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ABSTRACT: Measles is a vaccine preventable disease, and yet its prevalence is 
rising. Shortly a�er the United States declared measles “eliminated” in 2000, 
measles vaccina�on rates began to drop. Reasons for decreased vaccina�on 
include misinforma�on regarding an associa�on between measles vaccine and 
au�sm and interrup�on in rou�ne care during the COVID-19 pandemic. As a 
result, measles cases con�nue to rise in unvaccinated pa�ents. Post-exposure 
prophylaxis with a measles-containing vaccine or immunoglobulin may benefit 
some pa�ents. Treatment for acute measles is mainly limited to suppor�ve care 
and supplementa�on with vitamin A. Preven�on with appropriate vaccina�on is 
the best method for minimizing the spread of measles. Vaccine hesitancy occurs 
worldwide and creates a challenge for obtaining adequate community vaccina�on 
rates for measles control. The pharmacy team can address vaccine hesitancy with 
educa�on and empathy. 
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INTRODUCTION
Measles is an extremely contagious viral illness caused by an enveloped RNA virus 
of the genus Morbillivirus and family Paramyxoviridae.1,2 Once a rou�ne childhood 
disease, the development and consistent administra�on of a measles vaccine 
effectually eliminated measles in the United States (U.S.). Recent falling 
vaccina�on rates have led to the reemergence of measles.3

Consider the following case: a man, Mike, and a toddler in a stroller, whose name 
is Bella, approach the pharmacy counter. He was shopping for nacho cheese 



flavored tor�lla chips and saw the sign offering immuniza�ons, 
which reminded him of his daughter’s recent well care visit. The 
pediatrician recommended rou�ne vaccina�on with the measles, 
mumps and rubella vaccine, but Mike declined. He asks the 
pharmacist, someone he knows well and trusts, if the vaccine is 
necessary. Mike was under the impression there were no ac�ve 
measles cases in the U.S. Are there?

PREVALENCE 
Prior to the availability of measles vaccine, almost everyone 
contracted measles during childhood. Approximately 90% of 
individuals obtained post-infec�on immunity by age 15.3,4 

The Vaccina�on Assistance Act provided federal funding to state 
and local agencies for childhood immuniza�ons beginning in 
1962.5 In 1963, two measles vaccines became available in the 
U.S.: a single dose of a live a�enuated vaccine or three once-
monthly doses of an inac�vated vaccine.6 The inac�vated vaccine 
was eventually discon�nued in 1967 because it was less effec�ve 
than the live vaccine.6,7 By mid-1967, the reported number of 
measles cases had decreased from 1000 to 200 weekly.5

An increase in measles cases occurred from 1989 to 1991 due to 
decreased vaccina�on rates in young children and a rise in cases 
in individuals who had received only one dose of a measles 
vaccine. Increased vaccina�on awareness and rates in young 
children alongside the addi�on of a rou�ne second dose of 
measles vaccine resulted in a major reduc�on in measles cases. 
The U.S. declared measles “eliminated” in 2000.1

PAUSE AND PONDER: What factors influence vaccina�on 
rates?

Since then, vaccine hesitancy due to misinforma�on regarding 
adverse effects and an incorrect associa�on with au�sm has 
fueled decreasing vaccina�on rates. Other causes of declining 
measles vaccina�ons include missed rou�ne vaccines during the 
COVID-19 pandemic and community complacency with measles’ 
severity and its complica�ons. The resul�ng unvaccinated 
children are suscep�ble to the infec�on and its spread, thus 
propelling its resurgence.2,5

As of August 2025 in the U.S., 41 states had reported 1,356 
confirmed cases of measles since January of that year. Most cases 
occurred in unvaccinated pa�ents8: 
• 92% were unvaccinated individuals or in people with 

unknown vaccina�on status
• 4% had received only one dose of MMR
• 4% had received two doses MMR.
Among these cases, 13% were hospitalized, and three cases 
resulted in death.8

A measles outbreak is defined as three or more related cases. 
From January to August 2025, the U.S. experienced 32 outbreaks, 

with 87% of confirmed cases related to these outbreaks. In 2024, 
16 outbreaks were reported and 69% of measles cases were 
related to outbreaks.8

Reflec�ng on our case, the pharmacist explains to Mike that 
domes�c cases are rising due to declining vaccina�on rates 
worldwide, and that vaccina�on offers the best protec�on 
available.

