of the Committee  
on Infectious Diseases



Measles
CLINICAL MANIFESTATIONS: Measles is an acute viral disease characterized by fever, 
cough, coryza, and conjunctivitis, followed by a maculopapular rash beginning on the 
face and spreading cephalocaudally and centrifugally. During the prodromal period, a 
pathognomonic enanthema (Koplik spots) may be present. Complications of  measles, 
including otitis media, bronchopneumonia, laryngotracheobronchitis (croup), and diar-
rhea, occur commonly in young children and immunocompromised hosts. Acute enceph-
alitis, which often results in permanent brain damage, occurs in approximately 1 of  every 
1000 cases. In the postelimination era, death, predominantly resulting from respiratory 
and neurologic complications, has occurred in 1 to 3 of  every 1000 cases reported in 
the United States. Case-fatality rates are increased in children younger than 5 years and 
in immunocompromised children, including children with leukemia, human immuno-
deficiency virus (HIV) infection, and severe malnutrition (including vitamin A deficiency). 
Sometimes the characteristic rash does not develop in immunocompromised patients.



Subacute sclerosing panencephalitis (SSPE) is a rare degenerative central nervous 
system disease characterized by behavioral and intellectual deterioration and seizures that 
occurs 7 to 11 years after wild-type measles virus infection, occurring at a rate of  4 to 
11 per 100 000 measles cases, with higher rates if  measles occurs before 2 years of  age. 
Widespread measles immunization has led to the virtual disappearance of  SSPE in the 
United States.



ETIOLOGY: Measles virus is an enveloped RNA virus with 1 serotype, classified as a mem-
ber of  the genus Morbillivirus in the Paramyxoviridae family.



EPIDEMIOLOGY: The only natural host of  measles virus is humans. Measles is transmitted 
by direct contact with infectious droplets or, less commonly, by airborne spread. Measles 
is one of  the most highly communicable of  all infectious diseases. In temperate areas, the 
peak incidence of  infection usually occurs during late winter and spring. In the prevaccine 
era, most cases of  measles in the United States occurred in preschool- and young school-
aged children, and few people remained susceptible by 20 years of  age. The childhood 
and adolescent immunization program in the United States has resulted in a greater than 
99% decrease in the reported incidence of  measles and interruption of  endemic disease 
transmission since measles vaccine first was licensed in 1963.



From 1989 to 1991, the incidence of  measles in the United States increased because 
of  low immunization rates in preschool-aged children, especially in urban areas. 
Following improved coverage in preschool-aged children and implementation of  a routine 
second dose of  measles-mumps-rubella (MMR) vaccine for children, the incidence of  
measles declined to extremely low levels (<1 case per 1 million population). In 2000, an 



The content in this chapter was updated on 2/20/15 and the changes are highlighted within the text.











image6.emf



independent panel of  internationally recognized experts reviewed available data and 
unanimously agreed that measles no longer was endemic (defined as continuous, year-
round transmission) in the United States. In the postelimination era from 2001 through 
2012, a median of  60 measles cases were reported annually (range: 37–220). In 2008,  
2011, and 2013, the numbers of  reported cases were 140, 220, and 189, respectively; 
these larger numbers of  cases were attributable to an increase in the number of  importa-
tions and/or spread from importations. The number of  measles outbreaks (defined as  
3 or more cases linked in time and space) that occurred during this time period ranged 
from 2 to 16 per year. In the first half  of  2014, 514 measles cases from 16 outbreaks  
were reported in 20 states. Forty-eight separate importations occurred. Among the 506 
US cases for which information was known, 81% were in unvaccinated people, 12% of  
those infected had an unknown vaccination status (78% of  those were adults), and 7% of  
those infected were vaccinated (including 5% with 2 or more doses). Among the unvac-
cinated people who became infected, 87% cited personal belief  exemptions for not being 
immunized, 3% were unvaccinated travelers 6 months to 2 years of  age, and 5% were too 
young to be vaccinated. This is the largest number of  measles cases in the United States 
since 1994.



Progress continues toward global control and regional measles elimination. During 
2000–2013, annual reported measles incidence declined 72% worldwide, from 146 to 40 
per million population, and annual estimated measles deaths declined 75%, from 544 200 
to 145 700.1 Four of  six WHO regions have established regional verification commissions; 
in the European and Western Pacific regions, 19 member states successfully documented 
the absence of  endemic measles. Resuming progress toward 2015 milestones and elimi-
nation goals will require countries and their partners to raise the visibility of  measles 
elimination, address barriers to measles vaccination, and make substantial and sustained 
additional investments in strengthening health systems.



Vaccine failure occurs in as many as 5% of  people who have received a single dose 
of  vaccine at 12 months or older. Although waning immunity after immunization may 
be a factor in some cases, most cases of  measles in previously immunized children seem 
to occur in people in whom response to the vaccine was inadequate (ie, primary vaccine 
failures). This was the main reason a 2-dose vaccine schedule was recommended routinely 
for children and high-risk adults.



Patients are contagious from 4 days before the rash to 4 days after appearance of  the 
rash. Immunocompromised patients who may have prolonged excretion of  the virus in 
respiratory tract secretions can be contagious for the duration of  the illness. Patients with 
SSPE are not contagious.



The incubation period generally is 8 to 12 days from exposure to onset of  symp-
toms. In family studies, the average interval between appearance of  rash in the index case 
and subsequent cases is 14 days, with a range of  7 to 21 days. In SSPE, the mean incuba-
tion period of  84 cases reported between 1976 and 1983 was 10.8 years.



DIAGNOSTIC TESTS: Measles virus infection can be diagnosed by a positive serologic 
test result for measles immunoglobulin (Ig) M antibody, a significant increase in measles 
IgG antibody concentration in paired acute and convalescent serum specimens (col-
lected at least 10 days apart) by any standard serologic assay, or isolation of  measles virus 



1 Centers for Disease Control and Prevention. Progress toward regional measles elimination—worldwide,  
2000–2013. MMWR Morb Mortal Wkly Rep. 2014;63(45):1034–1038
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or identification of  measles RNA (by reverse transcriptase-polymerase chain reaction 
[RT-PCR] assay) from clinical specimens, such as urine, blood, or throat or nasopha-
ryngeal secretions (the latter 2 are preferred specimens, and sampling more than 1 site 
may increase yield). State public health laboratories or the Centers for Disease Control 
and Prevention (CDC) Measles Laboratory will process these viral specimens. Isolation 
of  measles virus is not recommended routinely, although viral isolates are important for 
molecular epidemiologic surveillance. The simplest method of  establishing the diagnosis 
of  measles is testing for IgM antibody on a single serum specimen obtained during the 
first encounter with a person suspected of  having disease, and if  the result is positive, it 
is a good measure for a presumptive case. The sensitivity of  measles IgM assays varies 
by timing of  specimen collection, immunization status of  the case, and the assay. IgM 
capture assays often have positive results on the day of  rash onset. However, up to 20% 
of  assays for IgM may have a false-negative result in the first 72 hours after rash onset. 
If  the result is negative for measles IgM and the patient has a generalized rash lasting 
more than 72 hours, a second serum specimen should be obtained, and the measles 
IgM test should be repeated. Measles IgM is detectable for at least 1 month after rash 
onset in unimmunized people but might be absent or present only transiently in people 
immunized with 1 or 2 vaccine doses. Therefore, a negative IgM test result should not 
be used to rule out the diagnosis in immunized people. In populations with high vaccine 
coverage, such as the United States, it is recommended that diagnostic testing for measles 
include both serologic and virologic testing. People with febrile rash illness who are sero-
negative for measles IgM (and have negative RT-PCR assay results for measles, if  tested) 
should be tested for rubella using the same specimens. Diagnostic testing for measles 
should include both serologic and virologic tests. Genotyping of  viral isolates allows 
determination of  patterns of  importation and transmission, and genome sequencing can 
be used to differentiate between wild-type and vaccine virus infection in those who have 
been immunized recently. All cases of  suspected measles should be reported immediately 
to the local or state health department without waiting for results of  diagnostic tests. 
Measles is on the list of  nationally notifiable diseases that should be reported to the CDC 
within 24 hours.



TREATMENT: No specific antiviral therapy is available. Measles virus is susceptible in vitro 
to ribavirin, which has been given by the intravenous and aerosol routes to treat severely 
affected and immunocompromised children with measles. However, no controlled tri-
als have been conducted, and ribavirin is not approved by the US Food and Drug 
Administration for treatment of  measles.
Vitamin A. Vitamin A treatment of  children with measles in developing countries has 
been associated with decreased morbidity and mortality rates. Low serum concentra-
tions of  vitamin A also have been found in children in the United States, and children 
with more severe measles illness have lower vitamin A concentrations. The World Health 
Organization currently recommends vitamin A for all children with acute measles, 
regardless of  their country of  residence. Vitamin A for treatment of  measles is adminis-
tered once daily for 2 days, at the following doses:
• 200 000 IU for children 12 months or older;
• 100 000 IU for infants 6 through 11 months of  age; and
• 50 000 IU for infants younger than 6 months.
• An additional (ie, a third) age-specific dose should be given 2 through 4 weeks later to 



children with clinical signs and symptoms of  vitamin A deficiency.
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Even in countries where measles usually is not severe, vitamin A should be given to all 
children with severe measles (eg, requiring hospitalization). Parenteral and oral formula-
tions of  vitamin A are available in the United States.



ISOLATION OF THE HOSPITALIZED PATIENT: In addition to standard precautions, air-
borne transmission precautions are indicated for 4 days after the onset of  rash in other-
wise healthy children and for the duration of  illness in immunocompromised patients. 
Exposed susceptible patients should be placed on airborne precautions from day 5 after 
first exposure until day 21 after last exposure.1



CONTROL MEASURES:
Evidence of Immunity to Measles.2 Evidence of  immunity to measles includes any of  the 
following:
1. Documentation of  age-appropriate vaccination with a live measles virus-containing 



vaccine:
• preschool-aged children: 1 dose;
• school-aged children (grades K-12): 2 doses;



2. Laboratory evidence of  immunity;
3. Laboratory confirmation of  disease;
4. Born before 1957.
Care of Exposed People.



