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ABBREVIATIONS 
 
 
 

Afssaps: Agence française de sécurité sanitaire des produits de santé – French agency for 
the safety of medical products 
 
ANAES: Agence nationale d’accréditation et d’évaluation en santé – French national agency 
for health accreditation and evaluation 

 
CIRE: Cellule Inter-régionale d’épidémiologie – Regional epidemiology unit 
 
CNAMTS: Caisse nationale d’assurance maladie des travailleurs salariés – National health 
insurance fund for workers 
 
CNR: Centre National de Référence – National reference centre 
 
Ddass: Direction Départementale des Affaires Sanitaires et Sociales – Departmental office 
for public health  
 
DRASS: Direction Régionale des Affaires Sanitaires et Sociales – Regional office for public 
health  
 
DO: déclaration obligatoire – mandatory notification 
 
DOM-TOM: Départements et territoires d’outre-mer – Overseas départements and territories 
 
DREES: Direction de la recherche, des études, de l’évaluation et des statistiques –Office for 
research, evaluation and statistics  
 
INPES: Institut National de Prévention et d’Education pour la Santé – National institute for 
health prevention and education 
 
InVS: Institut de veille sanitaire – National public health surveillance institute 
 
LABM: Laboratoires d’analyses biologiques et médicales – Medical and microbiological 
analysis laboratories 
 
Misp: Médecin inspecteur de santé publique – Public health officer  
 
PMI: Protection maternelle et infantile – Mother and child healthcare centres 
 
URML: Union régionale des médecins libéraux – Regional association of private practitioners  
Direction de la recherche, des études, 
de l'évaluation et des statistiques 
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INTRODUCTION 

Measles is one of the most contagious infectious diseases, and affects more than 30 million children 
worldwide, despite the existence of a safe, efficient and affordable vaccine. It remains the main cause of 
death due to vaccine preventable disease (875 000 deaths each year). The disease continues to loom 
large in the European region (World Health Organization (WHO)), and 959 000 cases including 7000 
deaths were reported in 2000. Rubella, although generally a mild disease, can severely affect the fetus 
when it occurs during pregnancy.   
 
These two diseases have long been clinically managed in France: in 1966, the first market authorization 
was given for measles vaccine, followed by market authorization for rubella vaccine in 1970. Since then, 
the vaccination schedule has evolved, with recommendations for measles and rubella vaccination for all 
infants in 1983, then in 1986, with the introduction of measles-mumps-rubella (MMR) trivalent vaccine. In 
1996, a second dose of the trivalent vaccine was recommended at 11-13 years of age. The age for the 
second dose was lowered to 3-6 years in 1997 to expedite the elimination of measles. Since 1999, this 
vaccine has been available free of charge and financed entirely by the National health insurance for 
children up to the age of 13 years. The strategy against rubella has prioritised prevention in women of 
childbearing age. Since 1992, a decree has required serological screening for rubella at the health 
examination that is given before a marriage license is granted and at a pregnant woman’s first prenatal 
visit.    

These efforts have resulted in a reduction of morbidity and mortality linked to those two diseases. 
Nevertheless, the current vaccination coverage, which remains steady at around 85% at 24 months, is 
below the rate that would result in the elimination of the measles virus. In addition, the low vaccination 
coverage observed in some French regions increases the epidemic risk. This has been confirmed by the 
measles outbreaks affecting children and adults, most of them unvaccinated, in the Provence-Alpes-Côte-
d’Azur region since January 2003. Congenital rubella syndrome has become very rare, but this is due to a 
certain number of medical terminations of pregnancy (ToPs).   

Measles is also, in theory, a disease which can be eradicated through vaccination, since humans are the 
only virus reservoir. While waiting for this prospect, which requires global mobilisation, WHO has set the 
elimination of measles in some countries as its preliminary objective, namely the absence of transmission 
from an index case. This objective has been reached in the Americas region as well as in some European 
countries. For example, no indigenous measles case has been reported in Finland since 1996. In 1998, 
the WHO Regional Office for Europe committed itself to a policy for the elimination of measles and 
congenital rubella by 2010. This requires harmonising policies among countries of the region. France, as a 
member of the WHO European Region and aware of her current strategic limitations, has decided to 
follow the WHO initiative. Consequently, a working group has developed a national plan for measles and 
congenital rubella elimination.       
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PURPOSE OF THE PLAN 
 

Elimination of measles and congenital rubella infections by 2010 

 

This plan concerns all of France, including the DOM-TOM (overseas French départements. France and its 
overseas territories are divided into 100 administrative units called départements).   

General objectives of the plan  

While the aim of the plan matches the one defined by the WHO for measles, but differs somewhat for 
rubella. Since France has achieved an incidence rate of < 1 case per 100 000 live births for congenital 
rubella syndrome, the objective of the plan should be more ambitious for this rubella.    

 
1. To end endemic measles virus transmission (that is, to have no sustainable virus transmission 

and for secondary dissemination for an imported case to be limited and to stops on its own, 
without any intervention).  

 
2. To end the spread of rubella in women of childbearing age and eliminate congenital rubella 

syndrome (CRS)  
 
3. To achieve and maintain a high level of immunity in the population for these two diseases 

through vaccination.  

 

Specific objectives of the plan  

1. To achieve an incidence rate lower than one confirmed case per million inhabitants, 
excluding imported confirmed cases  

2. To reach zero incidence for congenital rubella syndrome (CRS)  

3. To reach a rate of <1 case per 100 000 live births for maternal rubella infections in 
women living in France   

4. To reach a percentage of susceptible individuals to the measles virus under 15% among 
children 1-4 years old, under 10% among 5-9 years old, and under 5% in each annual cohort 
aged over 15 years   

5. To achieve, for both diseases, vaccination coverage (VC) of at least 95% at age 24 
months and at least 80% for the second dose in all départements  

6. To achieve, for both diseases, a VC of at least 90% at 6 years of age for the second 
dose, in all départements  
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OVERVIEW  

Some measures have already been implemented for eliminating measles in France. Therefore, before 
elaborating a new strategy, an overview was necessary in order to identify the shortfalls of the current 
system.  

1  Diseases   

1.1     Measles 

1.1.1 Clinical diagnosis 

Measles is a highly contagious viral infection which most often develops in a mild form. Its principal 
complications are, by order of frequency: diarrhea, acute otitis media, viral or bacterial pneumonia, acute 
or post-measles encephalitis occurring in most cases 1 to 2 weeks after rash, and subacute sclerosing 
panencephalitis occurring generally 7 years after rash. The complicated forms of the disease are more 
frequent in individuals aged under 1 year and over 20 years, and deaths are observed in 0.2% of cases. 
In children, the primary cause of death is pneumonia and in adults, acute encephalitis.  

1.1.2 Laboratory diagnosis 
Because measles has become a rare disease, its diagnosis must be laboratory confirmed. This diagnosis 
lies in the detection of specific IgM antibodies or on the significant increase of antibody titres while making 
sure that no recent vaccination occurred. Antibodies can be searched in serum (venous puncture or from a 
sample of drop of blood on filter paper) or from saliva. The measles virus detection can be performed by 
cellular culture or by genetic amplification or reverse transcription-polymerase chain reaction (RT-PCR) 
allowing the genomic analysis to yield an indication of the geographical origin of the virus.   

1.1.3 Immunology 
A single infection provides life-long immunity against all the measles virus strains.  Moreover, the measles 
virus vaccinal strains present no risk of recombination with other viruses that could be present in the 
patient.  
Protective immunity is ensured by antibodies and specific T CD4 and CD8 cells. Immunity acquired 
after vaccination is both cellular and conveyed by antibodies.  
 
In a population, immunisation is obtained after one measles vaccine injection in at least 70% of cases and 
after a systematic second dose, in at least 94% of cases.  
 
Anti-measles immunity in infants under the age of one depends on the mother’s immune status: a 
vaccinated mother transmits fewer antibodies to her child than a mother who has had measles, and the 
persistence of antibodies in children is influenced likewise.   

 

1.2    Rubella  

1.2.1 Clinical diagnosis  
Acquired rubella is generally a mild disease. Asymptomatic forms of the disease are frequent. Congenital 
rubella, which occurs when the teratogenic virus is transmitted across the placenta, is what makes rubella a 
serious disease. It can lead to severe malformations, often multiple and associated. Organs that are 
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selectively affected are the eyes, the auditory system, the cardiovascular system, and the central nervous 
system (CNS).   

1.2.2 Laboratory diagnosis 
Testing for rubella virus (performed only in high technology virological laboratories), which is done only 
during antenatal diagnosis, is performed either through isolation by cell culture or through single or 
multiplex RT-PCT techniques. 

Rubella diagnosis, when rash is present, or after exposure, is done either by testing for the presence of 
rubella IgM antibodies associated to IgG or on seroconversion or significant rise of the IgG antibody titres. 
Determination of IgG antibody affinity and the presence of IgA can be performed in specialist 
laboratories in order to distinguish primary infections from re-infections. The biological diagnosis of 
rubella does not pose any technical problem. Some difficulties can however occur in the interpretation of 
results considering this infection is rare.  

In all cases, obtaining results from previous serological tests can contribute to avoid tests that would not 
be useful. 

1.2.3   Immunology 

A single dose of vaccine against rubella administered between 9 and 15 months of age gives a 
protective antibody rate in 99% of cases at 15 months, which decreases variably with time, according to 
the literature.   

 

1.3     Treatment 
There are no antiviral drugs against those two diseases. Treatment is purely symptomatic and 
associated with the treatment of complications. 

 

2  Surveillance and epidemiology 

2.1     Measles 

2.1.1 Surveillance 
Measles has not been a mandatorily notifiable disease in France since 1985. Surveillance is carried out by 
a sentinel network of nearly 300 sentinel physicians (private practitioners). In 2003, estimated incidence 
was extrapolated from 18 clinical cases reported by these practitioners, reflecting a surveillance system 
unadapted to very low incidences. Given this low incidence, the positive predictive value of the clinical 
definition (meaning the proportion of genuine measles cases among cases meeting the clinical definition 
criteria) is probably very low.    