TRANSMISSION AND SYMPTOMS
Transmission of measles occurs by direct contact or airborne 
spread through respiratory droplets and aerosols, which can stay 
airborne for up to two hours in enclosed areas.1,5,7 About 90% of 
non-immune people who are exposed to the measles virus will 
become infected.7

The physical manifesta�on of measles infec�on begins 11 to 12 
days a�er exposure with a prodrome of malaise, cough, coryza 
(runny nose and nasal conges�on), and conjunc�vi�s.3

Approximately 50% to 70% of pa�ents also develop Koplik spots, 
which are small white or grey papules in the mouth, during the 
prodrome phase.5 

A�er two to four days, a red, macropapular rash (a flat, red area 
on the skin that is covered with small bumps that may merge 
together) occurs, usually on the face or hairline.3,9 The rash 
progresses to the trunk, and then to the lower extremi�es.3

Pa�ents with uncomplicated measles usually improve by the 
third day a�er the rash began, and most cases resolve within 
seven to 10 days. Pa�ents are contagious from four days before 
un�l four days a�er the onset of the rash.9

COMPLICATIONS
Complica�ons of measles include diarrhea, dehydra�on, 
pneumonia, encephali�s, and death.3 For every thousand cases 
of measles, one case may lead to encephali�s and two to three 
cases may lead to death. Measles-related deaths are typically due 
to respiratory and neurologic complica�ons.1,3

Rare complica�ons of measles include measles inclusion body 
encephali�s (MIBE) and subacute sclerosing panencephali�s 
(SSPE). MIBE usually occurs in immunocompromised pa�ents 
within one year of infec�on and is characterized by neurologic 
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dysfunc�on, such as altered level of consciousness, seizures, loss 
of speech, one-sided paralysis, and lack of coordinated 
movements. MIBE has a mortality rate of 75%.1,10 SSPE is a 
degenera�ve central nervous system disease that results 
neurological decline and seizures. It usually develops seven to 11 
years a�er infec�on, and it occurs most frequently in children 
infected with measles before age 2.1

Pa�ents at higher risk for measles infec�on are unvaccinated or 
incompletely vaccinated, have had exposure to measles, or have 
traveled to areas with ac�ve measles.8 

Severe cases of measles may require hospitaliza�on.3 Pa�ents 
who are younger than 5 or older than 20, pregnant, or 
immunocompromised are at the greatest risk for severe measles 
infec�ons or complica�ons.8 

Back to our case: Mike asks if there is medicine Bella can take to 
speed up her recovery if she catches measles, rather than 
prophylaxis with a vaccine. 

POST-EXPOSURE MANAGEMENT
Confirmation of diagnosis
The diagnosis of measles is confirmed through laboratory 
findings. Posi�ve serology for measles IgM an�bodies, significant 
increase in IgG an�body levels, and cell culture of the measles 
virus can be assessed through blood assays. Evidence of measles 
RNA by reverse transcrip�on polymerase chain reac�on can be 
assessed through nasal, throat, or nasopharyngeal swab or a 
urine sample.5,11 Healthcare providers should obtain both a serum 
sample and a nasopharyngeal or throat swab or urine sample for 
all pa�ents with clinical symptoms of measles.1,11 Just looking at 
the pa�ent’s rash is not sufficient for diagnosis. Laboratory 
evidence is crucial because clinicians may incorrectly diagnose or 
report other febrile illnesses with rash as measles.5 