Use of Vaccine. Available data suggest that measles vaccine, if  given within 72 hours of  
measles exposure to susceptible individuals, will provide protection or disease modifica-
tion in some cases. Measles vaccine should be considered in all exposed individuals who 
are vaccine-eligible and who have not been vaccinated or have received only 1 dose of  
vaccine. If  the exposure does not result in infection, the vaccine should induce protection 
against subsequent measles exposures. Immunization is the intervention of  choice for con-
trol of  measles outbreaks in schools and child care centers and for vaccine-eligible people 
12 months and older.



Use of Immune Globulin. Immune Globulin (IG) can be administered either intramus-
cularly (IGIM) or intravenously (IGIV) within 6 days of  exposure to prevent or modify 
measles in people who do not have evidence of  measles immunity. The recommended 
dose of  IGIM is 0.50 mL/kg, administered intramuscularly (the maximum dose by vol-
ume is 15 mL). IGIV is the recommended IG preparation for pregnant women without 
evidence of  measles immunity and for severely immunocompromised hosts2 regardless 
of  immunologic or vaccination status, including patients with severe primary immuno-
deficiency; patients who have received a bone marrow transplant until at least 12 months 
after finishing all immunosuppressive treatment, or longer in patients who have developed 
graft-versus-host disease; patients on treatment for ALL within and until at least 6 months 
after completion of  immunosuppressive chemotherapy; and people with human immu-
nodeficiency virus (HIV) infection or acquired immunodeficiency syndrome (AIDS) who 
have severe immunosuppression defined as CD4+ T-lymphocyte percentage <15% (all 



1 Siegal JD, Rhinehart E, Jackson M, Chiarello L; Centers for Disease Control and Prevention, Healthcare 
Infection Control Practices Advisory Committee. 2007 Guideline for Isolation Precautions: Preventing 
Transmission of  Infectious Agents in Healthcare Settings. Atlanta, GA: Centers for Disease Control and 
Prevention; 2007. Available at: www.cdc.gov/hicpac/pdf/isolation/Isolation2007.pdf



2 Centers for Disease Control and Prevention. Prevention of  measles, rubella, congenital rubella syndrome, and 
mumps, 2013 summary: recommendations of  the Advisory Committee on Immunization Practices (ACIP). 
MMWR Recomm Rep. 2013;62(RR-04):1–34
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ages) or CD4+ T-lymphocyte count <200 lymphocytes/mm3 (older than 5 years) and 
those who have not received MMR vaccine since receiving effective ART. This is because 
these groups may be at higher risk of  severe measles and complications, and people who 
weigh >30 kg will receive less than the recommended dose with IGIM preparations. IGIV 
is administered at a dose of  400 mg/kg. For patients who already are receiving IGIV at 
regularly scheduled intervals, the usual dose of  400 mg/kg should be adequate for mea-
sles prophylaxis after exposures occurring within 3 weeks of  receiving IGIV. For people 
routinely receiving Immune Globulin Subcutaneous (IGSC) therapy, administration of  at 
least 200 mg/kg body weight for 2 consecutive weeks before measles exposure should be 
sufficient. IG is not indicated for household or other close contacts who have received 1 
dose of  vaccine at 12 months or older unless they are severely immunocompromised (as 
defined previously).



For children who receive IG for modification or prevention of  measles after exposure, 
measles vaccine (if  not contraindicated) should be administered 6 months (if  the dose 
was 0.5 mL/kg) after IG administration, provided the child is at least 12 months of  age. 
Intervals vary between administration of  IGIV or other biologic products and measles-
containing vaccines (see Table 1.10, p 000).



HIV Infection.1 HIV-infected children who are exposed to measles require prophylaxis on 
the basis of  immune status and measles vaccine history. HIV-infected children who have 
serologic evidence of  immunity or who received 2 doses of  measles vaccine after initiation 
of  ART with no or moderate immunosuppression (see Human Immunodeficiency Virus 
Infection, p 000) should be considered immune and will not require any additional mea-
sures to prevent measles. Severely immunocompromised patients (including HIV-infected 
people with CD4+ T-lymphocyte percentages <15% [all ages] or CD4+ T-lymphocyte 
counts >200/mm3 [age <5 years] and those who have not received MMR vaccine since 
receiving combination antiretroviral therapy [cART]) who are exposed to measles should 
receive IGIV prophylaxis regardless of  vaccination status, because they may not be pro-
tected by the vaccine. Some experts would include all HIV-infected people, regardless of  
immunologic status or MMR vaccine history, as needing IGIV prophylaxis. HIV-infected 
children who have received IGIV within 3 weeks of  exposure do not require additional 
passive immunization.



Health Care Personnel. To decrease health care-associated infection, immunization pro-
grams should be established to ensure that all people who work or volunteer in health 
care facilities (including students) who may be in contact with patients with measles have 
presumptive evidence of  immunity to measles (see Health Care Personnel, p 00).
Measles Vaccine Recommendations (see Table 3.38, p 000, for summary).



Use of MMR Vaccine. The only measles vaccine licensed in the United States is a live 
further-attenuated strain prepared in chicken embryo cell culture. Measles vaccines provided 
through the Expanded Programme on Immunization in resource-limited countries meet 
the World Health Organization standards and usually are comparable to the vaccine avail-
able in the United States. Measles vaccine is available in combination formulations, which 
include measles-mumps-rubella (MMR) and measles-mumps-rubella-varicella (MMRV) 
vaccines. Single-antigen measles vaccine no longer is available in the United States. Measles-
containing vaccine in a dose of  0.5 mL is administered subcutaneously. Measles-containing 



1 Centers for Disease Control and Prevention. Prevention of  measles, rubella, congenital rubella syndrome, and 
mumps, 2013 summary: recommendations of  the Advisory Committee on Immunization Practices (ACIP). 
MMWR Recomm Rep. 2013;62(RR-04):1–34
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Table 3.38. Recommendations for Measles Immunizationa



Category Recommendations
Unimmunized, no history of  measles (12 



through 15 mo of  age)
MMR vaccine is recommended at 12 through  



15 mo of  age; a second dose is recommended 
at least 28 days after the first dose and usually 
is given at 4 through 6 y of  age



Children 6 through 11 mo of  age in epidemic 
situationsb or before international travel 



Immunize with MMR vaccine, but this dose is not 
considered valid, and 2 valid doses administered 
on or after the first birthday are required. The 
first valid dose should be administered at 12 
through 15 mo of  age; the second valid dose is 
recommended at least 28 days later and usually is 
given at 4 through 6 y of  age



Students in kindergarten, elementary, middle, 
and high school who have received 1 dose 
of  measles vaccine at 12 mo of  age or older



Administer the second dose



Students in college and other post-high school 
institutions who have received 1 dose of  
measles vaccine at 12 mo of  age or older



Administer the second dose



History of  immunization before the first 
birthday



Dose not considered valid; immunize (2 doses)



History of  receipt of  inactivated measles 
vaccine or unknown type of  vaccine, 
1963–1967



Dose not considered valid; immunize (2 doses)



Further attenuated or unknown vaccine given 
with IG



Dose not considered valid; immunize (2 doses)



Allergy to eggs Immunize; no reactions likely (see text for details)



Neomycin allergy, nonanaphylactic Immunize; no reactions likely (see text for details)



Severe hypersensitivity (anaphylaxis) to  
neomycin or gelatin



Avoid immunization



Tuberculosis Immunize (see Tuberculosis, p 000); if  patient has 
untreated tuberculosis disease, start antituber-
culosis therapy before immunizing



Measles exposure Immunize or give IG, depending on 
circumstances (see text, p 000)



HIV infected Immunize (2 doses) unless severely immunocom-
promised (see text, p 000); administration of  
IG if  exposed to measles is based on degree of  
immunosuppression and measles vaccine his-
tory (see text, p 000)



Personal or family history of  seizures Immunize; advise parents of  slightly increased 
risk of  seizures



Immunoglobulin or blood recipient Immunize at the appropriate interval (see 
Table 1.10, p 000)



MMR indicates measles-mumps-rubella vaccine; MMRV, measles-mumps-rubella-varicella vaccine; IG, Immune Globulin; HIV, 
human immunodeficiency virus.
a See text for details and recommendations for use of  MMRV vaccine.
b Determined at the local level depending on outbreak epidemiology and risk of  exposure for infants (see Outbreak Control, p 000).
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vaccines can be given simultaneously with other immunizations in a separate syringe at a 
separate site (see Simultaneous Administration of  Multiple Vaccines, p 00).



Serum measles antibodies develop in approximately 95% of  children immunized 
at 12 months of  age and 98% of  children immunized at 15 months of  age. Protection 
conferred by a single dose is durable in most people. A small proportion (5% or less) of  
immunized people may lose protection after several years. For measles control and elimi-
nation, 2 doses of  vaccine are required. More than 99% of  people who receive 2 doses 
(separated by at least 28 days, and the first dose administered on or after the first birthday) 
develop serologic evidence of  measles immunity. The second dose provides protection 
to those failing to respond to their primary measles immunization and, therefore, is not 
a booster dose. Immunization is not deleterious for people who already are immune. 
Immunized people do not shed or transmit measles vaccine virus.



Improperly stored vaccine may fail to protect against measles. Since 1979, an 
improved stabilizer has been added to the vaccine that makes it more resistant to heat 
inactivation. For recommended storage of  MMR and MMRV vaccines, see the manufac-
turers’ package labels. MMRV vaccine must be stored frozen between –58°F and +5°F.



