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Introduction

Measles is a highly contagious, acute respirato-
ry disease. It is caused by a virus belonging to
the paramyxovirus family. The virus is transmit-
ted through direct contact and the air. The dis-
ease is characterized by a prodrome of high
fever, malaise, cough, coryza and conjunctivitis,
a pathognomic koplik spots followed by a macu-
lopapular rash. A rash occurs 14 days following
exposure to the virus, usually on the face and
upper neck and spreads, eventually reaching
the hands and feet. (Centers for Disease Con-
trol and Prevention, 2020).

The complications of measles include blind-
ness, ear infections, severe diarrhoea and asso-
ciated dehydration, encephalitis, and severe
respiratory infections (E.g.: pneumonia). Com-
plications of measles account for many of the
deaths due to measles. These complications
are common among children under the age of 5
years and adults over the age of 30 years. A
major epidemic of measles had occurred every
2-3 years resulting in approximately 2.6 million
deaths each year, before the introduction of the
measles vaccine in 1963 and the establishment
of widespread vaccination. Even though a safe
and effective vaccine was available for measles,
in 2018, more than 140,000 persons (mainly
children below the age of 5 years) died from
measles. Therefore, accelerated immunization
activities have had a major impact on lowering
the number of deaths due to measles (World
Health Organization, 2022).

Elimination of Measles in the Southeast Asia
Region

Measles elimination is defined as the absence
of endemic measles cases for 212 months in
the presence of adequate surveillance.

In 2013, the Member States in the World Health
Organization South-East Asia Region (SEAR)
started to follow the goal of measles elimination
and control of rubella / congenital rubella syn-
drome by 2020. To achieve this goal, the Re-
gional Director announced the elimination of
measles and control of rubella, as one of the
regional flagship priorities in 2014. A revised
goal of eliminating both measles and rubella by
2023 was declared by the SEAR Member
States in 2019. The strategies included were:

1) achieving 295% coverage with 2 doses of
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measles and rubella-containing vaccine in every
district via routine or supplementary immuniza-
tion activities (SIAs) and maintaining it.

2) Developing and maintaining sensitive, timely
case-based surveillance systems that reach the
expected performance indicators.

3) Developing and maintaining an accredited
network of laboratories.

4) Achieving timely identification, investigation,
and response to measles outbreaks.

5) Working together with other public health
sectors to achieve the above 4 strategies.

Immunization

The first dose of the measles-containing vac-
cine (MCV1) was introduced in all 11 countries
(Bangladesh, Bhutan, India, Indonesia, Demo-
cratic Republic of Korea, Maldives, Myanmar,
Nepal, Sri Lanka, Thailand, Timor-Leste) in the
South-East Region before 2003.

A routine second MCV dose (MCV2) was intro-
duced in 3 countries (Indonesia, Sri Lanka, and
Thailand) before 2003. The remaining 8 coun-
tries introduced MCV2 during 2003-2020.

The estimated MCV1 coverage in the region
increased from 65% (2003) to 88% (2020)
(figure 1). Five countries (Bangladesh, Demo-
cratic Republic of Korea, Maldives, Sri Lanka,
and Thailand) reported 295% MCV1 coverage
in 2020. The highest MCV1 coverage (94%) in
the region was reached in 2019, just before the
onset of the COVID-19 pandemic. Estimated
MCV2 coverage in the region increased from
6% in (2003) to 80% (in 2020), with the highest
(83%) in 2019. The estimated MCV2 coverage
in three countries (Democratic Republic of Ko-
rea, Maldives, and Sri Lanka) was 295% in
2020.
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During 2003-2020, measles supplementary immunization ac-
tivities (SIA) were conducted in all countries

Surveillance

A laboratory network for measles and rubella was established
in the SEAR in 2003, in line with the WHO Global Measles and
Rubella Laboratory Network. By 2020, in the SEAR region,
there were 49 proficient laboratories and one regional refer-
ence laboratory which was in Thailand. All countries had at
least one proficient labo-ratory. Thus, by 2020, case-based
measles surveillance with labora-tory confirmation of suspect-
ed cases was being established in all countries in the Region.

Incidence of measles

Between 2003-2020, the number of reported measles cases
decreased by 90% (from 94 598 in 2003 to 9,389 in 2020)
(Figure 1). The annual incidence of measles decreased by
92% (from 57.0 to 4.8 cases per million population)

Genotypes

Data on genotype was available for <1% of all confirmed mea-
sles cases in the SEAR. Among them, genotype D8 was found
in patients in 9 countries where measles was endemic. Geno-
type B3 was found in Bangladesh, India, Myanmar, Sri Lanka
and Thai-land. Genotype D4 was found mainly in India and
genotype H1 was found in India, Myanmar, Sri Lanka, and
Thailand.

Estimated measles cases and mortality

An updated model was used to estimate the numbers of mea-
sles cases and deaths for the countries in the Region. Accord-
ingly, the estimated number of measles cases reduced by 84%
(from 16,225,870 in 2003 to 2,552,584 in 2020). The estimat-
ed annual number of measles deaths was reduced by 97%
(from 163,044 to 5,649). Compared with no vaccination, mea-
sles vaccination prevented an estimated 9.3 million deaths in
the Region, during 2003-2020.