Reporting to Health Department
Because measles has a significant impact on public health, it is a 
na�onally no�fiable disease. The purpose of na�onal no�fica�on 
is to assess the incidence and spread of measles, with the goal of 
controlling outbreaks. Healthcare providers, laboratories, and 
hospitals should report confirmed cases of measles to local 
health departments. Each state has its own guidelines and 

requirements for repor�ng. The states report suspected and 
confirmed measles cases to the Centers for Disease Control and 
Preven�on (CDC) using the Na�onal No�fiable Diseases 
Surveillance System.12,13 

Post-Exposure Prophylaxis
Post-exposure prophylaxis (PEP) with measles, mumps and 
rubella vaccine (MMR) or immunoglobin in unvaccinated or 
par�ally vaccinated people may offer some protec�on against the 
disease, allowing for milder symptoms and a briefer course of 
illness.9 MMR should be administered within 72 hours of 
exposure. 

Pa�ents who are ineligible for MMR (age less than 6 months, 
severely immunocompromised, or pregnant) and pa�ents ages 6 
to 11 months who did not receive MMR within the ini�al 72 
hours can receive immunoglobulin within 6 days of exposure. 
Pa�ents younger than 12 months of age can receive 
intramuscular immunoglobulin 0.5 mL/kg of body weight, with a 
maximum dose of 15 mL. Pa�ents who are severely 
immunocompromised, pregnant, or weigh more than 30 kg can 
receive intravenous immunoglobulin 400 mg/kg.1

Pa�ents should not receive both immunoglobulin and MMR 
because the immunoglobulin will decrease the vaccine’s 
efficacy.14 Pa�ents without immunity who receive 
immunoglobulin should be given MMR or MMRV (MMR with a 
varicella component) at least 6 months a�er intramuscular 
immunoglobulin and 8 months a�er intravenous 
immunoglobulin.

Pa�ents with documented immunity do not need PEP.1

Treatment of Measles
Treatment of measles is mainly limited to suppor�ve care. 
Caregivers can give acetaminophen, ibuprofen, or intravenous 
fluids if needed for symptom control.15 Addi�onally, pa�ents 
should isolate for four days a�er the rash appears to minimize 
the transmission of measles.16

No an�virals are currently approved by theFood and Drug 
Administra�on  for the treatment of measles. Although the 
measles virus displays in vitro suscep�bility to riboviran, this has 

Table 1. Vitamin A Dosing1,15,17

Age of child Dose: Interna�onal Units (IU) Dose: re�nol ac�vity equivalent (RAE)*
12 months or older 200,000 60,000

6 to 11 months 100,000 30,000
Under 6 months 50,000 15,000
*Research at the turn of the Century found that provitamin-A carotenoid absorp�on is only half as much as previously believed. 
Consequently, the U.S. Ins�tute of Medicine recommended a new unit, the re�nol ac�vity equivalent (RAE) in 2001. Each mcg RAE 
corresponds to 1 mcg re�nol, 2 mcg of β-carotene in oil, 12 mcg of "dietary" β-carotene, or 24 mcg of the three other dietary 
provitamin-A carotenoids.



not been studied in clinical trials and is not indicated for the 
treatment of measles.1

Treatment with vitamin A is an op�on for pediatric pa�ents with 
measles. Vitamin A deficiency during measles infec�on has been 
linked with increased disease severity, addi�onal complica�ons, 
and prolonged recovery.15 Administra�on of vitamin A in children 
with measles in low- and middle-income countries has been 
connected to decreased morbidity and mortality.1 Although 
vitamin A deficiency is not as prevalent in higher income 
countries, infec�on with measles can reduce vitamin A stores.15

Given the benefit of vitamin A supplementa�on, the World 
Health Organiza�on (WHO) recommends treatment with vitamin 
A for all children (not adults) with severe measles that requires 
hospitaliza�on.1,15