Age of Routine Immunization. The first dose of  MMR vaccine should be given at 12 
through 15 months of  age. Delays in administering the first dose contributed to large 
outbreaks in the United States from 1989 to 1991. The second dose is recommended rou-
tinely at school entry (ie, 4 through 6 years of  age) but can be given at any earlier age (eg, 
during an outbreak or before international travel), provided the interval between the first 
and second MMR doses is at least 28 days. Catch-up second dose immunization should 
occur for all school children (elementary, middle, high school) who have received only 
1 dose, including at the adolescent visit at 11 through 12 years of  age and beyond. If  a 
child receives a dose of  measles vaccine before 12 months of  age, this dose is not counted 
toward the required number of  doses, and 2 additional doses are required beginning at 12 
through 15 months of  age and separated by at least 28 days.



Use of MMRV Vaccine.1,2



• MMRV vaccine is indicated for simultaneous immunization against measles, mumps, 
rubella, and varicella among children 12 months through 12 years of  age; MMRV vac-
cine is not indicated for people outside this age group. See Varicella-Zoster Infections, 
p 000, for recommendations for use of  MMRV vaccine for the first dose.



• Children with HIV infection also should not receive MMRV vaccine because of  lack of  
safety data of  the quadrivalent vaccine in children infected with HIV.



• MMRV vaccine may be administered with other vaccines recommended at 12 through 
15 months of  age and before or at 4 through 6 years of  age (http://redbook.
solutions.aap.org/SS/Immunization_Schedules.aspx).



• At least 28 days should elapse between a dose of  measles-containing vaccine, such as 
MMR vaccine, and a dose of  MMRV vaccine. However, the recommended minimal 
interval between MMRV vaccine doses is 90 days.



1 Centers for Disease Control and Prevention. Use of  combination measles, mumps, rubella, and varicella vac-
cine: recommendations of  the Advisory Committee on Immunization Practices (ACIP). MMWR Recomm Rep. 
2010;59(RR-3):1–12



2 American Academy of  Pediatrics, Committee on Infectious Diseases. Prevention of  varicella: update 
of  recommendations for use of  quadrivalent and monovalent varicella vaccines in children. Pediatrics. 
2011;128(3):630–632











image12.emf



• Febrile seizures occur in 7 to 9 per 10 000 children receiving the first dose of  MMRV 
vaccine at 12 through 23 months of  age and in 3 to 4 per 10 000 children receiving the 
first dose of  MMR and varicella vaccines administered separately at the same visit at 
12 through 23 months of  age. Thus, 1 additional febrile seizure is expected to occur 
per approximately 2300 to 2600 children 12 through 23 months of  age immunized 
with MMRV vaccine, compared with separate MMR and monovalent varicella vac-
cines. The period of  risk for febrile seizures is from 5 to 12 days following receipt of  the 
vaccine. Febrile seizures do not predispose to epilepsy or neurodevelopmental delays 
later in life and have no lasting medical consequence. The benefit of  using MMRV 
instead of  MMR and monovalent varicella vaccines separately is that the quadrivalent 
product results in one fewer injection. The American Academy of  Pediatrics recom-
mends that for the first dose of  measles, mumps, rubella, and varicella vaccines at ages 
12 through 47 months, either MMR and varicella vaccines or MMRV vaccine be used. 
Pediatricians should discuss risks and benefits of  the vaccine choices with the parents or 
caregivers. For the first dose of  measles, mumps, rubella, and varicella vaccines at ages 
48 months and older and for dose 2 at any age (15 months through 12 years), use of  
MMRV vaccine generally is preferred over separate injections of  MMR and varicella 
vaccines to minimize the number of  injections.



Colleges and Other Institutions for Education Beyond High School. Colleges and other institu-
tions should require that all entering students have documentation of  evidence of  measles 
immunity: serologic evidence of  immunity, or receipt of  2 doses of  measles-containing 
vaccines administered at least 28 days apart. Students without documentation of  measles 
immunity should receive MMR vaccine on entry, followed by a second dose 28 days later, 
if  not contraindicated.



Immunization During an Outbreak. During an outbreak, MMR vaccine should be offered 
to all people exposed or in the outbreak setting who lack evidence of  measles immunity. 
During a community-wide outbreak affecting infants, MMR vaccine has been shown to be 
efficacious and may be recommended for infants 6 through 11 months of  age (see Outbreak 
Control, p 000). However, seroconversion rates after MMR immunization are significantly 
lower in children immunized before the first birthday than in children immunized after the 
first birthday because of  the presence of  maternal antibody in some children. Therefore, 
doses received prior to the first birthday should not count toward the recommended 2-dose 
series. Children immunized before their first birthday should be reimmunized with MMR 
or MMRV vaccine at 12 through 15 months of  age (at least 28 days after the initial measles 
immunization) and again at school entry (4 through 6 years of  age).



International Travel. People traveling internationally (any location outside of  the United 
States) should be immune to measles. Infants 6 through 11 months of  age should receive 
1 dose of  MMR vaccine before departure, and then they should receive a second dose 
of  measles-containing vaccine at 12 through 15 months of  age (at least 28 days after the 
initial measles immunization) and a third dose at 4 through 6 years of  age. Children 12 
through 15 months of  age should be given their first dose of  MMR vaccine before departure 
and again by 4 through 6 years of  age. Children 12 months of  age or older who have received 
1 dose and are traveling to areas where measles is endemic or epidemic should receive their 
second dose before departure, provided the interval between doses is 28 days or more.



International Adoptees. The US Department of  State requires that internationally 
adopted children 10 years and older receive several vaccines, including MMR, before 
entry into the United States. Internationally adopted children who are younger than 
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10 years are exempt from Immigration and Nationality Act regulations pertaining to 
immunization of  immigrants before arrival in the United States (see Refugees and 
Immigrants, p 00); adoptive parents are required to sign a waiver indicating their inten-
tion to comply with US immunization recommendations after their child’s arrival in the 
United States.



Health Care Personnel.1 Adequate presumptive evidence of  immunity to measles for 
people who work in health care facilities is: (1) documented administration of  2 doses of  
live-virus measles vaccine with the first dose administered at ≥12 months of  age and the 
second dose at least 28 days after the first; (2) laboratory evidence of  immunity or labora-
tory confirmation of  disease; or (3) birth before 1957. Birth before 1957 is not a guarantee 
of  measles immunity, and therefore, facilities should consider vaccinating unimmunized 
personnel who lack laboratory evidence of  immunity who were born before 1957 with 
2 doses of  MMR vaccine at the appropriate interval (see Health Care Personnel, p 00). 
For recommendations during an outbreak, see Outbreak Control (p 000).
Adverse Events. A temperature of  39.4°C (103°F) or higher develops in approximately 5% 
to 15% of  vaccine recipients, usually between 6 and 12 days after receipt of  MMR vac-
cine; fever generally lasts 1 to 2 days but may last as long as 5 days. Most people with fever 
otherwise are asymptomatic. Transient rashes have been reported in approximately 5% 
of  vaccine recipients. Recipients who develop fever and/or rash are not considered conta-
gious. Febrile seizures 5 to 12 days after immunization occur in 1 in 3000 to 4000 people 
immunized with MMR vaccine. Transient thrombocytopenia occurs in 1 in 22 000 to 
40 000 people after administration of  measles-containing vaccines, specifically MMR (see 
Thrombocytopenia, p 000). There is no evidence that reimmunization increases the risk of  
adverse events in people already immune to these diseases. Data indicate that only people 
who are not immune to the viruses in MMR tend to have adverse effects. Thus, events fol-
lowing a second dose of  MMR vaccine would be expected to be substantially lower than 
after a first dose, because most people who received a first dose would be immune.



Rates of  most local and systemic adverse events for children immunized with MMRV 
vaccine are comparable to rates for children immunized with MMR and varicella vac-
cines administered concomitantly. However, recipients of  a first dose of  MMRV vaccine 
have a greater rate of  fever 102°F (38.9°C) or higher than do recipients of  MMR and 
varicella administered concomitantly (22% vs 15%, respectively), and measles-like rash is 
observed in 3% of  recipients of  MMRV vaccine and 2% of  recipients of  MMR and vari-
cella vaccines administered concomitantly.



The reported frequency of  central nervous system conditions, such as encephalitis 
and encephalopathy, after measles immunization is less than 1 per million doses admin-
istered in the United States. Because the incidence of  encephalitis or encephalopathy 
after measles immunization in the United States is lower than the observed incidence of  
encephalitis of  unknown cause, some or most of  the rare reported severe neurologic dis-
orders may be related temporally, rather than causally, to measles immunization. Multiple 
studies, as well as an Institute of  Medicine Vaccine Safety Review, refute a causal rela-
tionship between autism and MMR vaccine or between inflammatory bowel disease and 
MMR vaccine. The original 1998 study claiming such a relationship was retracted by the 
publishing journal in 2010, and the lead author has had his medical license revoked in 
Great Britain.



1 Centers for Disease Control and Prevention. Immunization of  health-care personnel: recommendations of  the 
Advisory Committee on Immunization Practices (ACIP). MMWR Recomm Rep. 2011;60(RR-07):1–45
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Seizures. Risk of  febrile seizures following receipt of  MMR and MMRV vaccines at 12 
through 23 months of  age is discussed earlier in the chapter (see Use of  MMRV Vaccine, 
p 000). Children with histories of  seizures or children whose first-degree relatives have his-
tories of  seizures may be at a slightly increased risk of  a seizure and should be immunized 
with separate MMR and varicella vaccines, because the benefits greatly outweigh the risks.



Subacute Sclerosing Panencephalitis. Measles vaccine, by protecting against measles, 
decreases significantly the possibility of  developing SSPE. Vaccine-strain measles virus 
never has been confirmed in a case of  SSPE.
Precautions and Contraindications (also see Table 1.10, p 000).