2.1.2 Epidemiology 

The annual national incidence of measles was around 300 000 cases in 1985 and then progressively 
declined, reaching an estimated number of 10 400 cases in 2003 and 4448 cases in 2004, 
corresponding to respective incidence rates of 16 and 7 cases per 100 000 inhabitants. Meanwhile, the 
sentinel network of practitioners observed an increase in the mean age of disease occurrence with a 
proportion of patients over 10 years old increasing from 13% in 1985 to 62% in 2002. This was 
corroborated by a national serological survey conducted in 1998, which showed that 5% of the 
population aged between 15 and 19 years was not protected against measles at the time.     
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Before the generalised vaccination of infants, there were between 15 and 30 deaths due to measles 
annually, but this has fallen to between 1 and 10 deaths per year since 1989. Encephalitis is the main 
reported cause of death. The number of reported subacute sclerosing panencephalitis decreased from 25 
cases in 1980 to 3 in 1996. During the same period, the number of reported cases of acute encephalitis 
also declined considerably, from between 20 and 30 cases per year in the early 1980s to fewer than 5 
cases in 1995-1996. 

These data suggests a low viral circulation that can be explained by an increase of immunity in the 
population, linked to the improvement of vaccine coverage and by the catch-up of non vaccinated 
children under the age of 6 years. Nevertheless, this situation may correspond to a ‘honeymoon’ 
period, characterized by the progressive accumulation of non immune subjects, which is a potential 
source of epidemic clusters, although the decline in the number of cases gives the illusion of a 
disease being eliminated. This trend seems to be confirmed by several measles outbreaks (a total 
of 259 cases) identified in early 2003 in the PACA area (Provence Alpes-Côte d’Azur), a region with 
marked vaccine coverage disparities. 

In Europe, some countries with high levels of vaccine coverage have eliminated, or are on the way to 
eliminating, measles (Finland, Sweden, Norway, and the Netherlands). On the other hand, other countries 
are faced with outbreaks of varying frequency. The most recent outbreaks have occurred in Switzerland and 
Italy.   

2.2     Rubella 

2.2.1 Surveillance 
The Rénarub network, set up in 1976, is the main source of information on rubella epidemiology in 
France. The latest estimates show very good participation by laboratories and practitioners within the 
network. 

2.2.2 Epidemiology 

The number of infants born with congenital rubella syndrome was 6 in 2001, 1 in 2002 and 2 in 2003, 
corresponding to respective incidence rates of 0.78, 0.13, and 0.26 per 100 000 live births. 
In the course of the past 3 years, 13 rubella infections occurred in pregnant women under 20 years of 
age. Infection rates observed in this age group were 50.1, 13.1 and 20.3 per 100 000 live births 
respectively in 2001, 2002 and 2003. Between 1998 and 2000, the number of medical pregnancy 
terminations associated with an infection during the course of pregnancy increased from 4 to 18.  
The seroepidemiological survey carried out in 1998 showed a lower susceptibility in women over 15 years 
when compared with men, reflecting the impact of selective vaccination catch-up. 

 

3  Vaccines and pharmacovigilance 

The safety profile analysis of  Rouvax®, ROR Vax® and Priorix® vaccines containing the measles valence  
that are available to the French medical profession has been carried out using all pharmacovigilance data 
collected worldwide (Source : Periodic safety update reports  [or PSURs] provided by the laboratories 
concerned) and data from the literature.   

This analysis contributes to the conclusion that there is a more comprehensive satisfactory tolerance to 
those vaccines, not only in the populations targeted by vaccination schedules, but also among adolescents 
and adults. Thus, the notification rate of pharmacovigilance cases estimated from the PSUR analysis is 
around 1.2 cases/ 100 000 vaccine doses.    

The most common adverse reactions are fever, rash, transitory local reactions and thrombocytopenic 
purpuras. The most commonly reported severe adverse reactions are febrile convulsions.   
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An assessment of the safety profile for using these vaccines in infants under 9 months of age appears 
to be more problematic because there is little or no clinical data for this age group. However, it should 
be noted that in the United States, the administration of the MMRII® vaccine is recommended in infants 
aged between 6 and 11 months in special circumstances.    

A review of the literature does not support maintaining the current absolute contraindication regarding the 
administration of these vaccines to subjects who are allergic to egg proteins. 

Finally, the hypothesis of an association between the appearance of autism and vaccination against 
measles, mumps and rubella can be discarded on the basis of the results from epidemiological 
studies. 

 

4  Vaccination coverage  
 
Vaccination coverage is calculated by the Research, Studies, Evaluation and Statistics Management 
Office (Direction de la Recherche, des Etudes, de l’Evaluation et des Statistiques (DREES)) at the 
Ministry of Health in collaboration with the InVS. It is based on the analysis of 24 month certificates 
(CS24), a triennial cycle of surveys in schools (the classes looked at are the final year of ‘maternelle’ 
(kindergarten), ‘CM2’ and 3rd grade, where children tend to be aged between 5-6, 9-10, and 13-14 
years old, regular seroepidemiological surveys (InVS), and other investigations performed regularly by 
other agencies.   

In 2003 (provisional data), measles vaccination coverage for the 1st dose was 86.4% at 24 months of 
age, and 92% at 4 years, with disparities between départements. Vaccine coverage is highest in 
northern France. The last school survey carried out among children aged 6 years showed 94.3% 
vaccination coverage in 1999. The survey carried out among children in the ‘CM2’ class (9-10 years 
old) in 2001-2002 showed 95% measles vaccination coverage. 
The comparison of results from the French Health Regional Observatories (Fédération nationale des 
observatoires régionaux de santé (FNORS)) with the analysis of CS24 forms shows that although 
only 50% to 60% of all CS24 forms were received for analysis, estimates provided from this data 
source appear to be reliable.     
Vaccine coverage at 2 years of age remains insufficient and has remained stable at around 85% for 
several years. In some southern départements, it is below 80% and in some places below 70%. 
These coverage levels are lower than those observed for other antigens included in the infant 
vaccination schedule, in particular for diphtheria, tetanus, poliomyelitis, pertussis and Haemophilus 
influenzae (between 97% and 98% for 3 doses at 24 months of age). No information is available 
concerning the second dose administration.    

 

5  Obstacles to vaccination 

Over the past ten years, several quantitative or qualitative surveys have been carried out on the 
initiative of the French Committee for Health Education (Comité français d'éducation pour la santé 
(CFES)), and the National Institute for Prevention and Health Education (Institut national de 
prévention et d'éducation pour la santé (INPES)).   

5.1 Arguments against vaccination 
The most frequent type of arguments used against vaccination can be summed up in the following 
categories: vaccination represents a violation of individual rights; vaccination is the outcome of a 
conspiracy; vaccination is inefficient, even dangerous; vaccination is useless.  
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5.1.1 Professionals 

The great majority of general practitioners are in favour of vaccination, but some do express 
reservations. 

Some surveys show that professionals may be reluctant, particularly if they perceive that there is no 
epidemic risk, if they consider the disease to be benign, if they have poor bad knowledge of 
complications, which they consider to be rare, or if they fear adverse reactions to vaccination. Some 
doubts have been expressed as to the duration and the efficacy of vaccinal immunisation, and 
suspicion of a conflict of interests between public health decisions and the pharmaceutical industry. 
The routine practice of homeopathy and having a private general practice seem to be related to 
cautious behaviours from some general practitioners in regards to vaccination.     

5.1.2 Parents 
The majority of parents say that they support the principle of vaccination. A minority express some 
reserve, for various reasons.   

Among parents who have not vaccinated one of their children and do not plan to do so, the main 
reasons mentioned are the mildness of the disease and the fear of complications related to 
vaccination. Other factors seem to be linked to an unfavourable opinion of vaccines from parents, 
for example suspicion towards all medicines and drugs [both legal and illegal] (in young people 
aged 15 to 25 years) or resorting to homeopathy or acupuncture (in adults aged 26 to 54 years). 
Studies also show that other factors may include the negligence of the family, or the fact that, 
according to the family, vaccination was never offered by the doctor.    

5.2    Which recommendations for action? 
Qualitative studies describe some suggestions on action strategies:    
• Request for clear, neutral information that explain the risks and complications of the diseases, 

vaccine efficacy, and safety, and the mildness of adverse reactions ;   
• Vaccination as part of a more comprehensive prevention policy in favour of children ; 
• The value of regular information to families (for example, reminders to parents to bring their children 

to the doctor at birth dates…); 
• Necessity of targeted actions (for resistance areas) with the provision of specific means.  
 

The various studies confirm the decisive roles that general practitioners and mothers play in any decision 
regarding the vaccination of children. 

Professionals express a wish for more information. They also express difficulties in playing an 
educational role within the short time available for a medical consultation, especially when they are 
not prepared. 
Parents are split between the confident and the doubters. Some look for information and landmarks, 
being keen to obtain data that is independent of economic interests.   

It would be interesting to anticipate information and educational actions which bring a wide variety of 
helpful answers tailored to counter the objections expressed by mothers and health professionals. It 
would be particularly useful to improve communication about the concept of vaccination. In general, it 
seems important to make the public aware of the long and highly controlled process that precedes the 
market authorization of a vaccine, as well as an ongoing surveillance of adverse reactions once the 
vaccine has been authorised on the market. Since measles can be perceived as an ‘invisible’ and/or mild 
disease, the opportunity to inform people about the recent outbreaks in France and neighbouring 
countries should not be missed, for example mentioning children who have been seriously hurt by 
measles because they were unvaccinated.      
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MEASURES RECOMMENDED BY THE WHO 

Within the framework of a strategic plan to fight measles and congenital rubella, the WHO has 
issued recommendations (EUR/ICP/CMDS 010105) that cover not only vaccination but also 
surveillance strategies adapted to the various levels of control attained by each country.  