Vitamin A is given once daily for two days, as described in Table 1
(on the previous page). Addi�onally, a third dose of vitamin A 
should be given two to six weeks a�er the ini�al dose for children 
with signs and symptoms of vitamin A deficiency.1

Revisi�ng our case: the pharmacist explains to Mike that 
although treatment with vitamin A is an op�on that may ease 
severity and promote recovery, it will not treat the infec�on. 
Mike now shares that Bella received a single dose of MMR five 
months ago (at age 10 months) before a trip to Europe for his 
sister’s wedding. He is wondering why she would need to be 
vaccinated again. Doesn’t that dose offer protec�on?

VACCINE RECOMMENDATIONS 
To be considered immune to measles, pa�ents must have 
documented administra�on of an age-appropriate live measles 
containing vaccine, laboratory confirma�on of either immunity or 
disease, or birth prior to 1957.3 Individuals born before 1957 are 
assumed to be immune to measles due to childhood exposure, as 
most people developed immunity through infec�on with the 
virus before the availability of the vaccine.5

Vaccina�on is key to measles preven�on and control. Both the 
CDC and the American Academy of Pediatrics recommend 
rou�ne vaccina�on with either MMR or MMRV.1,3 Table 2 (below) 
provides addi�onal informa�on regarding current vaccines 
op�ons.

Table 2. Measles Vaccines Available in the United States1,18-20

Brand name Manufacturer Ac�ve ingredients Age of administra�on Administra�on

M-M-R II Merck measles, mumps, and rubella vaccine, live 
(MMR)

12 months and older* 0.5 ml subcutaneously or 
intramuscularly

Priorix GlaxoSmithKline measles, mumps, and rubella vaccine, live 
(MMR)

12 months and older* 0.5 ml subcutaneously

ProQuad Merck measles, mumps, rubella, and varicella 
vaccine, live (MMRV)

12 months to 12 years 0.5 ml subcutaneously or 
intramuscularly 

*May be administered at ages 6 to 11 months for interna�onal travel, community outbreak, or post-exposure prophylaxis

The first dose is usually given between 12 and 15 months of age, 
and the second dose is usually given between ages 4 and 6 years. 
The second dose may be given earlier, at least 28 days a�er the 
first dose for MMR and 90 days for MMRV, during a community 
outbreak of measles, before interna�onal travel, or to individuals 
who did not receive the vaccine during the recommended ages 
for administra�on. The MMRV vaccine should not be given to 
children younger than 1 year.1,21

The CDC recommends that MMR and varicella vaccines are given 
separately when administered as the first dose for children aged 
12 to 47 months, unless the parent or caregiver prefers MMRV. 
Clinicians usually prefer MMRV as the second dose in children 
age 15 months to 12 years and for both doses in unvaccinated 
children age 48 months and older. The SIDEBAR (on the next 
page) explains this further.

At the �me of this wri�ng, the CDC Advisory Commi�ee on 
Immuniza�on Prac�ces (ACIP) recommends that MMR and 
varicella vaccine be administrated separately un�l age 4. This is a 
change from the current recommenda�on to administer MMRV 
for the second dose in children 15 months and older. The ACIP 
recommenda�on is s�ll pending approval from the CDC ac�ng 
director and is not yet official.22

The MMR vaccine may be given to children ages 6 to 11 months if 
a community outbreak occurs or if the child is traveling 
interna�onally. For op�mal efficacy, clinicians should give the 
vaccine at least two weeks before travel. It is important to note 
that a dose given before age 1 does not count towards 
comple�ng the immuniza�on series; a total of two doses are 
required to be administered a�er age 1, and doses given at ages 
12 to 15 months and 4 to 6 years are s�ll recommended.1 

Reflec�ng back on our case: the pharmacist explains to Mike that 
Bella needs two doses a�er age 1 to ensure immunity to measles. 
Although Bella received a dose prior to interna�onal travel, she 
was younger than 12 months old, and it does not count towards 
comple�ng the series.