Febrile Illnesses. Children with minor illnesses, such as upper respiratory tract infections, 
may be immunized (see Vaccine Safety and Contraindications, p 00). Fever is not a con-
traindication to immunization. However, if  other manifestations suggest a more serious 
illness, the immunization should be deferred until the illness has resolved.



Allergic Reactions. Hypersensitivity reactions occur rarely and usually are minor, con-
sisting of  wheal-and-flare reactions or urticaria at the injection site. Reactions have been 
attributed to trace amounts of  neomycin or gelatin or some other component in the vac-
cine formulation. Anaphylaxis is rare. Measles vaccine is produced in chicken embryo cell 
culture and does not contain significant amounts of  egg white (ovalbumin) cross-reacting 
proteins. Children with egg allergy are at low risk of  anaphylactic reactions to measles-
containing vaccines (including MMR and MMRV). Skin testing of  children for egg 
allergy is not predictive of  reactions to MMR vaccine and is not recommended before 
administering MMR or other measles-containing vaccines. People with allergies to chick-
ens or feathers are not at increased risk of  reaction to the vaccine.



People who have had a significant hypersensitivity reaction after the first dose of  
measles vaccine should: (1) be tested for measles immunity, and if  immune, should not be 
given a second dose; or (2) receive evaluation and possible skin testing before receiving a 
second dose. People who have had an immediate anaphylactic reaction to previous mea-
sles immunization should not be reimmunized but should be tested to determine whether 
they are immune.



People who have experienced anaphylactic reactions to gelatin or topically or systemi-
cally administered neomycin should receive measles vaccine only in settings where such 
reactions can be managed and after consultation with an allergist or immunologist. Most 
often, however, neomycin allergy manifests as contact dermatitis, which is not a contrain-
dication to receiving measles vaccine.



Thrombocytopenia. Rarely, MMR vaccine can be associated with thrombocytopenia 
within 2 months of  immunization, with a temporal clustering 2 to 3 weeks after immu-
nization. On the basis of  case reports, the risk of  vaccine-associated thrombocytopenia 
may be higher for people who previously experienced thrombocytopenia, especially if  
it occurred in temporal association with earlier MMR immunization. The decision to 
immunize these children should be based on assessment of  immunity after the first dose 
and the benefits of  protection against measles, mumps, and rubella in comparison with 
the risks of  recurrence of  thrombocytopenia after immunization. The risk of  thrombo-
cytopenia is higher after the first dose of  vaccine than after the second dose. There have 
been no reported cases of  thrombocytopenia associated with receipt of  MMR vaccine 
that have resulted in hemorrhagic complications or death in otherwise healthy people.



Recent Administration of IG. IG preparations interfere with the serologic response to mea-
sles vaccine for variable periods, depending on the dose of  IG administered. Suggested 
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intervals between IG or blood-product administration and measles immunization are 
given in Table 1.10 (p 000). If  vaccine is given at intervals shorter than those indicated, 
as may be warranted if  the risk of  exposure to measles is imminent, the child should be 
reimmunized at or after the appropriate interval for immunization (and at least 28 days 
after the earlier immunization) unless serologic testing indicates that measles-specific anti-
bodies were produced.



If  IG is to be administered in preparation for international travel, administration of  
vaccine should precede receipt of  IG by at least 2 weeks to preclude interference with rep-
lication of  the vaccine virus.



Tuberculosis. Tuberculin skin testing is not a prerequisite for measles immunization. 
Antituberculosis therapy should be initiated before administering MMR vaccine to people 
with untreated tuberculosis infection or disease. Tuberculin skin testing, if  otherwise 
indicated, can be performed on the day of  immunization. Otherwise, testing should be 
postponed for 4 to 6 weeks, because measles immunization temporarily may suppress 
tuberculin skin test reactivity.



Altered Immunity. Immunocompromised patients with disorders associated with increased 
severity of  viral infections should not be given live-virus measles vaccine (the exception is 
people with HIV infection, unless they have evidence of  severe immunosuppression; see 
Immunocompromised Children, p 000, and HIV Infection, p 000). The risk of  exposure 
to measles for immunocompromised patients can be decreased by immunizing their close 
susceptible contacts. Immunized people do not shed or transmit measles vaccine virus. 
Management of  immunodeficient and immunosuppressed patients exposed to measles can 
be facilitated by previous knowledge of  their immune status. If  possible, children should 
receive measles vaccine prior to initiating treatment with biological response modifiers, such 
as tumor necrosis factor antagonists. Susceptible patients with immunodeficiencies should 
receive IG after measles exposure (see Care of  Exposed People, p 000).



Corticosteroids. For patients who have received high doses of  corticosteroids (≥2 mg/
kg of  body weight or ≥20 mg/day of  prednisone or its equivalent for people who weigh 
>10 kg) for 14 days or more and who otherwise are not immunocompromised, the rec-
ommended interval between stopping the corticosteroids and immunization is at least 
1 month (see Immunocompromised Children, p 000). In general, inhaled steroids do not 
cause immunosuppression and are not a contraindication to measles immunization.



HIV Infection. Measles immunization (given as MMR vaccine) is recommended for all 
people ≥12 months of  age with HIV infection who do not have evidence of  measles immu-
nity and who do not have evidence of  severe immunosuppression, because measles can 
be severe and often is fatal in patients with HIV infection (see Human Immunodeficiency 
Virus Infection, p 000). Severe immunosuppression is defined as CD4+ T-lymphocyte 
percentage <15% (all ages) or CD4+ T-lymphocyte count <200 lymphocytes/mm3 (older 
than 5 years). The first dose of  MMR vaccine should be administered at age 12 through 15 
months and the second dose at age 4 through 6 years, or as early as 28 days after the first 
dose. Children and adults with newly diagnosed HIV infections and without acceptable evi-
dence of  measles immunity should complete a 2-dose schedule with MMR vaccine as soon 
as possible after diagnosis, unless they have evidence of  severe immunosuppression. People 
with perinatal HIV infection who were vaccinated against measles prior to establishment of  
combination antiretroviral therapy (cART) should be considered unvaccinated and should 
be revaccinated with 2 doses of  MMR vaccine once cART has been administered for 
≥6 months with CD4+ T-lymphocyte percentage ≥15% (all ages) and CD4+ T-lymphocyte 
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count ≥200 lymphocytes/mm3 (age >5 years) unless they have other acceptable current evi-
dence of  measles immunity. Severely immunocompromised HIV-infected infants, children, 
adolescents, and young adults should not receive measles virus-containing vaccine, because 
vaccine-related pneumonia has been reported (see Human Immunodeficiency Virus 
Infection, p 000). All members of  the household of  an HIV-infected person should receive 
2 doses of  MMR unless they are HIV infected and severely immunosuppressed, were born 
before 1957, have laboratory evidence of  measles immunity, have had age-appropriate 
immunizations, or have a contraindication to measles vaccine. Because measles vaccine 
virus is not shed after immunization, HIV-infected people are not at risk of  measles vaccine 
virus infection if  household members are immunized.



Personal or Family History of Seizures. Children with a personal or family history of  seizures 
should be immunized after parents or guardians are advised that the risk of  seizures after 
measles immunization is increased slightly. Risk of  febrile seizures following receipt of  
MMR and MMRV vaccine at 12 through 23 months of  age is discussed earlier in the 
chapter (see Use of  MMRV Vaccine, p 000). Children receiving anticonvulsants should 
continue such therapy after measles immunization.



Pregnancy. A measles-containing vaccine should not be given to women known to be preg-
nant. Women who are given MMR vaccine should not become pregnant for at least 28 days. 
This precaution is based on the theoretical risk of  fetal infection, which applies to administra-
tion of  any live-virus vaccine to women who might be pregnant or who might become preg-
nant shortly after immunization. No data from women who were inadvertently vaccinated 
while pregnant substantiate this theoretical risk. In the immunization of  adolescents and 
young adults against measles, asking women if  they are pregnant, excluding women who are, 
and explaining the theoretical risks to others are recommended precautions.
Outbreak Control. Every suspected measles case should be reported immediately to the local 
health department, and every effort must be made to obtain laboratory evidence that would 
confirm that the illness is measles (including obtaining specimens for virus detection), espe-
cially if  the illness may be the first case in the community. During an outbreak, MMR vac-
cine should be offered to people in the outbreak setting who lack evidence of  immunity. If  
the outbreak affects preschool-aged children with community-wide transmission, a second 
MMR dose should be considered for children ages 1 to 4 years who have received only 1 
dose previously. When a community-wide outbreak involves infants younger than 1 year 
with ongoing risk for exposure, MMR vaccine can be administered to infants 6 through 
11 months of  age.  These decisions usually are made at the local level with input from the 
health department and are based on the local epidemiology of  the outbreak. People who 
have not been immunized, including those who have been exempted from measles immu-
nization for medical, religious, or other reasons, should be excluded from school, child 
care, and health care settings until at least 21 days after the onset of  rash in the last case of  
measles. Extra doses of  measles vaccine administered to previously immunized people are 
not associated with an increased risk of  reactions.