6  Minimal surveillance measures envisaged by the WHO, by the control levels of 
measles and congenital rubella  

6.1     Measles  
 

Control 
levels 

Vaccine 
coverage 

Epidemiological 
situation 

Minimum surveillance activities 

Low level 
Phase I : limited 
control of measles  

<= 90% Important morbidity with 
frequent epidemic surges, 
<5 year intervals between 
outbreaks  

Monthly notification of aggregated data by age 
group, immunisation status, geographical areas + 
investigation of epidemic surges of measles 
suspect cases depending on available resources 

High level  
Phase II : control of 
measles  

>90% and 
sustained with 
at least one 
dose  

Low morbidity with epidemic 
surges, >5 year intervals 
between outbreaks  

Level I activities 
+ 
Notification of  cases at national level 
+ 

Implementation of means for laboratory 
confirmation +  
Investigation of any detected epidemic surge  

Near elimination 
Phase III 

>95% and 
sustained with 
2 doses 

Interruption of endemic 
transmission 
Low level of population 
susceptibility to  measles   

Systematic notification of cases at national level  
+ 
Investigation of each suspect case with 
diagnostic laboratory test  
 + 
 Investigation of any detected clustered cases of 
febrile rash  

6.2     Rubella 
 

SRC Study of the impact of congenital rubella syndrome (CRS) Low level 
Phase I 

Rubella Notification of the monthly number of suspect rubella cases by age group and 
immunisation status (optional for countries without vaccination schedule for 
rubella)  

SRC - Notification of the annual number of CRS cases  
- Surveillance of CRS cases among infants aged 0 to 11 months with laboratory 
confirmation  
- Surveillance of rubella susceptibility in women of childbearing age  

High level 
Phase II and  
Phase III 

Rubella - Notification of the monthly number of suspect rubella cases by age group and 
immunisation status  
- National surveillance among cases, if a general vaccination strategy against 
rubella has been set up  
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As regards measles, epidemiological data in metropolitan France suggest low viral circulation, with 
the risk of outbreaks concentrated in undervaccinated population groups. Thus, France can be 
regarded as a country with a relatively high level of control but with a phase II epidemic risk II, 
according to the WHO criteria.  

7  The WHO’s recommended vaccination strategy for phase II countries  

For countries with relatively high control levels, such as France, the WHO recommends the 
following vaccination strategy:  

7.1     For measles  

Achieve >95% vaccine coverage at national level through systematic vaccination with at least a 
single dose. 
Offer a second vaccination opportunity through systematic or additional vaccination measures 
(catch-up campaigns).    
When a country records a low vaccine coverage, analysis should be performed in this country to 
identify the causes of this deficiency and elaborate specific strategies to increase vaccine coverage 
and reduce any missed opportunity in terms of vaccination. Social mobilisation together with genuine 
communication on risks are very important activities.   

7.2     For rubella  

Achieve >90% vaccine coverage for one dose of rubella vaccine in women of childbearing age and 
maintain it. 
Countries where the combined vaccine against measles and rubella or the combined vaccine against 
measles, mumps and rubella has been used for many years in childhood vaccination schedules and 
where high vaccine coverage has failed, should assess rubella sensitivity in women of childbearing age 
and apply the necessary measures to reduce this risk.    
 

 

MEASURES OF THE MEASLES AND CONGENITAL RUBELLA 
ELIMINATION PLAN IN FRANCE 
This plan provides sixteen measures divided in five action fields. 

8  Vaccination strategy (Measures 1 to 7) 

8.1 Objectives of the new vaccination strategy 
The ultimate objectives are defined in the chapter ‘Objectives of the plan’: they consist of 
achieving in all the départements and for both diseases a minimum vaccination coverage (VC) 
of 95% for the first dose and at least 80% for the second dose at 24 months of age, and of at 
least 90% for the second dose at 6 years of age. In order to reach these levels in the general 
population, the vaccination strategy has two intermediary objectives:   

A/ Simplify the vaccination schedule  

B/ Protect  the ent i re suscept ib le  populat ion  
A susceptible population has gradually developed since the introduction in 1983 of the measles vaccine 
into the French vaccination schedule for all infants, thanks to the progressive increase of vaccination 
coverage rates and of the current rates, close to 85%. Before vaccination, the disease incidence was very 
high and resulted in a fairly systematic immunisation of the population by the wild virus. There was a 
gradual increase of vaccination coverage together with a marked decline of measles incidence and of the 
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wild measles virus, resulting in a lesser probability of being exposed to it. Consequently, a certain number 
of adults are not immunised against measles since they have neither been exposed to the wild virus or 
nor have they been vaccinated. This situation is temporary because future generations (today’s well 
vaccinated children who will become immunised adults) will no longer present this susceptible 
immunological profile. This process is confirmed by the results from the sero-epidemiological study (see 
Table 1).     
 
8.2 Changes in the vaccination schedule  

8.2.1  General recommendations 

Measles, mumps and rubella vaccination is recommended at 12 months of age (no 
longer from 12 months). 
- With median age of first pregnancy being around 29 years of age, the majority of mothers have been 
exposed to measles. Therefore, bringing forward vaccination to 9 months is not proposed. 
- Bringing forward the age of the first dose will have to be reconsidered when most mothers have 
acquired their immunity from vaccination.  
- Data from mandatory notification will help to reveal the number of children contracting measles 
between 9 and 12 months of age and to reassess the relevance of offering vaccination at 9 months of age 
only to children in community settings.   

The second dose is recommended during the second year of life, between 13 and 24 months of 
age.  
Systematic follow-up of children until they are 2 years old means that the vaccination schedule can easily 
be updated. Today, it is difficult not to offer a second dose since one dose does not always protect against 
measles. 

Measles, mumps and rubella vaccination should be completed before a child starts nursery school, even 
though it is possible to complete it at a later stage.  
Note: there should be an interval of at least one month between the administration of two live vaccines.   

Two doses of trivalent vaccine are recommended for children over 24 months of age who 
were born in 1992 or after.   

Children over 24 months of age, born in 1992 and after (that is, 13 years old or under in 2005) should 
have received two doses before the age of six to match up with the recommended immunisation strategy 
up to 2004. 
To complement these measures, medical visits by school doctors or pediatricians from mother 
and child health care centres (PMI) at the ages if 24 months and 6 years will contribute to 
monitoring the vaccination schedule, and provide advice if necessary. 

One dose of trivalent vaccine is recommended for individuals born between 1980 and 1991 who 
have never been vaccinated against measles.  
This concerns people aged between 14 and 25 years in 2005.  
- The sero-epidemiological survey conducted in 1998 showed that at least 5% of individuals aged 25 
years or under were still non-immune. They were either children under 13 years of age at the time of the 
study, and therefore the target of measles, mumps, rubella vaccination, or adolescents aged between 
15 and19 years, meaning they were 21 to 25 years old in 2004-2005. 

- Why not recommend two doses in the 14-25 years age group? The second dose would target the 
protection of the 14-25 years age group who have not been immunised by the wild virus, who did not 
respond to a first dose and who are susceptible to the virus. According to the InVS previsions, 
recommending a second dose in the 14-25 years age group (given that part of this population was aged 
11 to 13 years old in 1996-1997 and could have received two doses of vaccine), would mean 
administering nearly 9 million additional doses, and would result in fewer than 9 extra cases avoided each 
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year, compared with the one dose strategy (maximum 9 cases for the first year). The cost-efficiency ratio 
is therefore very high.   

- Vaccinating adults over 25 years of age does not appear to be efficient in terms of public health 
since, according to this same survey, less than 2% of adults over 25 years of age have not been 
immunised against measles, most of them having contracted measles. 

- From the age of 25 up to the age of 30 or 35, men remain more susceptible to rubella than 
women and constitute a potential reservoir for the disease (see table 1). Nevertheless, it is difficult 
to recommend vaccination considering the low individual benefit.  

The elimination strategy of congenital rubella is still based, on one hand, on vaccinating 
women of childbearing age, and on the other hand, on interrupting viral circulation by 
achieving high levels of vaccination coverage in infants of both sexes. 

Table 1 - Proportion of individuals susceptible to rubella and measles - ESEN 1998 data (n = 3476) 
 

Year of birth  1986-1991 1980-1985 1975-1979 1970-1974 
Age in 2005 14-19 20-25 26-30 31-35 
Sex M F M F M F M F 
Susceptible to rubella  11.5% 12% 20% 13% 11% 5% 10.5% 2% 

Susceptible to measles 11% 9% 6% 6% 3% 1% 1% 1% 

 

In order to complement this measure, the National health insurance funds (Caisses nationales 
d’assurance maladie, CNAM) will send 18 year olds a reminder by post, informing them about 
vaccines to be administered according to the vaccination schedule.  
Rubella vaccination may be administered during the post-partum period or during the postnatal 
examination performed by midwives.   
The Public Health Act specifies in article 101 that ‘the post-natal examination can be performed by a 
midwife if pregnancy and childbirth are normal’, and in article 103 that ‘midwives are allowed to administer 
vaccines as listed by the Ministry of Health’. The 22 March 2005 order defining the list of vaccines that 
midwives are allowed to administer includes vaccination against rubella in women.   

 
8.2.2   Vaccination recommendations for risk-groups 

Infants entering community settings before 12 months of age  
Measles vaccination continues to be recommended at 9 months of age. When vaccination is 
administered at the age of 12 months with a trivalent vaccine, the second dose is recommended 
between 12 and 15 months of age and is sufficient [Gans H. 2001]. If the monovalent vaccine is used, 
the subject will have to receive two further doses of trivalent vaccine to be properly immunised against 
mumps [Gans H. 2001].   
 
Professionals aged 25 years and over 
These are unvaccinated people, with no history (or suspected history) of measles  in whom serology is 
negative, and who are training or work as health professionals, particularly those who will work in 
services accessed by people who are at risk of becoming severely ill with measles 
 
Travelers above 25 years of age   
For travelers who are unvaccinated or without any measles history, the risk must be assessed on a 
case by case basis by the physician who administers the vaccine depending on the duration and 
conditions of travel, and the level of measles endemicity in the country visited. One dose of trivalent 
vaccine is sufficient.   
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Vaccination around a single case or a cluster of cases  
In order to interrupt the chain of measles transmission, this kind of vaccination has two objectives:   
1/  To update, if necessary, the vaccination schedule of the case(s) and those around the case 
2/ To avoid the occurrence of the disease in a non-immune person who has been in contact with a 
case. These measures are detailed in chapter 11.  