PAUSE AND PONDER: Who else would benefit from 
measles vaccina�ons?

(Text con�nues on page 6)



SIDEBAR: How to choose MMR vs. MMRV23

Piper, age 4, and her brother Oliver, age 12 months, are both due 
for measles and varicella vaccines. Piper received separate MMR 
and varicella vaccines when she was 1 year old. Their mom, 
Barbara, would like to minimize injec�ons for each child. She 
asks if they can each receive MMRV to limit their shots today.

Although MMRV is indicated for children ages 12 months to 12 
years, it has been associated with an increased risk of fever and 
febrile seizure when given as the first dose to children ages 12 to 
47 months of age. Experts encourage healthcare providers to 
counsel parents and caregivers of children in this age group 
regarding the risks and benefits of MMRV vaccina�on. MMRV 
may be administered if the parent or caregiver prefers; however, 
the CDC recommends that MMR and varicella vaccines are given 
separately for the first dose in this age range.

Approximately 15% of children aged 12 to 47 months who 
receive MMR and varicella vaccines separately will experience 
post-vaccina�on fever (102oF or higher up to 42 days a�er 
vaccina�on), compared with 22% who receive MMRV. 
Administering the vaccines separately in this age group also 
decreases the febrile seizure risk by half: four of 10,000 children 
experience febrile seizure five to 12 days a�er vaccina�on with 
MMR and varicella separately, as compared to eight of 10,000 
with MMRV.

For children aged 48 months and older, the risk of fever or febrile 
seizure with the first dose of MMRV declines and is similar to the 
risk when MMR and varicella vaccine are administered 
separately. The risk also decreases in all age groups when MMRV 
is administered as the second dose. Clinicians usually prefer 
MMRV for both doses in children age 48 months and older and 
for the second dose in children ages 15 months to 12 years. 

MMR and varicella vaccine should be administered separately 
for children with a personal or family history of seizures 
because they are at increased risk of febrile seizure a�er 
MMRV vaccina�on.

The pharmacist discusses the risks and benefits with Barbara, 
explaining that Piper received MMR and varicella vaccines 
separately at age 1 to reduce the risk of fever and febrile 
seizure. Because Piper is 4, she is an excellent candidate for 
MMRV. Barbara confirms that neither Oliver nor anyone in his 
family has a history of seizures. The pharmacist discusses the 
risks of MMRV at Oliver’s age (increased risk of fever and 
febrile seizures) and benefits (one injec�on rather than two). 
Barbara weighs the informa�on presented to her and decides 
to follow the CDC recommenda�on of vaccina�ng Oliver with 
separate vaccines today, but will plan for MMRV for his second 
dose at age 4.

Before Barbara leaves, she pauses at the pharmacy counter. 
She asks about her niece, Lucy, who is 4 and unvaccinated. She 
wonders if Lucy is eligible for MMRV vaccina�on, and if 
consolida�ng shots might encourage Lucy’s mom to consider 
vaccina�on. 

The pharmacist confirms that MMRV is appropriate for Lucy 
based on her age and vaccina�on status. Children aged 4 and 
older have not demonstrated an increased incidence of fever 
and febrile seizure when MMRV is administered as either the 
first or second dose. A decreased risk of adverse events and 
administra�on of a single injec�on rather than two with each 
dose may be preferable to Lucy and her parent. The pharmacist 
offers to contact Lucy’s mom and discuss vaccina�on op�ons 
with her, explaining that Lucy could receive the first dose of 
MMRV now and the second dose in 90 days.