Schools and Child Care Facilities. During measles outbreaks in child care facilities, schools, 
and colleges and other institutions of  higher education, all students, their siblings, and 
personnel born in 1957 or after who cannot provide documentation that they received  
2 doses of  measles-containing vaccine on or after their first birthday or other evidence of  
measles immunity should be immunized. People receiving their second dose, as well as 
unimmunized people receiving their first dose as part of  the outbreak-control program, 
may be readmitted immediately to the school or child care facility.
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Health Care Facilities. If  an outbreak occurs in an area served by a hospital or within 
a hospital, all employees and volunteers who cannot provide documentation that they 
have received 2 doses of  measles vaccine, with the first dose given on or after their first 
birthday, or laboratory evidence of  immunity to measles should receive 2 doses of  MMR 
vaccine. Because some health care personnel born before 1957 have acquired measles in 
health care facilities, immunization with 2 doses of  MMR vaccine is recommended for 
health care personnel without serologic evidence of  immunity in this age category during 
outbreaks. Serologic testing is not recommended during an outbreak before immuniza-
tion, because rapid immunization is required to halt disease transmission. Health care 
personnel without evidence of  immunity who have been exposed should be relieved of  
direct patient contact from the fifth to the 21st day after exposure, regardless of  whether 
they received vaccine or IG after the exposure. Health care personnel who become ill 
should be relieved of  patient contact until 4 days after rash develops.



© 2015 American Academy of  Pediatrics



The recommendations in this publication do not indicate an exclusive course of  
treatment or serve as a standard of  medical care. Variations, taking into account 
individual circumstances, may be appropriate.



The information in this chapter is considered an early release from the 2015 
Red Book (in press). Information may be updated closer to publication. Web site 
addresses are as current as possible but may change at any time.
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Case Classification:      Confirmed      Probable        Suspected      Unknown/Insufficient information     Not a case 
District: _______________________________ 
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VDH Measles Case Report Worksheet 
 
This is a supplemental worksheet to be used in conjunction with the CDC Measles Surveillance 
Worksheet. 
 
Case-patient name: _____________________VEDSS ID:________________ Outbreak #: ___________ 
 
The following information is requested, in addition to the information contained in the CDC 
Measles Surveillance Worksheet, for completion of the measles case report in VEDSS. 
 
Date diagnosis suspected by clinician: ___/___/____ 
 
Date of earliest report to public health: ___/___/____ (Date reported to state or local health department – 
use date of earliest report) 
 
Laboratory Testing: 
 



Date first specimen for IgM and IgG collected: ___/___/____ 
 
P   N   I  ND Unk. 



      IgM test result  (Date of laboratory report: ___/___/____) 
      IgG test result  (Date of laboratory report: ___/___/____) 



 
Date convalescent specimen for IgG collected: ___/___/____ 
 
P   N  I   ND Unk. 



      IgM test result  (Date of laboratory report: ___/___/____) 
      IgG test result  (Date of laboratory report: ___/___/____) 



 
Date control measures were initiated or recommended by Public Health: 
 



  Isolation of suspected and confirmed cases: ___/___/____ 
  Contact tracing (i.e., identifying and follow up of contacts as recommended by the VDH Disease 



Control Manual): ___/___/____ 
  Education of contacts: ___/___/____ 
  Immunization (includes active, such as vaccine, and passive, such as immunoglobulin) administered 



or recommended for susceptible contacts: ___/___/___. 
 
If the above control measures were not initiated, indicate date that Public Health decided: 
 



  Not to initiate any control measure (i.e., control measures do not apply):  ___/___/____ 
  Not possible to initiate control measure (i.e., not able to reach patient or contacts):  ___/___/____ 



 
VEDSS Custom Fields (Complete as directed by DI) 
 
Public access locations where case-patient may have exposed others (e.g., schools, workplaces, stores, shopping 
malls): 
 



Facility/Location Address Date(s) 
   
   
   
   
   



 
Yes  No   Unk. 



         Was case-patient incarcerated at the time of exposure or illness with measles? 
          Is the case-patient a recent refugee? 



EX
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P   N   I  ND Unk. 

      IgM test result  (Date of laboratory report: ___/___/____) 
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  Contact tracing (i.e., identifying and follow up of contacts as recommended by the VDH Disease 
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  Education of contacts: ___/___/____ 

  Immunization (includes active, such as vaccine, and passive, such as immunoglobulin) administered 
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  Not possible to initiate control measure (i.e., not able to reach patient or contacts):  ___/___/____ 
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Lot Number
Vaccine 



Type



Measles Surveillance Worksheet



----------------------------------------------------- DETACH HERE and transmit only lower portion if sent to CDC  ---------------------------------------------------
Measles Surveillance Worksheet



Birth Date Age
Age Type



Month         Day        Year Unk = 999



0 = 0-120 years
1 = 0-11 months
2 = 0-52 weeks
3 = 0-28 days
9 = Age unknown



Sex
M = Male
F = Female
U = Unknown



Race
N = Native Amer./Alaskan Native      W = White
A = Asian/Pacific Islander O = Other
B = African American                          U = Unknown



Ethnicity
H = Hispanic
N = Not Hispanic
U = Unknown 



County State Zip



Any Rash?      Rash Onset
Y = Yes
N = No
U = Unknown



Rash Duration



Y = Yes
N = No
U = Unknown



Rash Generalized?
Y = Yes
N = No
U = Unknown



Fever?



Otitis? Diarrhea?
Y = Yes
N = No
U = Unknown



Days Hospitalized 
Y = Yes
N = No
U = Unknown



0 - 998
999 - Unknown



Month         Day        Year



0 - 30 Days
99 = Unknown



If Recorded, Highest
Measured Temp.



.
36.0 -110.0 degrees
999.9 = Unknown



Cough?



Y = Yes
N = No
U = Unknown



Coryza?
Y = Yes
N = No
U = Unknown



Conjunctivitis?
Y = Yes
N = No
U = Unknown



Y = Yes
N = No
U = Unknown



Pneumonia?
Y = Yes
N = No
U = Unknown



Encephalitis?
Y = Yes
N = No
U = Unknown



Thrombocytopenia?
Y = Yes
N = No
U = Unknown



Death?
Y = Yes
N = No
U = Unknown



Y = Yes
N = No
U = Unknown



If Yes, Please Specify:



Was Laboratory Testing For Measles Done?



Date IgM                      Result        
Specimen Taken



Y = Yes
N = No
U = Unknown



Month         Day        Year



P = Positive E = Pending 
N = Negative             X = Not Done
I = Indeterminate     U = Unknown



Date IgG Acute 
Specimen Taken      



Month         Day        Year



P = Significant Rise in IgG          
N = No Significant Rise in IgG
I  = Indeterminate                     



E = Pending   
X = Not Done
U = Unknown



Date IgG Convalescent 
Specimen Taken               



Month         Day        Year



Other Lab Result



Specify Other Lab Method: 



Vaccinated?(Received measles-
containing vaccine?) Y = Yes



N = No
U = Unknown



Month         Day        Year



If Not Vaccinated, What Was 
The Reason?



Number of doses received 
BEFORE 1st birthday



Number of doses received 
ON or AFTER  1st birthday



If vaccinated BEFORE  1st birthday, 
but no doses given ON or AFTER 1st 
birthday, what was the reason?



If received one dose after 1st birthday, 
but never received 2nd dose after 1st 
birthday, what was the reason? 



Date First Reported to a Health Department



Month         Day        Year



Date Case Investigation Started



Month         Day        Year



Transmission Setting (Where did this case acquire measles?) 
1 = Day Care                    6 = Hospital Outpatient Clinic  11 = Military
2 = School 7 = Home 12 = Correctional Facility
3 = Doctor's Office          8 = Work 13 = Church
4 = Hospital Ward           9 = Unknown 14 = International Travel
5 = Hospital ER             10 = College 15 = Other



Were Age and Setting 
Verified? (Is age appropriate 
for setting, i.e. aged 49 years 
and in day care, etc.)



Y = Yes
N = No
U = Unknown



If Transmission Setting Not Among Those 
Listed And Known, What Was The 
Transmission Setting?



Y = Yes
N = No
U = Unknown



Source of Exposure For Current Case  



Epi-Linked to Another 
Confirmed or Probable 
Case? Y = Yes



N = No
U = Unknown



Is Case Traceable Within 2
Generations to an International
Import? Y = Yes



N = No
U = Unknown



Other Complications?



Hospitalized?



P = Positive E = Pending
N = Negative X = Not Done
I = Indeterminate    U = Unknown
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NAME (Last, First)



Address (Street and No.)



Reporting Physician/Nurse/Hospital/Clinic/Lab



City County Zip



Hospital Record No.



Phone



PhoneAddress



(See Reason 
Codes Below)



Reason Codes
1 = Religious Exemption 7 = Parental Refusal
2 = Medical Contraindication     8 = Other 
3 = Philosophical Objection       9 = Unknown
4 = Lab. Evidence of Previous Disease
5 = MD Diagnosis of Previous Disease
6 = Under Age For Vaccination



(See Type and  Manuf. Codes Below)



Vaccine Type Codes
A = MMR
B = Measles
O = Other
U = Unknown



Outbreak Related?        If Yes, Outbreak Name



Vaccine Manuf.  Codes
M = Merck
O = Other
U = Unknown



Indicates epidemiologically important
items not yet on NETSS screen



Event Date



Month         Day        Year



Event Type 4 = Reported to County
1 = Onset Date            5 = Reported to State or
2 = Diagnosis Date           MMWR Report Date
3 = Lab Test Done      9 = Unknown



Outbreak
Associated



Unk = 999



Reported



Month         Day        Year



Imported
1 = Indigenous
2 = International
3 = Out of State
9 = Unknown



Report Status
1 = Confirmed
2 = Probable
3 = Suspect
9 = Unknown



Result
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(Enter State ID if source was an 
in-state case; enter Country if source was out of US; enter State if source was out-of-
state)



LA
BO



RA
TO



RY



VA
CC



IN
E 



HI
ST



O
RY



CL
IN



IC
AL



 D
AT



A
APPENDIX 7



Vaccine 
Manuf



Vaccination Date



CO
M



PL
IC



AT
IO



NS



EX
ER
CI
SE










Lot Number

Vaccine 

Type

Measles Surveillance Worksheet

----------------------------------------------------- DETACH HERE and transmit only lower portion if sent to CDC  ---------------------------------------------------

Measles Surveillance Worksheet

Birth Date

Age

Age Type

Month         Day        YearUnk = 999

0 = 0-120 years

1 = 0-11 months

2 = 0-52 weeks

3 = 0-28 days

9 = Age unknown

Sex

M = Male

F = Female

U = Unknown

Race

N = Native Amer./Alaskan Native      W = White

A = Asian/Pacific IslanderO = Other

B = African American                          U = Unknown

Ethnicity

H = Hispanic

N = Not Hispanic

U = Unknown 

County

State

Zip

Any Rash?      Rash Onset

Y = Yes

N = No

U = Unknown

Rash Duration

Y = Yes

N = No

U = Unknown

Rash Generalized?