8.3     Vaccination campaigns 
Vaccination campaigns targeting the community do not appear to be appropriate in the current 
epidemiological context. In addition, one must take into account the fact that vaccination status 
can be reliably checked France by consulting individual health records. 
 
8.4     Vaccination against mumps 
In France, mumps shares the same problems as measles: efficient vaccination demands the 
administration of two doses, and the combined effect of insufficient vaccine coverage and a lower 
exposure during childhood (due to a lesser virus circulation) leads to the occurrence of cases in 
adolescents or young adults. However, in this population, the risk of orchitis or ovaritis complications and 
their potential consequences on fertility is more frequent. Clustered cases in young adults have recently 
been reported in a university in the United Kingdom. Even if the objective of this plan is not mumps 
elimination, it is still likely that the proposed vaccination schedule (including the administration of two 
trivalent vaccine doses), and the levels of vaccine coverage necessary for eliminating measles and 
congenital rubella, will contribute to eliminating the circulation of the mumps virus in France.    

 

Action field no.1 : Vaccination strategy 

Measure no.1: First dose of trivalent vaccine recommended at 12 months of age  

Measure no.2: The recommended vaccine at 9 months of age for children entering into in 
community settings is trivalent 

Measure no 3: Second dose of trivalent vaccine during the second year  

Measure no 4 : Two doses of trivalent vaccine for children over 24 months of age, born in 1992 
and after  

Measure no 5: One dose of trivalent vaccine for individuals born between 1980 and 1991 

Measure no. 6: Improvement of vaccination of women susceptible to rubella after delivery   

Measure no. 7: Special vaccination recommendations for groups at risk  

 

Estimated budget needed for this action field over the entire 
duration of the plan   
In order to implement vaccination for unvaccinated adults aged from 13 to 25 years, completely free of 
charge: 35 million Euros.   
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9 Improve measles surveillance with a view to elimination (measures 8 to 11)  

9.1 Objectives of the new surveillance strategy  

The ultimate goal of measles surveillance in France is the elimination certification of the virus on national 
territory by 2010. In the meantime, the objective is to document the progress towards the interruption of 
the indigenous virus circulation and to adapt subsequent prevention actions.  

Considering the limitations of the current system, the Institut de veille sanitaire (InVS) has 
proposed reinforcing measles surveillance in France. This proposal is based on the experiences 
and practices of other European countries, on the current epidemiological characteristics of 
measles in France and on measles studies from recent years [CIEF 1997] [RNSP 1998] [InVS 2001 
workshop on measles surveillance] including a feasibility study for exhaustive surveillance with 
microbiological case confirmation [CIEF 1997] [InVS 2003-2004].   

The implementation of a new surveillance system for measles has three main objectives:  
• To detecting clustered cases or outbreaks in order to investigate them and implement adapted 

control measures ; 
• To obtain microbiological confirmation for each clinical case through a laboratory diagnostic test; 
• To follow up measles incidence and measure the progress towards the target of eliminating the virus 

circulation in France.  

 

The specific objectives are: 
• To exhaustively collect and analyse clinical, microbiological, epidemiological data related to 

measles in France in order to better target prevention actions ; 
• To achieve a proportion of >80% biologically investigated cases (meaning that samples are 

taken and laboratory  results are known) among suspected and reported cases ; 
• To assess notification rates of clinical cases in the population and by département ; 

 
 

• To follow up the proportion of confirmed clinical cases among tested cases (positive predictive value 
of the clinical definition) ; 

• To follow up the number of imported cases and cases related to importation1 ; 
• To define the circulating genotype in cases of active circulation and for each identified chain 

of transmission; 
• To have access to assessment tools that will allow confirmation of the interruption of indigenous 

measles transmission in France  
 

 
9.2 Mandatory notification of measles 

On 26 September 2003, the communicable diseases department of The French Higher Council for 
Public Health (Conseil Supérieur d'Hygiène Publique de France (CSHPF)) issued an opinion in favour 
of adding measles to the list of notifiable diseases and of implementing a mechanism to facilitate the 
performance of a diagnostic laboratory test. 

9.2.1 Reporting and notification criteria  
Given the current epidemiological situation, the definition of a suspect case as ’acute fever with rash’ 
has very low positive predictive value, and so only cases meeting the criteria of a clinical case 
                                                      
1 ‘Imported measles’ means the introduction of measles into a country, demonstrated by epidemiological 
data (a confirmed case who was outside the country during the 7-18 days interval preceding onset of 
rash). ‘Measles case related to importation’ means infections acquired locally, representing a chain of 
transmission whose origin is an imported case for which the virus has a genotype that was not circulating 
in the country 
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(whether confirmed, awaiting confirmation or not confirmed) need be reported. Case reporting criteria 
for measles to Ddass are presented hereunder.    

Clinical case 

- fever > 38.5°C and  
- maculo-papular rashes and  
- presence of at least one of the following symptoms: cough, coryza, conjunctivitis or Koplik’s spots  
 
Confirmed cases 

Laboratory confirmed case  
Presence of at least one of the following biological criteria: 
• serological or salivary detection of measles specific IgM (in the absence of recent vaccination);   
• seroconversion or fourfold rise in sera IgG titres between the acute phase and the convalescence 

phase ; (in the absence of recent vaccination) ;  
• Virus detection by PCR from blood, nasopharyngeal, saliva or urine samples ;  
• Positive culture on blood, nasopharyngeal, saliva or urine samples 
A laboratory confirmed case will not necessarily meet the clinical definition criteria.   

Epidemiologically confirmed case  
A case which meets the clinical case definition and which has been in contact with a laboratory or 
epidemiologically confirmed case during the 7 to 18 days preceding onset of symptoms.    

9.2.2   Reporting procedures  
Since measles is a disease with high epidemic potential, and requires immediate local interventions (in 
particular, vaccination) in the case of clustered cases or when a chain of transmission is identified, a 
reporting procedure with immediate reporting to DDASS will be implemented. Since most measles cases 
are seen in private practice (general practitioners, pediatricians), the reporting of a measles case could be 
done at the first consultation or visit with a double process of reporting and notification.   

For reporting physicians  

The reporting procedure is one of emergency and alert to be carried out without any 
delay and by any appropriate means (telephone, fax).  

Any clinical case, confirmed or not, that corresponding to the relevant criteria (see above) must be 
reported to the Ddass  Médecin inspecteur de santé publique (Misp, public health officer) at the first 
consultation by the physician (without waiting for laboratory results) or as soon as the microbiologist 
gives positive results. The reporting physician will give the Misp all necessary information to 
implement investigation and intervention measures, including the patient’s identity and address.      
 
The case notification procedure consists of completing a mandatory notification form and sending it to 
the local health authorities (Ddass). It is identical to the one used for mandatory notifiable diseases, with 
the exception of HIV, AIDS, HBV and tetanus (Figure 1).   
 
In practice  
The physician (whether in hospital or general practice) who sees a patient presenting with the clinical 
criteria for measles must report it to the Misp from the Ddass concerned by telephone or fax at this first 
examination. In this context, he may fax a mandatory notification form to the Ddass as a reporting 
measure.  
As for notification, the reporting physician will fill in and return the form. If this form has already been sent 
for reporting, it will be completed by the reporting physician (and sent to the Ddass) or by the Misp 
(information collected from the reporting physician), together with the laboratory results.  
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At the Ddass level  
The completed notification form will be sent to the local Ddass by the clinician or the microbiologist. The 
Ddass will be responsible for:  

• The application of notification criteria; 
• Comparing the forms from clinicians and microbiologists and completing the different 

sections of the first form received; 
• Contacting reporting physicians for missing information or data and completing the section 

dedicated to laboratory results if case microbiological analyses were ongoing at the time of 
reporting; 

• Checking data consistency and eliminating duplicates;  
• Anonymisng the form before sending it to the InVS. 
• Using this data, the Ddass can search for clustered cases (see chapter 11.2). 

• Mandatory notification forms will not be sent to the InVS at the reporting stage; 

• Notification forms will be sent to InVS as they are treated (it is recommended that they be 
gathered and to sent  once or twice a week); 

All forms, including those on ’negative’ cases (clinical cases with ‘negative’ laboratory results) will be 
sent to the InVS, where the case definition’s positive predictive value will be estimated. 

 
At the InVS level  
Mandatory notification forms will be received and will follow the usual procedures: registration, validation, 
data capture, elimination of duplicates, re-anonymisation. Data will then be analysed.  
Annual reports will be published. 

9.2.3  Collected information   
Information collected through the notification form (Figure 3) will allow the Ddass to know whether or not 
the reporting corresponds to an isolated case or if clustered cases are suspected. It will also allow the 
InVS to classify cases according to clinical, microbiological or epidemiological criteria.  
Data will be collected by the primary care physician at the first visit and completed later, if necessary, by 
the Ddass. 

Patient data  
• Patient data available to Misp only: first letter of surname, first name, sex, and date of birth, so that 

an anonymous code can be formulated. 
• Patient data available to Misp and InVS: code number, sex, date of birth, and département of 

residence. 
Date of birth, and therefore the patient’s age, will show whether the case could have been avoided 
through vaccination, taking into account recommendations from the vaccination schedule. This type of 
information can contribute to direct prevention actions.  

Data on the disease  
• Presence of the triad of fever, rash and cough or coryza or conjunctivitis or Koplik’s spots 

corresponding to criteria for the notification of a clinical case ; 
• Characteristics of the rash : presence during examination of generalised rash lasting for more than 3 

days ; 
• Presence and types of complications (encephalitis, pneumopathy, other) ; 
• In case of hospitalisation, date and location; 
• Evolution (ongoing, recovery, death). 
These elements will allow case definition criteria to be validated and will explain disease epidemiology, 
including seasonal distribution, clinical forms and case evolution. Collection of rash characteristics 
(generalised and over 3 days) will allow the InVS to assess the proportion of clinical cases that meet 
the notification criteria from the Inserm sentinel network (U444), and to compare incidence data from 
France with data from other European countries that have included these characteristics in their case definitions. 
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Data on the laboratory tests requested for diagnostic confirmation (IgM, PCR, culture) 
Date of samples, nature of samples, and test results.  
 