Although the guidelines are age based for rou�ne administra�on, 
some pa�ents may fall outside these parameters. Adults and 
older children, such as those in high school or college, who 
received a single dose a�er aged 12 months should receive a 
second dose, regardless of their current age.1

Other popula�ons that should receive two doses of MMR, at 
least 28 days apart, include21

• Students without immunity at educa�onal ins�tu�ons a�er 
high school, such as college or university 

• Interna�onal travelers without immunity 
• Healthcare workers without immunity
• Healthcare workers born prior to 1957 without laboratory 

confirma�on of immunity
• Close contacts of immunocompromised individuals who do 

not have documented immunity
• Individuals older than 12 months of age with human 

immunodeficiency virus (HIV) infec�on without 
immunosuppression and without immunity

An addi�onal one to two doses of MMR may be required for 21

• Recipients of the inac�vated measles vaccine between 1963 
and 1967

• Individuals at risk during an outbreak as determined by a 
health department 

People who should not receive MMR or MMRV are individuals 
with18-20

• Hypersensi�vity to any component of a measles-containing 
vaccine

• Immunodeficiency or immunosuppression due to disease or 
medical therapy

• Pregnancy or those who plan to become pregnant within a 
month

• Ac�ve febrile illness with fever greater than 101.3°F (38.5°C) 
(M-M-R II and ProQuad)

• Ac�ve tuberculosis in those who are not receiving treatment 
(M-M-R II and ProQuad)

Pa�ents who may be at greater risk for a experiencing a serious 
adverse reac�on or having a less robust immune response a�er 
vaccina�on are those with21

• Acute illness, with or without fever
• Use of blood product containing an�bodies within the past 

11 months
• Thrombocytopenia or thrombocytopenic purpura
• Indica�on for tuberculin skin tes�ng or interferon gamma 

release assay tes�ng
• Seizures, either personal or family history

Back to the dad in our case: he’s s�ll hesitant. He feels that his 
daughter has had so many vaccines already. And he’s read online 
that vaccines aren’t always safe. He wonders aloud if it is it really 
worth the risk?

VACCINE HESITANCY
Vaccine hesitancy (VH) is complicated and mul�factorial. It is 
formed by social, cultural, poli�cal, and personal elements.24,25

The WHO defines VH as a “delay in acceptance or refusal of 
vaccines despite availability of vaccina�on services.”26 Examples 
include delaying vaccines, limiting the number of vaccines 
administered at the same �me, avoiding specific vaccines, and 
omi�ng all vaccines completely.27 Some VH individuals believe 
that natural immunity (immunity resul�ng from infec�on) is more 
beneficial to the immune system than vaccine-induced immunity. 
While both routes provide immunity, the risks of vaccina�on are 
usually lower than the poten�al complica�ons or consequences 
of acquiring the infec�on.25,28 VH is not clear cut; VH is a 
spectrum that encompasses a range of beliefs, a�tudes, and 
ac�ons.

PAUSE AND PONDER: How can pharmacy teams 
effec�vely address VH?

The 3 C model describes vaccine hesitancy as a result of 
decreased confidence, increased complacency, and decreased 
convenience. Table 3 (below) describes the components of the 3 
C Model of vaccine hesitancy.29

Healthcare providers might assume VH is a fairly new 
development, resul�ng from and driven by the Internet and 
social media. While it is true that social media o�en propagates 
vaccine misinforma�on, VH was first recognized more than 200 
years ago with the administra�on of smallpox inocula�on. VH 
evolved further in the late 1800s when smallpox vaccina�on 
requirements led to the adop�on of personal belief exemp�on. 
Personal belief exemp�on, which is the prac�ce of omi�ng a 
vaccina�on based on individual convic�ons, con�nued to gain 
popularity as more vaccines became available.24

Table 3. The 3 C Model of Vaccine Hesitancy29,30

Confidence Pa�ent trust regarding
• The safety and effec�veness of vaccines
• The healthcare system providing vaccines
• The mo�va�on of policymakers who 

determine vaccine guidelines 

Complacency • The risks of vaccine preventable diseases are 
believed to be low

• May occur when the disease being prevented 
is no longer prevalent

Convenience Ease in obtaining vaccina�on, influenced by 
• Availability
• Affordability
• Accessibility
• Literacy
• Immuniza�on services 
• Comfort