Regional verification of measles elimination

The World Health Organization South-East Asia Regional Veri-
fication Commission for measles and rubella elimination was
estab-lished in 2016. They have developed a framework for
verifying measles and rubella elimination in the Region. Follow-
ing that national verification, committees have been estab-
lished in all 11 countries and have assessed the progress to-
wards measles elimination by the annual reports. As of 2020,
the Regional Commission had verified measles elimination in
Bhutan (2017), Maldives (2017), Democratic People’s Republic
of Korea (2018), Timor-Leste (2018) and Sri Lanka (2019).
Therefore, 5 of the 11 countries had been verified as having
eliminated endemic measles transmission.

Challenges to achieving Measles elimination in SEAR

An extensive review of progress achieved by the countries in
the SEAR in measles and rubella elimination and an assess-
ment of feasibility (in terms of biological, programmatic, and
financial) was carried out in September 2019. There the Mem-
ber States in the Region updated their goal to achieve measles
and rubella elimination by 2023.

The challenges they faced in achieving measles elimination in
SEAR are as follows.

The routine MCV1 coverage in the region decreased from a
peak of 94% in 2019 to 88% in 2020 during the COVID-19
pandemic. The MCV2 coverage decreased from a peak of
83% (2019) to 80% (2020). In 2020, around 18% of the esti-
mated 22.3 million infants who did not receive MCV1 world-
wide were in the SEAR (3 million in India and 0.6 million in
Indone-sia).

Furthermore, the sensitivity of measles surveillance decreased
in all countries in the Region. It may be due to the reduced
transmission of measles and other respiratory viruses due to
COVID-19 prevention measures like social distancing and
wearing a mask. Also due to the travel restrictions imposed
nationally, reporting of patients with febrile rash illness to the
clinics must have been reduced. Furthermore, reassignment of
surveillance staff to respond to the COVID-19 pandemic might
have resulted in reduced sensitivity of measles surveillance

A recent independent review of progress towards measles
elimination in SEAR found that several challenges have threat-
ened the achievement of the 2023 target. They include immun-
ity gaps, sub-opti-mally sensitive surveillance, inadequate out-
break response and preparedness, funding gaps and the nega
-tive effects of the COVID-19 pandemic on immunization pro-
grammes.

Therefore, achieving the elimination of measles in the SEAR
by 2023 will need urgent, intensified work by the countries to
implement strategies at their best and rapidly, especially to
reduce the harmful effects on immunization services created
by the COVID-19 pandemic. Thus, to achieve the target in
2023, Member States must re-ener-gize their work and main-
tain momentum in the Region to,

1) Acquire the maximum level of political commitment from
Member Countries and support from partners.

2) Strengthen routine immunization to achieve 295% coverage
with MCV1 and MCV2.

3) Conduct high-quality SIAs.

4) Increase the sensitivity of surveillance and increase the
number of specimens collected for the detection and genotyp-
ing of measles virus.

5) Leverage measles elimination activities to reinstate immun-
ization services and minimise gaps in immunity to all vaccine-
preventable diseases during recovery from the COVID-19 pan-
demic.

By 2020, all 11 countries in the Region had national plans for
elimination based on the strategies mentioned in the Global
Measles and Rubella Strategic Plan and the Regional Commit-
tee resolution. Regional measles elimination has a significant
opportunity to decrease deaths and illnesses due to measles
worldwide by 2023.

Dr Morina Fernando
Epidemiology Unit
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Table 2: Vaccine-Preventable Diseases & AFP 06t~ 12th Aug 2022 (32¢ Week)

Number of Number of

No. of Cases by Province cases  cases o Tolalnum- pIRENS
Di ) y during during NUMDET O per of cases o ween the
isease cases to . number of
current same date i to date in
weekin  weekin  Jatin 505 cases to date
w c S N E NW NC U Sab 9029 2021 2022 in 2022 & 2021
AFP* 00 00 00 00 03 00 00 00 00 03 03 50 35 42.8 %
Diphtheria 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
Mumps 00 00 00 00 01 00 01 00 00 02 01 50 54 -74 %
Measles 00 00 00 00 00 00 00 00 00 00 00 16 11 45.4 %
Rubella 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
CRS** 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
Tetanus 00 00 00 00 00 00 00 00 00 00 00 05 02 150 %
Neonatal Tetanus 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
JapaneseEn- o g9 09 00 00 00 00 00 00 00 00 01 03 - 66.6 %
cephalitis
Whooping Cough 00 00 00 00 00 00 00 00 00 00 00 01 00 0%
Tuberculosis 00 08 02 06 09 00 06 20 11 62 69 3582 3301 8.5 %

Key to Table 1 & 2

Provinces: W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Westem, U: Uva, Sab: Sabaragamuwa.

RDHS Divisions: CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara, JF: Jaffna,
KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla, MO: Moneragala, RP: Ratnapura, KG: Kegalle.

Data Sources:

Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Neonatal Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps., Rubella, CRS,

Special Surveillance: AFP* (Acute Flaccid Paralysis ), Japanese Encephalitis

CRS** =Congenital Rubella Syndrome

NA = Not Available
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