Data on possible origin of contamination 

• Data on travel abroad within 7-18 days before onset of rash (investigation will define whether the 
case was imported);   

• Data on contagion within 7-18 days before onset of rash (investigation will enable the search for 
the index case if there is a cluster of cases);  

• Existence of other cases among contacts in the case’s entourage (investigation will assess 
whether clustered cases exist).  

 
Data on vaccination history  

• Immunisation status: vaccinated, not vaccinated, unknown status;  
• Source of information: individual health records (or any other document), anamnesis; 
• Number of doses received by vaccinated persons and date of the latest dose.  

 
These data can be used to follow the proportion of cases in vaccinated persons. Vaccine efficacy can be 
assessed, provided vaccine coverage is known. 
The date when the latest dose was administered is important to understand the occurrence of measles in 
recently immunised persons: they may have been vaccinated during the incubation period of the illness; it 
could also be a post-immunisation reaction.  
 
9.2.4 Classification of cases 
 
Case definitions 
They meet the notification criteria. Cases notified on initial clinical criteria are classified as follows (figure 2):  

• clinical case : meets the definition of a clinical case without laboratory test (or negative result of a 
sample taken out of time), and without epidemiological link to a confirmed case;  

• confirmed case: laboratory confirmed case or epidemiologically linked to a confirmed case; 
• discarded case: clinical case for whom microbiological results are negative for measles whereas 

the specimens were taken within recommended time2.  
 
When the information collected on the mandatory notification form shows that a clinical case is 
epidemiologically linked to another measles case, the InVs will ascertain with the Misp (who may contact 
the general practitioner if needed) whether this case is confirmed or not before classifying the clinical case 
as a confirmed case.  
 
Epidemiological classification of cases 
According to the origin of contamination:  

• imported case: confirmed case with a history of travel abroad during the period of 7 to 18 days 
before rash onset and not linked to a local transmission within the country;    

• case linked to an imported case: case that does not meet the case definition of an imported 
case but has been exposed to an imported case or belongs to a transmission chain including an 
imported case for whom the virus has a genotype that did not circulate in France;  

• indigenous case: does not meet the definition of an imported case, nor that of a case linked to an 
imported case.  

 
 
 
 

                                                      
2 3 to 28 days after rash onset, for the detection of IgM antibodies in serum or saliva; 5-7 days after rash 
onset for virus isolation in nasopharyngeal aspirates, urinary or salivary specimens; 5 days after rash 
onset for detection of viral RNA in blood, saliva or throat swabs. 
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According to the immunisation status and the eligibility for vaccination: 
• correctly vaccinated case (following the recommendations of the vaccination schedule): vaccine 

failure; 
• vaccine preventable case: unvaccinated or incompletely vaccinated case who was eligible for 

vaccination at the time of contamination (according to the recommendations of the vaccination 
schedule).   

• not vaccine preventable case: unvaccinated or incompletely vaccinated case who was not 
eligible for vaccination (according to the recommendations of vaccination schedule) at the time of 
contamination.   

 
 
9.3 Enhancement of surveillance by systematic laboratory confirmation of clinical cases 
 
In the new surveillance scheme, each measles clinical case must be laboratory confirmed by means of a 
diagnostic test. A proportion of >80% of laboratory tested cases (where a specimen is taken and the 
results are known) among clinical cases is the goal to be progressively achieved.  
Serology is the laboratory confirmation method of reference. Health insurance should cover 100% of costs 
of the serology for investigation of measles IgM antibodies, in all suspected measles cases.  
The possibility of using alternative sampling and diagnostic techniques other than serology (IgM and PCR 
on samples of saliva of dried blood) will be available, particularly in private practice, where blood sampling 
may be considered to be too invasive in some situations (e.g. children, clusters of cases).   
 
   
9.3.1 Laboratories participating in microbiological measles diagnostics  

• The microbiological and medical analysis laboratories (laboratoires d’analyses biologiques et 
médicales, LABM) that take samples in private practice and send them to specialist laboratories 
for measles serology; 

• specialist laboratories doing routinely the dosage of measles specific IgG and IgM antibodies, 
and/or viral investigation;  

• the national reference centre (Centre national de référence, CNR) for measles, which establishes 
the serological and virological diagnostic (culture and detection of virus by RT-PCR) and genetic 
typing of the virus.  

The Elisa immunocapture of measles specific IgM detection test in saliva will be set up at the CNR and 
will be put to work as soon as the new measles surveillance system is launched.  
 
9.3.2 Modes of laboratory confirmation 
 
Two situations are addressed: a measles case that presents at a hospital (at an outpatient consultation, in 
the emergency department, or in a hospitalised patient…), or a measles case that presents to private 
practice, (general practitioners, pediatricians, or PMI physicians).  
 
 
Cases seen for consultation at a hospital 
The presence of a laboratory in the neighborhood makes the investigation for specific IgG and IgM in sera 
quite appropriate for hospitalised cases, cases from the emergency department or cases from outpatient 
consultation.  
Culture is not recommended as a diagnostic method in routine, but is useful and valuable for molecular 
epidemiology.  
Urine, throat and saliva samples will be forwarded to the CNR for virus isolation and genetic analysis, 
particularly in the case of clustered cases or outbreak.  
 
Cases seen outside hospital 
For a suspected case of measles, a serologic confirmation is recommended. Physicians in private practice 
can also require a salivary measles IgM assay. 
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Specific device for confirmation by salivary IgM assay 
 
The kit consists of: 
Kits for taking saliva samples include swab, vial, transportation container, stamped, addressed envelope 
to send to the CNR, and information form. These kits are available to practitioners for taking saliva 
specimens at their practice. 
 
Who provides the kits? 
These kits will be stored at the Ddass. The InVS will be in charge of stock management, taking into 
account the possible occurrence of outbreaks in one or more départements.  
 
Who are the kits for? 
When a case occurs, the physician may request kits by contacting the Misp by telephone, fax or by means 
of the mandatory notification form. It is recommended that the physician prescribes a measles serology 
test if he does not plan to make a follow-up appointment with this patient.   
For the investigation of a cluster of cases (see chapter 11.2), the Ddass can offer these kits in advance to 
physicians in private practice who may subsequently see cases in the geographical area concerned.  
 
How are the kits sent back to the CNR? 
- No special transport environment is necessary; 
- As a saliva sample from a measles case is classified in a category 2 infection risk, the packaging of the 
sample before shipment must meet the criteria of rules of transport of microbiological products by road 
(ADR) and by airway (IATA).   
- The samples will be forwarded by post to the laboratory associated with the CNR. 
 
Which laboratory methods are used? 
On receipt of the sample, the laboratory will look for measles specific IgM. In some cases, this is carried 
out at the same time as investigation of viral RNA by PCR.  
If PCR tests positive, genomic amplification products will enable the sequencing of the amplified genes 
and detect the origin of viral strains.  
Using both PCR and investigation of specific IgM on a sufficient number of saliva samples will enable the 
assessment of the relevance of these alternative methods for surveillance of measles.  
Moreover, there are plans for the CNR to evaluate the method of measles diagnostic using a blood 
sample on blotting paper (peripheral blood sample), which may lead to this sampling method being made 
available to physicians.  
 
How will the results be communicated? 
The results of the tests carried out by the CNR will be sent directly to the prescribing practitioners.  
 
Process for virus isolation and genetic typing of strains 
The RNA measles virus rapidly degrades when kept in poor conditions or when it is repeatedly frozen and 
defrosted. It is therefore essential to set up a path that will enable the direct forwarding of samples to the 
CNR, in order to isolate the viruses and proceed to phylogenetic analysis. 
  
Hospitals are the best places for collecting the samples. Thus, an institutional link between laboratories 
and CNR should be established or enhanced.  
 
The collection of samples for genetic typing is necessary for sporadic cases, clustered cases or outbreaks 
(approximately 10 cases per transmission chain). For outbreaks, samples must be taken also from 
patients seen outside hospitals.  
 
The results of genetic typing will be sent directly to the prescribing physicians, and also to the InVS, which 
will transfer them to the relevant Ddass and Cellule Inter-régionale d’épidémiologie (CIRE). 
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9.4 Setting up a network of laboratories participating in measles diagnosis  
 

• The national reference centre (CNR) for measles; 
• Hospital and private laboratories that perform measles serum tests (IgG and IgM) and/or viral 

investigations (culture, PCR). In France, there is about thirty hospital or private specialist 
laboratories for measles serology (IgG and IgM). Microbiologists will participate on a voluntary 
basis. These specialist laboratories receive samples from all biomedical analyses laboratories or 
from hospital laboratories.   

 
The objective of this network will be to trace laboratory confirmed measles cases as comprehensively as 
possible, and to complete surveillance within the scope of mandatory notification (confirmed cases that 
would not have been notified to the Ddass). In an epidemic context, the network can also support the 
investigation by detecting confirmed cases directly from laboratories.  
 
This network will not be an alert system, as this function is performed through the mandatory notification 
reporting procedure.  
 
The persons in charge of the laboratories must also forward the data on measles positive diagnostics to 
the InVS. Confirmed cases that were not notified previously can be identified this way and complete the 
mandatory notification database.  
 
A minimum of individual information will be transmitted in order to create an anonymous code with the 
software used for mandatory notification (MN) (Déclaration obligatoire – DO). This will enable the 
comparison of data transmitted by the laboratory network with the MN data. This additional information will 
be transferred to the Ddass.   
  
The results of viral strain culture and typing will be transmitted by the CNR to the InVS who will transfer 
them to the Ddass.  
 
9.5 Assessment of surveillance 
 
A certain number of indicators are recommended for measles surveillance by the WHO and will be used 
for to assess the new system.  
 
Those indicators enable the assessment of the plan.  
 