Sources for vaccine informa�on abound, including healthcare 
providers, the Internet, social media, word of mouth, and 
tradi�onal media.27 Pharmacists are strong resources to answer 
vaccine ques�ons and concerns because people view 
pharmacists as trusted and accessible. This posi�on of 
responsibiliy allows pharmacists to help pa�ents navigate the 
abundance of informa�on—and misinforma�on—available.31

Tradi�onally, healthcare providers tackled individual VH through 
fact-based educa�on to correct misinforma�on. However, a well-
rounded approach focusing on individual beliefs in addi�on to 
evidence-based facts may be more effec�ve in encouraging 
vaccine adop�on.31

An op�on for addressing VH is the ASPIRE framework. This 
method helps pharmacists interact with pa�ents regarding 
vaccina�on beyond basic educa�on. It encourages pharmacists to 
ac�vely engage with pa�ents to establish trust and address their 
specific concerns.31

The ASPIRE framework consists of the following ac�ons31:
• Assume that people want to be vaccinated and be prepared 

for ques�ons
• Share key facts and informa�on sources to counter 

misinforma�on
• Present strong recommenda�ons to vaccinate and stories 

about vaccina�on experiences
• Ini�ate discussion or address ques�ons about adverse effects 

proac�vely and share credible informa�on sources 
• Respond to ques�ons and listen ac�vely 
• Empathize and understand concerns 

In our case, the pharmacist recognizes Mike’s concern but 
assures him that misinforma�on is rampant. The pharmacist 
explains with empathy that measles vaccine is both safe and 
effec�ve, and that exposure to the disease o�en carries severe 
complica�ons. The pharmacist offers to vaccinate today. Mike 
decides to think it over while he shops for snacks. The pharmacist 
will con�nue to offer the vaccina�on every �me Mike and Bella 
visit the pharmacy.

CONCLUSION
Measles is no longer a disease of the past. The recent up�ck in 
cases is directly related to declining vaccina�on rates. 
Unvaccinated individuals are at risk for infec�on and 
complica�ons, which may be severe. People without immunity 
may also transmit the disease to other unvaccinated individuals, 
perpetua�ng the cycle. Healthcare providers, laboratories, and 
hospitals should confirm suspected cases of measles with 
laboratory findings and report to the appropriate local health 
department. While suppor�ve care may offer symptom control, 
preven�on is key to measles control; both the MMR and MMRV 
vaccine are safe, effec�ve, and available. Ac�ve and empathe�c 
counseling techniques can help pharmacists build vaccine 
confidence and adop�on.

Figure 1 summarizes steps to increase vaccina�on for measles.



Figure 1. Spotting Opportunities to Administer Measles Vaccines

Best
❶ Be COMMUNITY CHAMPIONS and whenever possible, talk
about vaccina�ons’ remarkable safety record and how they 
prevent the complica�ons associated with measles
❷ Monitor your community and act quickly if a measles 
outbreak occurs; adver�se your services and reach out to the 
public health department
❸ Collaborate ac�vely with pediatricians and pediatric nurse 
prac��oners to ensure accurate facts are available to 
community residents

Better
❶ Know the differences between measles vaccines so you can 
reccommend and adminster the vaccine quickly and efficiently
❷ Be familiar with your community’s beliefs and engage 
hesitant parents ac�vely 
❸ Respect pa�ent’s beliefs and correct misinforma�on 
carefully and with confidence

Good
❶ Make sure you’ve been vaccinated! Especially when 
outbreaks occur, healthcare providers need to be protected!
❷ Post signs that indicate the measles accine is available and 
indicate you are available to answer ques�ons
❸ Ask pa�ents about if they’ve been vaccinated at every 
opportunity–some�mes it takes repeted efforts to convince 
pa�ents that it’s �me
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