Y = Yes

N = No

U = Unknown

Fever?

Otitis?

Diarrhea?

Y = Yes

N = No

U = Unknown

Days Hospitalized 

Y = Yes

N = No

U = Unknown

0 -998

999 -Unknown

Month         Day        Year

0 -30 Days

99 = Unknown

If Recorded, Highest

Measured Temp.

.

36.0 -110.0 degrees

999.9 = Unknown

Cough?

Y = Yes

N = No

U = Unknown

Coryza?

Y = Yes

N = No

U = Unknown

Conjunctivitis?

Y = Yes

N = No

U = Unknown

Y = Yes

N = No

U = Unknown

Pneumonia?

Y = Yes

N = No

U = Unknown

Encephalitis?

Y = Yes

N = No

U = Unknown

Thrombocytopenia?

Y = Yes

N = No

U = Unknown

Death?

Y = Yes

N = No

U = Unknown

Y = Yes

N = No

U = Unknown

If Yes, Please Specify:

Was Laboratory Testing For Measles Done?

Date IgM                      Result        

Specimen Taken

Y = Yes

N = No

U = Unknown

Month         Day        Year

P = PositiveE = Pending 

N = Negative             X = Not Done

I = Indeterminate     U = Unknown

Date IgG Acute 

Specimen Taken      

Month         Day        Year

P = Significant Rise in IgG          

N = No Significant Rise in IgG

I  = Indeterminate                     

E = Pending   

X = Not Done

U = Unknown

Date IgG Convalescent 

Specimen Taken               

Month         Day        Year

Other Lab Result

Specify Other Lab Method: 

Vaccinated?(Received measles-

containing vaccine?)

Y = Yes

N = No

U = Unknown

Month         Day        Year

If Not Vaccinated, What Was 

The Reason?

Number of doses received 

BEFORE 1st birthday

Number of doses received 

ON or AFTER  1st birthday

If vaccinated BEFORE  1st birthday, 

but no doses given ON or AFTER 1st 

birthday, what was the reason?

If received one dose after 1st birthday, 

but never received 2nd dose after 1st 

birthday, what was the reason? 

Date First Reported to a Health Department

Month         Day        Year

Date Case Investigation Started

Month         Day        Year

Transmission Setting (Where did this case acquire measles?) 

1 = Day Care                    6 = Hospital Outpatient Clinic  11 = Military

2 = School7 = Home 12 = Correctional Facility

3 = Doctor's Office          8 = Work 13 = Church

4 = Hospital Ward           9 = Unknown 14 = International Travel

5 = Hospital ER             10 = College  15 = Other

Were Age and Setting 

Verified? (Is age appropriate 

for setting, i.e. aged 49 years 

and in day care, etc.)

Y = Yes

N = No

U = Unknown

If Transmission Setting Not Among Those 

Listed And Known, What Was The 

Transmission Setting?

Y = Yes

N = No

U = Unknown

Source of Exposure For Current Case  

Epi-Linked to Another 

Confirmed or Probable 

Case?

Y = Yes

N = No

U = Unknown

Is Case Traceable Within 2

Generations to an International

Import?

Y = Yes

N = No

U = Unknown

Other Complications?

Hospitalized?

P = PositiveE = Pending

N = NegativeX = Not Done

I = Indeterminate    U = Unknown

Page 1 of 2

NAME (Last, First)

Address (Street and No.)

Reporting Physician/Nurse/Hospital/Clinic/Lab

City County Zip

Hospital Record No.

Phone

PhoneAddress

(See Reason 

Codes Below)

Reason Codes

1 = Religious Exemption7 = Parental Refusal

2 = Medical Contraindication     8 = Other 

3 = Philosophical Objection       9 = Unknown

4 = Lab. Evidence of Previous Disease

5 = MD Diagnosis of Previous Disease

6 = Under Age For Vaccination

(See Type and  Manuf. Codes Below)

Vaccine Type Codes

A = MMR

B = Measles

O = Other

U = Unknown

Outbreak Related?        If Yes, Outbreak Name

Vaccine Manuf.  Codes

M = Merck

O = Other

U = Unknown

Indicates epidemiologically important

items not yet on NETSS screen

Event Date

Month         Day        Year

Event Type

4 = Reported to County

1 = Onset Date            5 = Reported to State or

2 = Diagnosis Date           MMWR Report Date

3 = Lab Test Done      9 = Unknown

Outbreak

Associated

Unk = 999

Reported

Month         Day        Year

Imported

1 = Indigenous

2 = International

3 = Out of State

9 = Unknown

Report Status

1 = Confirmed

2 = Probable

3 = Suspect

9 = Unknown

Result
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(Enter State ID if source was an 

in-state case; enter Country if source was out of US; enter State if source was out-of-

state)
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Mother’s Name



Phone



The information below is epidemiologically important, but not included on NETSS screens



Contact Information:  (For statistical health department use)



Father’s Name



------------------------------------------------------------------------------------------ DETACH HERE ------------------------------------------------------------------------------------------
----



Case Classification*:
Suspected:  Any febrile illness accompanied by rash.
Probable:  A case that meets the clinical case definition, has noncontributory or no serologic or virologic testing, and is not 
epidemiologically linked to a confirmed case.
Confirmed:  A case that is laboratory confirmed or that meets the clinical case definition and is epidemiologically-linked to 
a confirmed case.  A laboratory-confirmed case does not need to meet the clinical case definition.



Day 3



Day 2



Day 4



Clinical Case Definition*:
A generalized rash lasting > 3 days, a temperature > 101.0° F (>38.3° C), and cough, coryza, or conjunctivitis.



Day 7



Day 6



Day 5



Day 1



Day 0 (Rash Onset)



Day -1



Day -2



Day -3



Day -4



Day -5



Day -6



Day -7



Day -8



Day -9



Day -10



Day -11



Day -12



Day -13



Day -14



Day -15



Day -16



Day -17



Day -18



Activity History For 18 Days Before Rash Onset and 7 Days After Rash Onset
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Mother’s Name

Phone

The information below is epidemiologically important, but not included on NETSS screens

Contact Information:  (For statistical health department use)

Father’s Name

---------------------------------------------------------------- --------------------------DETACH HERE ---------------------------------------------------------------- --------------------------

----

Case Classification*:

Suspected:  Any febrile illness accompanied by rash.

Probable:  A case that meets the clinical case definition, has noncontributory or no serologic or virologic testing, and is not 

epidemiologically linked to a confirmed case.

Confirmed:  A case that is laboratory confirmed or that meets the clinical case definition and is epidemiologically-linked to 

a confirmed case.  A laboratory-confirmed case does not need to meet the clinical case definition.

Day 3

Day 2

Day 4

Clinical Case Definition*:

A generalized rash lasting >3 days, a temperature >101.0°F (>38.3°C), and cough, coryza, or conjunctivitis.

Day 7

Day 6

Day 5

Day 1

Day 0 (Rash Onset)

Day -1

Day -2

Day -3

Day -4

Day -5

Day -6

Day -7

Day -8

Day -9

Day -10

Day -11

Day -12

Day -13

Day -14

Day -15

Day -16

Day -17

Day -18

Activity History For 18 Days Before Rash Onset and 7 Days After Rash Onset
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Division of Consolidated Laboratory Services 
Richmond, VA 
804-648-4480 
 



MEASLES VIRUS (Rubeola) TESTING 
INSTRUCTIONS FOR THE COLLECTION & SUBMISSION OF MEASLES SPECIMENS 



DCLS will provide the collection materials and testing services in support of state and federal measles 
testing. Each kit provides enough material to sample one NP, one throat, one urine and blood/serum 
from the patient. 



Specimen Collection Kits: 
Measles kits are prepared by DCLS and may be obtained from the Sample Kit Office at (804) 648-4480 
x104. 



Kit Contents:  
• 1 – Sterile Viral Transport Media (VTM) broth. Store at 2-30°C. Do not use if turbid or 



expired.  
• 1 – Sterile polyester tipped applicator – Nasopharyngeal swab 
• 1 – Sterile flocked swab applicator, white plastic shaft (THROAT specimen) 



Do not use cotton or Calcium alginate swabs or swabs with wooden shafts. 
• 1 – 4oz. sterile urine cup 
• 1 – Red top serum  
• 1 – Secondary containment vessel 
• 1 – 95 kPa biohazard specimen transport bag with pouch & absorbent pad 
• 1 – Clinical Microbiology/Virology Request Form (form# DGS-34-101) 
• 2 – Ice packs. Store frozen until used. 
• 1 – Insulated shipper per IATA 
• 1 – Pre-paid FedEx mailing label (for sample shipment to DCLS) 
• 1 – Itemized list of contents card 



 
INSTRUCTIONS FOR SPECIMEN COLLECTION 



*DCLS must receive the sample within 72 hours of collection using the provided shipper and 
cold packs.* 



NP Swab Specimen Collection:  
NOTE: Collect the NP sample as close to clinical onset as possible preferably within the first 3 days of 
illness but no later than 10 days after rash onset.  
1. Instruct the patient to sit with head tilted back slightly. Gently push the tip of the patient’s nose back 



with your thumb.  
2. Insert the dry NP swab into the nose and back to the nasopharynx. The patient’s eyes will 



momentarily tear. Slowly rotate the swab as it is being withdrawn.  
3. Repeat the process using the same swab in the second nostril.  
4. Insert a single swab into one VTM container, bending the wire if necessary to fit completely inside 



the vial. Properly thread the cap onto the vial to prevent leakage.  
5. Label the VTM collection tube with the patient’s name and date of collection. Complete the request 



form and refrigerate the sample until packaging for transport.  