Action field n°2: Improve measles surveillance with a view to elimination  
 
Measure n°8: Measles mandatory notification (report/notification) 
 
Measure n°9: Incentive to carry out systematic laboratory confirmation of clinical cases 
  
Measure n°10: Provide diagnostic methods alternative to serum tests 
 
Measure n°11: Implementation of a network of laboratories participating in measles diagnostics 
 
 
Estimated necessary budget for the implementation of these measures 
 
237 000 Euros per year and 168 000 Euros for setting up during the first year; a total of 1.6 million Euros. 
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Figure 1 – Notification process of mandatory notification diseases, excluding HIV, HBV, and tetanus  
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Figure 2 - Classification of measles cases according to performed laboratory and epidemiological investigations  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 
 
 
 
 
 
 
 
 
 
* Seroconversion or significant titre rise   
For case classification, the deadline for detection of measles specific IgM antibody in blood or saliva specimens should be 3 to 28 days from rash 
onset, and the deadline for virus detection by RT-PCR in saliva specimens should range from 0 to 5 days from rash onset.  
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Figure 3 – Mandatory notification form  

Measles Reporting practitioner or laboratory (stamp) 
Name:  
Hospital/ward: 
Address : 
Phone: 
Fax: 
Signature: 

If  notification made by a laboratory  
Name of physician: 
 
Hospital/ward: 
Address : 
Phone: 
Fax: 
 

Important: All measles cases, clinical or 
confirmed, must be immediately notified with 
this form, or any other appropriate method 
(phone, fax…), without waiting for laboratory 
results.  To reach the target of elimination of this 
illness in France, all clinical cases should be 
laboratory tested, wherever possible, as this is the 
only way to confirm the diagnostic.  

Name initial: |__|      First name: ……………………………      Sex:    M    F              Date of birth (DD/MM/YYYY): |__|__|__|__| |__|__|__|__|    
Anonymous code: |__|__|__|__| |__|__|__|__| |__|__|__|__| |__|__|__|__|     Notification date:          |__|__|__|__| |__|__|__|__| 
                                                  (Given by the Ddass) 
 Anonymous code: |__|__|__|__| |__|__|__|__| |__|__|__|__| |__|__|__|__|   Notification date:          |__|__|__|__| |__|__|__|__| 
                                                  (Given by the Ddass)  
Sex:      M    F  Date of birth: |__|__|__|__| |__|__|__|__|                     Postal code of patient’s home:         |__|__|__|__|__|    

___________________________________________________________________________________________ 
Clinical symptoms  
Date of rash onset: |__|__|__|__| |__|__|__|__|        Fever ≥ 38.5°C :   yes    no            
Maculopapular rash  :     yes    no           

Generalised :    yes  no      
duration 3 days or more:   yes  no    unknown                        

Cough:   yes  no        
Coryza:   yes  no         
Conjunctivitis:     yes    no                                        
Presence of Koplik’s spots:     yes    no    

Hospitalisation:  yes  no     if yes, date of hospitalisation  : |__|__|__|__| |__|__|__|__|    Place of hospitalisation : …………………………….. 
Complications:      yes  no     if yes:   Encephalitis             Pneumopathy      Others (specify): ………………..   
Outcome (on date of notification) :           Ongoing illness       Recovery             Death     If death, date |__|__|__|__| |__|__|__|__|   

____________________________________________________________________________________________________________________________ 
Diagnostic confirmation 

Laboratory confirmation required        yes    no              If yes,    
  Salivary IgM tested:      Positive      Negative      Pending     Date of specimen collection:          |__|__|__|__| |__|__|__|__|     
  Serum IgM tested:       Positive      Negative      Pending     Date of specimen collection:          |__|__|__|__| |__|__|__|__|      
  Seroconversion, rise in IgG     :   Positive       Negative     Pending     Date of latest specimen collection: |__|__|__|__| |__|__|__|__|      

  PCR:                   Specimen: ………..  Positive      Negative      Pending      Date of specimen collection:          |__|__|__|__| |__|__|__|__|        
  Virus isolation:    Specimen: ………..  Positive      Negative     Pending    Date of specimen collection:          |__|__|__|__| |__|__|__|__|       
________________________________________________________________________________________________________________________ 

Possible source of contamination 
Travel abroad within 7-18 days before rash onset:                                  yes    no    unknown    
 If yes,   Specify country: …………………..        
Contact with a measles case within 7-18 days before rash onset:           yes    no    unknown    
 If yes,  Where:     Household       Child care facilities      School      Others, specify: ………………… 
Other cases among contacts:       yes    no    unknown    
 If yes,  Where:     Household       Child care facilities      School      Others, specify: ………………… 

________________________________________________________________________________________________________________________ 
Vaccination history  

Ever had measles vaccine?  yes    no    unknown vaccination status    
If yes,    1 dose       2 doses      Date of latest dose: |__|__|__|__| |__|__|__|__|          

Information collected from:   Interview          Health or vaccination record /medical file  
 

Would you like to receive kits for taking saliva samples and forwarding them to the CNR (IgM / PCR testing)?   yes    no  If yes, how many?………………….  
Reporting practitioner or laboratory (stamp)  
Name:  
Hospital/ward: 
Address : 
Phone: 
Fax: 
Signature: 

If  notification made by a laboratory  
Name of physician: 
 
Hospital/ward: 
Address : 
Phone: 

Ddass: signature and stamp 
 
 
 
 
 
 

Mandatory notification disease (Art L 3113-1, R11-1, R11-2, R11-4, D11-1 Public health Code) 

Measles 
Notification criteria 

Clinical case: fever ≥ 38.5°C  associated with a maculopapular rash 
and at least one of following symptoms: conjunctivitis, coryza, 
cough, Koplik’s spots 

Confirmed case: laboratory confirmed case (measles specific IgM* 
antibody in saliva or serum specimens and/or seroconversion or 
fourfold rise in IgG* and/or positive PCR and/or positive culture)  
 Or clinical case epidemiologically linked with a confirmed  

* in absence of recent vaccination 
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Individual persons information – Access and amendment right during 6 months for the reporting physician (6 January 1978 law) - Centralisation of information at the Institut de Veille Sanitair
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10 Trends in measuring vaccine coverage (measure 12) 
An improvement in data transmission from children’s’ 24-month certificates to the DREES is planned.  
 
Information on the second dose must be included in the information collected for the 24-month certificates.  
 
A new seroepidemiological survey is planned for 2006.  
 
 
Action field n°3: Trends in measuring vaccine coverage 
 
Measure n°12: Improve the knowledge of trends in the levels of vaccine coverage and population-level 
immunisation in the different age groups corresponding to the vaccine recommendations.  
 

11 Prevent measles dissemination – Management of a single case and 
recommendations for clustered cases (measures 13 and 14) 
 
11.1 Management of a single case 
 
11.1.1 Report and notification to the Misp 
 
Only the mandatory notification of measles cases will allow identification and investigation or residual 
sources of transmission, and the implementation of control measures (mainly immunisation). Investigation 
will make it possible to measure the extent of transmission, its impact in terms of morbidity and mortality, 
and identification of the reasons for the existence of cases (most often linked to a pocket of population 
where vaccine coverage is insufficient). The modes of reporting and notification are described in chapter 
9.2.1.   
 
11.1.2 Laboratory investigation 
Laboratory investigation, by serology or detection of salivary IgM, will be strongly recommended, in order 
to confirm or exclude all cases meeting the definition of a clinical case. Devices for saliva sampling will be 
available at the Ddass, which will help clinicians to perform saliva sample at their practices. Physicians 
can request these devices from the Misp, by telephone, fax, post or via the mandatory notification forms. 
However, these kits only become useful after the first suspected case.  
Concerning the DOM-TOM, because only the CRN is able to perform alternative diagnostic methods 
(salivary IgM, RT-PCR), forwarding the samples would take a long time, which might alter the samples. In 
this case, the serological method is recommended. 
   
11.1.3 Protection measures of case’s close contacts 
- Exclusion from the community setting for five days after onset of rash. 
- In case of hospitalisation, healthcare staff will set up respiratory isolation measures during the catarrhal 
stage of illness suspected to be measles and up to five days after onset of rash. 
 
11.1.4 Measures concerning the contacts of a case  
Of those people who are in contact with the patient during the infectious period (that is, from the day 
before onset of fever until five days after rash onset), the following persons will be considered as contacts:  
 
• Close contacts:  
> household members (persons living in the same home) 
> for children cared for by a childminder, persons who have been exposed at the childminder’s 
home 
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• Community contacts: all persons, children or adults, within the same community setting, namely:  
> day-care centres: children and adults in the same section as the case 
> schools, secondary school, high school, boarding school, work place…. : persons who share 
the same communal buildings 
 
 
General strategy 
 
Two situations may occur: 
 
1/ the index case is a clinical case (because there was no microbiological investigation, the 
microbiological confirmation is pending, or the samples are negative, but were tested too early or too late). 
In this situation, the search for other cases in the surrounding will concern the close contacts and the day-
care centres. The measures will address these contacts only.   
 
2/ the index case is a confirmed case 
In this situation, the case investigation will be extended to the community contacts and the measures will 
apply to both close and community contacts.  
 
 
Investigation of other cases among contacts 
 
Role of the different actors 
 
Role of the reporting physician  
 
The private or hospital practitioner is responsible for identifying close contacts, together with the Misp.  
Interview with the patient (or with the parents of a child) will explore the notion of contagion (contact with a 
confirmed measles case in the 7 to 18 days prior onset of rash) to detect a source of contamination, and 
also any other clinical case among contacts.  If other cases are found among contacts, they will be 
reported on the mandatory notification form by the notifying physician. 
 
Role of the Ddass 
When the index case is confirmed, the Misp is responsible for identifying the contacts outside the case’s 
household, particularly in community facilities used by the case, together with the relevant services 
(Service of health promotion for pupils, General Council...). 
Laboratory tests are of no use for asymptomatic contacts.  
 
Preventive measures for contacts 
It should be stressed that measles cases should be laboratory confirmed promptly in order to better target 
preventive measures.  
 
1/ Update of contacts’ vaccination schedule  
 
1) Systematically check that all close contacts (and community contacts if the case is confirmed) have 
received measles vaccine according to recommendations, especially in the age groups with the most 
persons potentially susceptible to measles.  
This immunisation must be documented on the individual health record or vaccination record, if one exists.  
- For close contacts, the notifying physician will do this checking.  
 
- For community contacts, immunisation status will be checked by the physicians of the relevant health 
services (physicians in PMI, day-care centres, schools, and workplaces).  
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2) If necessary, vaccination should be administered to these contacts  
- To update their vaccine schedule 
- When there is no evidence of prior vaccination, the contact will be considered as not immunised, given 
that the risk for adverse effects after immunisation is lower in case of a prior vaccination. 

• Children aged 1 to 13 years: catch-up to reach two doses of trivalent vaccine; 
• Persons aged 14 to 25 years: catch- up to reach one dose of trivalent vaccine.  

 
- The vaccine catch-up as recommended here, performed within the 72 hours after contact with a case, 
can prevent the onset of disease in the vaccinated person.  

• For infants aged less than one year, given the severity of measles at this age, it is recommended 
that infants of six months and over are given a dose of vaccine within 72 hours after contact with a 
clinical case, confirmed or not: 
- a monovalent vaccine should be given to children aged between six and eight months (the 

child will receive two doses of trivalent vaccine later according to the vaccination schedule 
recommendations) 

- a trivalent vaccine should be given to children aged between 9 to 11 months (a second dose 
will be administered at the age of 12 to 15 months) 

 
2/ Role of polyvalent Immunoglobulin (if case is confirmed) 
The post-exposure use of polyvalent immunoglobulin (Ig) after a contact with a confirmed case, may be 
efficient provided they are administered within six days after contact.  
 
The administration of Ig will be intravenous and require a short hospitalisation. Dose between 100 to 400 
mg/kg is sufficient to provide protection [Strebel PM. 2004]. 
 
They are indicated for following persons: 

• pregnant unvaccinated women who have no measles history  
• immuno-suppressed persons 
• infants of less than six months where the mother has measles 
• infants aged 6 to 11 months who have not received post- exposure vaccination. 

 
Any person exposed to measles to whom Ig is administered should subsequently receive the trivalent 
vaccine according to the vaccine schedule recommendations, no earlier than three months at least after Ig 
administration. 
  
3/ Exclusion  
The exclusion of sick persons is recommended for up to five days after rash onset.  
 
 
11.2 Recommendations for clustered cases 
 
When a Misp is informed about measles clustered cases in a given geographical area (a city, for instance) 
or in a community setting, he should organise an investigation as soon as possible, in order to confirm the 
incident and implement a response. Methodological help can be requested from the Cellule interrégionale 
d’épidémiologie (CIRE) or the InVS’s unit for vaccine preventable diseases.  
 
11.2.1 Investigation 
 
Confirmation of the incident  
 
Given the current epidemiological situation in France, following clustered cases situations would trigger an 
investigation:  
Three or more measles cases (epidemiologically linked or not) among whom at least one case at 
least was laboratory confirmed, in the same geographical area (city, arrondissement, 
département), within a limited period (a few days or weeks).  
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Apart from these criteria, the decision to launch an investigation can be taken on a case by case basis 
depending to the background and the observed situation.  
 
Active case investigation  
When an outbreak is suspected, an active case investigation must be set up in the affected districts, by 
collecting demographic and clinical data as well as data on vaccine status and laboratory data for each 
case.  
Private practitioners (general practitioners, pediatricians), hospitals (emergency wards, pediatricians and 
infectious disease specialists), PMI physicians, school and occupational physicians, immunology and 
virology laboratories should be contacted by a member of staff from the Ddass or CIRE. They will be 
requested to notify all cases meeting the clinical or confirmed case definition to the Ddass. They also will 
be reminded of the preventive measures for the cases’ contacts.   
If clustered cases take place in a community setting, the Ddass should alert the person in charge of the 
facility and the medical staff working there (school or crèche practitioners …).  
In this case, the Ddass can also forward saliva sampling kits for confirmation of clinical cases by 
investigation of IgM and/or PCR to the private practitioners working in the affected geographical area. 
When there are clustered cases, the first 5-10 cases at least should give samples for testing, as the 
epidemiological survey will detect links between cases in the same transmission chain.  
The collection of samples for genetic typing at the CNR is necessary for sporadic cases as well as for 
clustered cases or epidemic peaks (approximately 5-10 cases per transmission chain).  
The mandatory notification forms can be used as tools for information collection.   
 
Information to be collected 
 
- Number of clinical cases, number of laboratory tested cases, number of laboratory confirmed cases, and 
number of cases linked with a confirmed case,  
- dates of symptom onset for cases, 
- home location of cases (département, commune, arrondissement…), community facilities attended, 
- age and immunisation status of cases (number of measles vaccine doses received), 
- number of hospitalisations, number and types of measles complications, and number of deaths, 
- origin of index case contamination and country of infection in case of imported measles 
- active follow up of persons who were absent from the community in the three weeks previous to the 
onset of rash of the primary case if it occurred in a community setting, 
- genotype of circulating virus.  
 
Data analysis 
 
This analysis will be made by the CIRE or the Ddass.  
 
The results of the individual case investigations will allow description of the  population affected by the 
incident in terms of persons (characteristics of cases), place (département, town, community), and time 
(dates of beginning and end of clinical symptoms).  
Using the results of active case investigation, the population affected by the incident should be described 
as individuals (characteristics of each case), together with the location (département, locality, community) 
and the time period (dates of onset and end of clinical symptoms).  
An epidemic curve, description of the number of cases (clinical cases, laboratory investigated cases, 
laboratory confirmed cases, and cases linked to a confirmed case), attack rates by age groups, a 
geographical map where living places will be shown (or place of suspected transmission), and number of 
cases who received 0, 1, or 2 doses (to be compared, with the vaccine coverage of the population in this 
area, if known) should be performed, with deadlines appropriate to the urgency of the situation.  
The analysis should be carried out locally to assess risk populations (unvaccinated children of pre-school 
age, students) and identify the transmission chains (day-care centre, school…).  
 
Feedback of information  
Feedback of information on the epidemic situation should be provided as soon as possible to the health-
care professionals in the geographical area affected.  
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11.2.2 General control measures  
The main control measures are to rapidly attain high levels of immunity in populations where clustered 
cases have occurred.  
These main measures are similar to those described for a confirmed case: identification of close contacts, 
and in community setting, around the cases, update of immunisation and exclusion from the community.   
 
Post-exposure immunisation 
As most of confirmed cases are likely to be epidemiologically linked during an outbreak (and so there is no 
deadline for laboratory results), and the clinical predictive positive value increases, post-exposure 
immunisation can be offered within three days following the suspected contagion.  

• Children aged 6 to 11 months, who are not immunised against measles, regardless of who 
takes care of them, should be vaccinated according to the previously described recommendations 
(monovalent vaccine for children aged 6 to 8 months, trivalent vaccine for children aged 9-11 
months).  

• For children aged 1 to 13 years, a catch-up should be carried out to administer two doses 
according to the immunisation schedule. 

• For the age group 14-25 years, one to two vaccine doses are recommended. The general 
practitioner will assess the pertinence of the second dose depending on the epidemiological 
conditions (information available from the Ddass or the CIRE). The second vaccination will be 
administered if the risk of infection remains. If not, it is not necessary. If two injections are 
necessary, the second one should be administered no earlier than one month after the first one. 
The possibility of pregnancy should be considered before immunising. 

• Adults aged 26 to 40 years, unimmunised, without evidence of measles antibodies, should 
receive one dose of trivalent vaccine, provided the necessary safety measures for the possibility 
of pregnancy have been taken. 

  
11.2.3 Information of population 
Information should be disseminated not only to health professionals (general practitioners, private 
paediatricians and hospital physicians), but also to the population living in the area at risk. The general 
population should be informed through press releases of the occurrence of clustered measles cases, and 
encouraged to complete measles immunisation of children, adolescents and young adults. They should 
also be informed about the possibility of failure of post-exposure vaccination. 
 
11.2.4 Specific control measures  
 
Clustered cases in day-care centres 
 
When clustered cases occur in an facility for children aged less than 12 months, following measures 
should be adopted: 
• Update of vaccination schedule of children from 9 months of age throughout the setting; 
• Post-exposure immunisation of children who are close contacts (in the same day-care centre 

section); 
o with a monovalent vaccine for children aged 6-8 months (two doses of trivalent vaccine 

should be administered subsequently following the vaccination schedule recommendations), 
o  with a trivalent vaccine for children aged 9-11 months (second dose to be administered 

between 12 and 15 months).    
• Subsequent injections should be administered according to the vaccination schedule; 
• Use of Ig in children aged 6 to 11 months if it is too late to use post-exposure vaccination. Ig is not 

effective after 6 days following the contagion;   
• Catch-up immunisation (or post-exposure vaccination according to the previously described scheme) 

of staff working in the facility.  
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Clustered cases in schools 
If a school physician is informed about the occurrence of one or several measles cases in a setting where 
he works, he should: 
• verify this information with the attending physicians and make sure that cases have been notified to 

the Ddass; 
•  participate in the investigation, together with the Ddass, particularly concerning detection of measles 

susceptible persons, check vaccinations in individual health records, carry out active case 
investigation, by contacting the families of absent pupils, and collect information from physicians and 
parents; 

• help disseminate information to families about prevention measures (vaccination update, post-
exposure vaccination), and direct the contacts to a health or medical prevention centre or to their 
attending physicians; 

• make sure that recommended control and exclusion measures are implemented. 
        

Hospitalised cases and clustered cases in health-care setting  
When a measles case is admitted to a hospital ward, or when clustered cases occur in a health-care 
setting, the occupational physician and the team in charge of hygiene in this setting should be informed.  
 The occupational physician should check the immunisation status of all members of staff, who are 
advised to update their vaccinations (or perform a post-exposure vaccination). This recommendation is 
particularly addressed to personnel at risk aged over 25 years,  who are unimmunised, and who do not 
have a history of measles (or when the history is doubtful), with negative laboratory results.  
 
All hospitalised measles cases will be isolated during the catarrhal stage, until five days after onset of 
rash.  
 