Throat Specimen Collection:  
1. Insert a dry sterile flocked swab into the mouth and wipe along the back of the throat. It is important 



to take the sample from the back of the throat and NOT the sides of the mouth or cheek cavity.  
2. Place the throat swab into the SAME VTM container as the NP swab. KEEP TIP AND MEDIUM AS 



STERILE AS POSSIBLE.  
3. Break off (or cut off) the shaft of the swab at the top of the bottle so that the tip remains in the VTM 



and the lid can be screwed tightly shut.  
4. Ensure the lid is on properly to prevent leakage.  



Urine Specimen Collection:   
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Division of Consolidated Laboratory Services 

Richmond, VA 

804-648-4480 

 

MEASLES VIRUS (Rubeola) TESTING 

INSTRUCTIONS FOR THE COLLECTION & SUBMISSION OF MEASLES SPECIMENS 

DCLS will provide the collection materials and testing services in support of state and federal measles 

testing. Each kit provides enough material to sample one NP, one throat, one urine and blood/serum 

from the patient. 

Specimen Collection Kits: 

Measles kits are prepared by DCLS and may be obtained from the Sample Kit Office at (804) 648-4480 

x104. 

Kit Contents:  

• 1 – Sterile Viral Transport Media (VTM) broth. Store at 2-30°C. Do not use if turbid or 

expired.  

• 1 – Sterile polyester tipped applicator – Nasopharyngeal swab 

• 1 – Sterile flocked swab applicator, white plastic shaft (THROAT specimen) 

Do not use cotton or Calcium alginate swabs or swabs with wooden shafts. 

• 1 – 4oz. sterile urine cup 

• 1 – Red top serum  

• 1 – Secondary containment vessel 

• 1 – 95 kPa biohazard specimen transport bag with pouch & absorbent pad 

• 1 – Clinical Microbiology/Virology Request Form (form# DGS-34-101) 

• 2 – Ice packs. Store frozen until used. 

• 1 – Insulated shipper per IATA 

• 1 – Pre-paid FedEx mailing label (for sample shipment to DCLS) 

• 1 – Itemized list of contents card 

 

INSTRUCTIONS FOR SPECIMEN COLLECTION 

*DCLS must receive the sample within 72 hours of collection using the provided shipper and 

cold packs.* 

NP Swab Specimen Collection:  

NOTE: Collect the NP sample as close to clinical onset as possible preferably within the first 3 days of 

illness but no later than 10 days after rash onset.  

1. Instruct the patient to sit with head tilted back slightly. Gently push the tip of the patient’s nose back 

with your thumb.  

2. Insert the dry NP swab into the nose and back to the nasopharynx. The patient’s eyes will 

momentarily tear. Slowly rotate the swab as it is being withdrawn.  

3. Repeat the process using the same swab in the second nostril.  

4. Insert a single swab into one VTM container, bending the wire if necessary to fit completely inside 

the vial. Properly thread the cap onto the vial to prevent leakage.  

5. Label the VTM collection tube with the patient’s name and date of collection. Complete the request 

form and refrigerate the sample until packaging for transport.  

Throat Specimen Collection:  

1. Insert a dry sterile flocked swab into the mouth and wipe along the back of the throat. It is important 

to take the sample from the back of the throat and NOT the sides of the mouth or cheek cavity.  

2. Place the throat swab into the SAME VTM container as the NP swab. KEEP TIP AND MEDIUM AS 

STERILE AS POSSIBLE.  

3. Break off (or cut off) the shaft of the swab at the top of the bottle so that the tip remains in the VTM 

and the lid can be screwed tightly shut.  

4. Ensure the lid is on properly to prevent leakage.  

Urine Specimen Collection:   
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Division of Consolidated Laboratory Services 
Richmond, VA 
804-648-4480 
 
NOTE: Collect first voided morning urine which typically contains the highest concentration of infected 
cells. Virus can be present in the urine even a few days before rash appears and begins to diminish a 
few days following rash onset.  
1. First voided morning urine is preferable. Collect 10-50 mL of urine in an empty sterile container; 



DO NOT add VTM.  
2. Maintain the urine specimen at refrigerator temperature prior to transport. Transport at refrigerator 



temperatures using the provided cold-packs.  
 



Serum Specimen Collection: 
1. Collect 7-10 mL of blood in a red top or serum separator tube (SST). Store specimens at 



refrigerator temperature. Transport at refrigerator temperatures using cold packs.  
2. A repeat serum specimen should be collected and tested if IgM serology testing is negative for 



specimens collected within 72 hours of rash onset.  
3. Paired sera can be of value for patients with no history of vaccination or with seronegative acute 



specimens. Collect acute serum as soon after onset as possible and collect the convalescent serum 
2-3 weeks later to determine if a significant change in IgG antibody titer has occurred.  



 
INSTRUCTIONS FOR SPECIMEN TRANSPORT 



Package specimen for transport to the laboratory in compliance with shipping regulations detailed in 
IATA 1.5 AND 49 CFR Section 1720700 [U.S. Department of Transportation] using the provided 
shipper. 
1. Ensure each specimen is properly labeled and the Clinical Microbiology/Virology Request Form is 



complete. 
2. Open the black and white sealed secondary containment vessel leaving the absorbent material in 



place.  
3. Insert VTM containing the NP/Throat specimen(s) into any crevices created by the absorbent 



material within the secondary containment vessel. Into the same vessel, insert the red-top or serum 
separator tube into another crevice created by the absorbent material with the secondary 
containment vessel but NOT next to the vial of VTM.  



4. Replace the black cap onto the secondary containment vessel.  
5. Place the secondary containment vessel into the cardboard insert in the following manner: 



a. Flatten the cardboard insert. 
b. Place the secondary containment vessel in the hole of the cardboard by inserting the black 



capped end first. 
c. While holding the insert containing the vessel, separate the insert such that it creates an “X” 



around the secondary containment vessel (see photo below – LEFT). 
6. Insert the cardboard shipper into the Styrofoam box, with the secondary containment vessel at the 



bottom center of the insulated shipper.  Place frozen ice packs into 2 of the 4 triangular 
compartments of the cardboard insert. Additional ice packs may be used if available to better 
control the temperature. (See photo below -- RIGHT). 



  



DGS-33-227   Rev 8/7/14  Page 2 of 3 



 



EX
ER
CI
SE










 

Division of Consolidated Laboratory Services 

Richmond, VA 

804-648-4480 

 

NOTE: Collect first voided morning urine which typically contains the highest concentration of infected 

cells. Virus can be present in the urine even a few days before rash appears and begins to diminish a 

few days following rash onset.  

1. First voided morning urine is preferable. Collect 10-50 mL of urine in an empty sterile container; 

DO NOT add VTM.  

2. Maintain the urine specimen at refrigerator temperature prior to transport. Transport at refrigerator 

temperatures using the provided cold-packs.  

 

Serum Specimen Collection: 

1. Collect 7-10 mL of blood in a red top or serum separator tube (SST). Store specimens at 

refrigerator temperature. Transport at refrigerator temperatures using cold packs.  

2. A repeat serum specimen should be collected and tested if IgM serology testing is negative for 

specimens collected within 72 hours of rash onset.  

3. Paired sera can be of value for patients with no history of vaccination or with seronegative acute 

specimens. Collect acute serum as soon after onset as possible and collect the convalescent serum 

2-3 weeks later to determine if a significant change in IgG antibody titer has occurred.  

 

INSTRUCTIONS FOR SPECIMEN TRANSPORT 

Package specimen for transport to the laboratory in compliance with shipping regulations detailed in 

IATA 1.5 AND 49 CFR Section 1720700 [U.S. Department of Transportation] using the provided 

shipper. 

1. Ensure each specimen is properly labeled and the Clinical Microbiology/Virology Request Form is 

complete. 

2. Open the black and white sealed secondary containment vessel leaving the absorbent material in 

place.  

3. Insert VTM containing the NP/Throat specimen(s) into any crevices created by the absorbent 

material within the secondary containment vessel. Into the same vessel, insert the red-top or serum 

separator tube into another crevice created by the absorbent material with the secondary 

containment vessel but NOT next to the vial of VTM

.  

4. Replace the black cap onto the secondary containment vessel.  

5. Place the secondary containment vessel into the cardboard insert in the following manner: 

a. Flatten the cardboard insert. 

b. Place the secondary containment vessel in the hole of the cardboard by inserting the black 

capped end first. 

c. While holding the insert containing the vessel, separate the insert such that it creates an “X” 

around the secondary containment vessel (see photo below – LEFT). 

6. Insert the cardboard shipper into the Styrofoam box, with the secondary containment vessel at the 

bottom center of the insulated shipper.  Place frozen ice packs into 2 of the 4 triangular 

compartments of the cardboard insert. Additional ice packs may be used if available to better 

control the temperature. (See photo below -- RIGHT). 

   

DGS-33-227   Rev 8/7/14    Page 2 of 3 

 

E

X

E

R

C

I

S

E


image23.emf



 
Division of Consolidated Laboratory Services 
Richmond, VA 
804-648-4480 
 
7. Place the urine cup specimen inside the 95 kPa biohazard specimen transport bag with pouch & 



absorbent pad. Then, place into the Styrofoam box. 
8. Insert the completed Clinical Microbiology/Virology Request Form into the outside pouch on the 95 



kPa biohazard specimen transport bag and place into the insulated shipper. 
9. Place the Styrofoam lid on the Styrofoam shipper box.  
10. Please complete the list of contents card described in the kit contents section above and place this 



car between the secondary receptacle (insulate shipper) and outer packaging in accordance with 
IATA Packing instructions 650. 



11. Securely seal insulated shipper, following the closing instructions found on the shipper.  
12. Place the “UN3373 Biological Substance Category B” label on a side of the box not occupied by the 



direction labels.  
13. Do not write anything on the box where the words “PROPER SHIPPING NAME” and UN 



IDENTIFICATION NUMBER” appear. The UN3373 label takes care of this. 
14. Complete section 1 of the pre-paid FedEx mailing label with your name (preferable) or facility name, 



address, and phone number.  
15. The left side of the pre-paid FedEx mailing label is for your records, and the right side of the stamp 



should be placed on the top of the package.  
16. Peel off the backing of the pre-paid FedEx mailing label and affix to the outside of the cardboard 



shipping box. This stamp should not cover any labeling and should not extend beyond any edge of 
the package.  



17. Call FedEx for a pick up at 1-800-463-3339 or contact your Health Department Epidemiology 
representative regarding package drop off for delivery to the lab. Do not ship on Friday or before 
a holiday. 



18. Ship specimen without delay. Specimen must be received at DCLS within 72 hours of 
collection!  



 
Result Reporting:  
Measles results will be telephoned to all submitters and to the VDH Office of Epidemiology. Paper 
reports will be mailed to all submitters.  
 
Specimen Rejection:  
 
Specimens may be rejected for the following reasons: 



1. Samples received in the laboratory more than 72 hours post collection 
2. Sample temperature requirements not maintained during shipment 
3. Improperly or unlabelled samples 
4. Insufficient volume 
5. Sample collected in expired VTM 
6. Samples collected in kits other than those supplied by DCLS 
7. Excessive bacterial contamination 



 
 
 



Please forward 
information or 



questions about 
specimen 



collection or 
transport to the 



laboratory at 
(804)-648-4480 
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Division of Consolidated Laboratory Services 

Richmond, VA 

804-648-4480 

 

7. Place the urine cup specimen inside the 95 kPa biohazard specimen transport bag with pouch & 

absorbent pad. Then, place into the Styrofoam box. 

8. Insert the completed Clinical Microbiology/Virology Request Form into the outside pouch on the 95 

kPa biohazard specimen transport bag and place into the insulated shipper. 

9. Place the Styrofoam lid on the Styrofoam shipper box.  

10. Please complete the list of contents card described in the kit contents section above and place this 

car between the secondary receptacle (insulate shipper) and outer packaging in accordance with 

IATA Packing instructions 650. 

11. Securely seal insulated shipper, following the closing instructions found on the shipper.  

12. Place the “UN3373 Biological Substance Category B” label on a side of the box not occupied by the 

direction labels.  

13. Do not write anything on the box where the words “PROPER SHIPPING NAME” and UN 

IDENTIFICATION NUMBER” appear. The UN3373 label takes care of this. 

14. Complete section 1 of the pre-paid FedEx mailing label with your name (preferable) or facility name, 

address, and phone number.  

15. The left side of the pre-paid FedEx mailing label is for your records, and the right side of the stamp 

should be placed on the top of the package.  

16. Peel off the backing of the pre-paid FedEx mailing label and affix to the outside of the cardboard 

shipping box. This stamp should not cover any labeling and should not extend beyond any edge of 

the package.  

17. Call FedEx for a pick up at 1-800-463-3339 or contact your Health Department Epidemiology 

representative regarding package drop off for delivery to the lab. Do not ship on Friday or before 

a holiday. 

18. Ship specimen without delay. Specimen must be received at DCLS within 72 hours of 

collection!  

 

Result Reporting:  

Measles results will be telephoned to all submitters and to the VDH Office of Epidemiology. Paper 

reports will be mailed to all submitters.  

 

Specimen Rejection:  

 

Specimens may be rejected for the following reasons: 

1. Samples received in the laboratory more than 72 hours post collection 

2. Sample temperature requirements not maintained during shipment 

3. Improperly or unlabelled samples 

4. Insufficient volume 

5. Sample collected in expired VTM 

6. Samples collected in kits other than those supplied by DCLS 

7. Excessive bacterial contamination 

 

 

 

Please forward 

information or 

questions about 

specimen 

collection or 

transport to the 

laboratory at 

(804)-648-4480 
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Exclusion Assessment Tool for Health Care Workers 
Exposed to Measles 



 
The purpose of this assessment tool is to assist public health, infection control practitioners, and doctor’s office/ 
clinic staff in evaluating the exposure of workers in a healthcare setting. These are general rules and may be 
updated as additional information becomes available. 



 
Patients with measles are considered infectious from 4 days before to 4 days after rash onset. 



 
All persons who work in healthcare facilities should be immune to measles. Immunity to measles for a 
healthcare worker should be determined by one of the following criteria: 1) laboratory confirmation of disease 
or immunity; or, 2) two documented doses of measles vaccine (can be measles or MMR vaccine). Birth prior 
to 1957 or physician diagnosis of disease is not acceptable evidence of immunity for healthcare professionals. 
Two documented doses of measles-containing vaccine supercedes IgG results.  



 
Irrespective of their immune status, all exposed healthcare workers should report any signs or symptoms of 
illness during the incubation period from 5 to 21 days after exposure to a possible measles case. 



 
 
Status 



 
Course of Action 



Exposed 
HCW 



Must prove immunity by documentation of previous physician diagnosed measles illness, 
two doses of measles vaccine, or positive measles IgG. 



1. Has documentation of immunity: 



• May continue to work. 



• Educate and monitor for signs and symptoms. 
2. Has no documentation or incomplete documentation of immunity: 



• Order serologic test (for measles IgG).1 



• Should remain out of direct patient contact while serology is pending if the 



person is within the 5th day after the first exposure through the 21st day 
after the last exposure. 



 
If not immune (IgG negative), remain out of direct patient contact from the 5th day 



after the first exposure through the 21st day after the last exposure.  Provide first 
dose of MMR and second dose no sooner than 28 days later.  It is not necessary 
to draw an IgG to confirm immunity. 



 
If immune (IgG positive), HCW may return to work. 



Educate and monitor for signs and symptoms. 
Exposed 
HCW with 
special 
conditions 



Consult personal healthcare provider (e.g. pregnant woman should consult with 
obstetrician). 



1 
This is a good opportunity to also assess immunity to mumps and rubella as well. 



 
Additional Notes: 



•  Patients who have been exposed in a healthcare setting should be informed of their exposure, educated 



on the signs and symptoms of measles (including prodromal presentation), and asked to contact a 
healthcare professional if symptoms of measles develop prior to seeking treatment. 



•  One dose of MMR vaccine is about 95% effective in preventing measles and two doses is about 99% 
effective; therefore, a small number of vaccinated personnel remain at risk for infection. 



•  Single antigen measles vaccine was licensed in 1963. MMR was licensed in 1971 and a two-dose MMR 



recommendation was implemented in 1989. 
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Exclusion Assessment Tool for Health Care Workers 

Exposed to Measles

 

 

The purpose of this assessment tool is to assist public health, infection control practitioners, and doctor’s office/ 

clinic staff in evaluating the exposure of workers in a healthcare setting. These are general rules and may be 

updated as additional information becomes available. 

 

Patients with measles are considered infectious from 4 days before to 4 days after rash onset. 

 

All persons who work in healthcare facilities should be immune to measles. Immunity to measles for a 

healthcare worker should be determined by one of the following criteria: 1) laboratory confirmation of disease 

or immunity; or, 2) two documented doses of measles vaccine (can be measles or MMR vaccine). Birth prior 

to 1957 or physician diagnosis of disease is not acceptable evidence of immunity for healthcare professionals. 

Two documented doses of measles-containing vaccine supercedes IgG results.  

 

Irrespective of their immune status, all exposed healthcare workers should report any signs or symptoms of 

illness during the incubation period from 5 to 21 days after exposure to a possible measles case. 

 

 

Status 

 

Course of Action 

Exposed 

HCW 

Must prove immunity by documentation of previous physician diagnosed measles illness, 

two doses of measles vaccine, or positive measles IgG. 

1. Has documentation of immunity: 

• May continue to work. 

• Educate and monitor for signs and symptoms. 

2. Has no documentation or incomplete documentation of immunity: 

• Order serologic test (for measles IgG).

1

 

• Should remain out of direct patient contact while serology is pending if the 

person is within the 5

th 

day after the first exposure through the 21

st 

day 

after the last exposure. 

 

If not immune (IgG negative), remain out of direct patient contact from the 5

th 

day 

after the first exposure through the 21

st 

day after the last exposure.  Provide first 

dose of MMR and second dose no sooner than 28 days later.  It is not necessary 

to draw an IgG to confirm immunity. 

 

If immune (IgG positive), HCW may return to work. 

Educate and monitor for signs and symptoms. 

Exposed 

HCW with 

special 

conditions 

Consult personal healthcare provider (e.g. pregnant woman should consult with 

obstetrician). 

1 

This is a good opportunity to also assess immunity to mumps and rubella as well. 

 

Additional Notes: 

•  Patients who have been exposed in a healthcare setting should be informed of their exposure, educated 

on the signs and symptoms of measles (including prodromal presentation), and asked to contact a 

healthcare professional if symptoms of measles develop prior to seeking treatment. 

•  One dose of MMR vaccine is about 95% effective in preventing measles and two doses is about 99% 

effective; therefore, a small number of vaccinated personnel remain at risk for infection. 

•  Single antigen measles vaccine was licensed in 1963. MMR was licensed in 1971 and a two-dose MMR 

recommendation was implemented in 1989.
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