General control measures will be similar to those previously described for the case contacts.  
 
The infection control team will investigate other cases among hospitalised patients, and should identify 
patients at high risk for measles.  
   
11.2.5 Investigation report  
The Ddass will write up an investigation report and forward it to the InVS for information. This report 
should describe the epidemiological data collected and the control measures implemented. Genotype 
characterisation of the strain involved in the outbreak will allow detection of possible links with other 
incidents observed abroad.  
 
 
Action field n°4: Prevent measles dissemination – Management of a single case and 
recommendations for clustered cases  
Measure n°13: Revision of single case management 
Measure n°14: Revision of recommendations for clustered cases 
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Preventive immunisation measures for persons exposed to a measles case 
 
Single case contacts 
Measures concerning 
 - close contacts, in day care centres for a clinical case 
 - family and community contacts for a laboratory confirmed case  
 

Clustered cases** situation, confirmed by the Ddass 
 
Measures for family and community contacts  
 

Update of vaccination schedule of contacts potentially 
susceptible to measles  
→ aged more than one year and born after 1992 (between 1 

and 13 years in 2005): catch-up to reach two doses of 
trivalent vaccine; 

→ born between 1980 and 1991 (aged 14 to 25 in 2005): 
catch-up to reach one dose of trivalent vaccine*.  

 
The vaccination catch-up, as recommended here, may prevent the 
onset of illness if given within 72 hours of exposure.  
 

Update of vaccination schedule of contacts potentially susceptible to measles  
→ aged more than one year and born after 1992 (between 1 and 13 years in 2005): 

catch-up to reach two doses of trivalent vaccine; 
→ born between 1980 and 1991 (aged 14 to 25 in 2005): catch-up to reach one dose of 

trivalent vaccine*.  
 
The vaccination catch-up, as recommended here, may prevent the onset of illness, if given 
within 72 hours of exposure.  
 

Post-exposure vaccination of contacts, within 72 hours of 
suspected contagion 

Aged 6 to 11 months:  

→ With a monovalent vaccine for children aged between 
6 and 8 months (two doses of trivalent vaccine will be 
administered subsequently, according to vaccination 
schedule)  

→ With a trivalent vaccine for children aged between 9 
and 11 months (second dose will be administered 
between 12 and 15 months)  

 

Post-exposure vaccination of contacts, within 72 hours of suspected contagion 

Aged 6 to 11 months: 

→ With a monovalent vaccine for children aged between 6 and 8 months (two doses 
of trivalent vaccine will be administered subsequently, according to vaccination 
schedule)  

→ With a trivalent vaccine for children aged between 9 and 11 months (second dose 
will be administered between 12 and 15 months)  

→  
Born between 1980 and 1991 (14 to 25 in 2005) :  

→ The attending physician has to evaluate if a second dose* is appropriate, according 
to the stage and duration of the outbreak (information available at the Ddass or the 
CIRE). When two injections have to be administered, they should be separated by at 
least 1 month   

Born between 1965 and 1979 (26 to 40 in 2005)*, unimmunised and without history of 
measles:  

→ one dose of trivalent vaccine * 
*Although measles vaccination is contra-indicated during pregnancy, a pregnant woman who is accidentally vaccinated should not be advised to have a medical 
abortion  

** Three or more measles cases (with or without epidemiological link), among whom at least one case has been laboratory confirmed, in the same geographical 
area (commune, arrondissement, département), over a limited period (a few days or weeks). 
 

Specific immunisation measures that are not mentioned in the vaccination schedule appear in the shaded areas 
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12 Vaccination promotion strategy (measures 15 and 16) 
 
12.1 Objectives 
 
Improve vaccine coverage by developing tools that take into account known obstacles to vaccination as well 
as factors that allow the population adhere to immunisation.  
 
12.2 General principles  
 
This policy, that enables the harmonisation of actions, will be supported by three complementary projects, 
funded by the National Health Insurance, the National institute for health prevention and education (INPES) 
and the Health General Directorate (DGS). 
 
1/ Communication at the moment of adoption of the plan should be made together with a communication 
organised by DGS, in order to inform professionals and the general population of the contents and objectives 
of the plan. The new measures should be presented, together with their justification within the French 
context.  
2/ The National Health Insurance has already set up a vaccination campaign against measles, mumps and 
rubella, for the years 2004, 2005, and 2006. This communication strategy could be adapted to the actions 
carried out by the INPES, if necessary, in order to make a consistent global policy.  
 
3/ The INPES is setting up an ‘Infectious disease’ programme that will be followed up by experts and other 
actors in public health. The aim of this programme is to inform the community and provide a better 
understanding of infectious diseases, as they appear in daily life, according to settings, ages, and 
behaviours. The programme also addresses health-care professionals, to raise awareness of problems 
linked to infectious diseases, and give them easier access to useful technical and scientific information (by 
means of data coordination).  
 
12.3 Description of actions 
 
12.3.1 Communication at the period of adoption of the plan and presentation/distribution of the plan 
 
When the plan is adopted, information should be published in the professional press.  
 
A short document will be released at the same time, summarising the plan, its objectives and the main 
recommended measures. It will be forwarded to general practitioners, paediatricians, URML, le Conseil 
national de l’ordre des médecins ‘(the French National Council for Physicians), PMI centres, and centres for 
health promotion in schools.  
 
The working group and the immunisation technical committee have issued and validated a rationale to 
answer the most frequently asked questions expressing doubts about the benefits of vaccination. This 
document will be sent to practitioners so that they can hand it over to their patients. A simplified draft will be 
included in the communication toolkit for the National Health Insurance general population campaign.  
 
In order to present the plan more in detail, and to explain the measures taken to those professionals most 
affected by the setting up of this plan, experts are planning to visit the 26 regions of France. These experts 
will benefit from the same training, organised within the framework of the INPES strategy, to provide a 
harmonized message. They will also use the same tools.  
These expert visits will be organised by the INPES and DGS, together with a local volunteer institution: 
URML, Drass, regional Council, school physicians, pediatricians association, etc. The experts will present 
the plan at local meetings to the URML, general practitioners and pediatricians associations, PMI and school 
physicians.  
 
12.3.2  Communication plan of the National Health Insurance planned for 2004, 2005 and 2006 
 
The National Health Insurance launched its new campaign for measles, mumps and rubella vaccination at 
the end of 2004.  
Prior to the settlement of this communication plan, a survey was carried out among practitioners (general 
practitioners and pediatricians) and mothers.  
- The survey shows that a great majority of professionals are in favour of the measles, mumps, and rubella vaccination. 
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However, general practitioners expressed a clear request for information and rationale that would help them 
answer parents’ questions about the vaccine, the three diseases, complications, contra-indications to 
vaccination, and epidemiological trends since the set up of vaccination, etc. 
The few professionals who are critical question the vaccine itself (components, production process). They 
have doubts about the long term efficacy of the vaccine and its adverse effects. They also say that measles, 
mumps, and rubella vaccination is not recognized as a public health priority, as it is not mandatory. Health 
care professionals seem to have a biased view of the opinion and beliefs of parents concerning this 
vaccination.  
- The part of investigation dedicated to mothers highlighted that they are widely in favour of vaccination in 
general, but they lack the necessary knowledge to be able to make their choice.   
  
The fact that MMR vaccination is non-mandatory is disturbing, and the perception of complications of the 
three diseases does not match the scientific data (e.g. 97% of mothers think that mumps can have severe 
complications, but only 58% have the same opinion regarding measles). Finally, 20% of mothers 
approximately express doubts and questions about this vaccination.  
The few opponents to this vaccination have well structured arguments.  

 
In order to improve the vaccine coverage significantly, the campaign carried out by the National Health 
Insurance aims to: 
• change the view that these three diseases are benign by showing the possible complications of each 

one, 
• fight passive behaviour towards immunisation by showing the relevance of the vaccination schedule,  
• demonstrate the importance of vaccination in the community.  

 
This campaign includes two main sections: one for health professionals and the other for the general 
population. 
 
All information documents intended for professionals or the general population are based on the results of 
the earlier study in order to respond to the concerns and queries expressed.  
 
 ‘Health and early childhood professionals’ section 
From a strategic point of view, it was decided to begin with communication to professionals, because of their 
significant role in behavioural changes.  
 
The following actions were set up starting in the last quarter of 2004: 
• Launching a press conference featuring experts and the National Health Insurance; 
• Publication of an editorial in 19 professional journals; 
• Producing continuing professional development leaflets disseminated in the professional press for 

general practitioners and chemists; 
• Distribution of an information mailing to general practitioners and pediatricians on the current 

epidemiological situation and on the information campaign;  
• Giving out an information kit in the day-care centres and PMI centres  
• Presence at professional exhibitions.  
 
 ‘General population’ section 
Following the action initiated among professionals, communication will be extended to reach the general 
population and particularly parents of young children.  
 
Following actions will be set up from the first quarter of 2005: 

• Broadcasting a television spot;  
• Announcements in journals for parents; 
• Insertion of vaccination schedule into baby welcome packs (this action is postponed until the new 

vaccination schedule is published), with particular highlighting of the measles, mumps and rubella 
vaccination; 

• Distribution of an information leaflet responding to major concerns (forwarded to health professionals 
and the National Health Insurance); 

• Presence of the National Health Insurance at shows and exhibitions aimed at young parents; 
• Development of a website dedicated to this topic; 
• For over three years now, the National Health Insurance has sent reminders to parents of young 

children: a letter promoting the measles, mumps, rubella vaccination is sent systematically to all 
parents in France on their children’s first and third birthdays. This will be adapted to future changes 
in the vaccination schedule.  
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Together with these two sections, specific actions will be settled in the 16 départements with the lowest 
vaccine coverage (i.e. threshold of vaccine coverage under 82% at 24 months): 

• Organisation of regional round tables  with professionals and local press; 
• Radio broadcast advertising dedicated to mothers; 
• Specific information mailing to parents; 
• Mailing to general practitioners and pediatricians, with mention of the local vaccine situation.  

The latter communication can be adapted, if needed, to the trends planned by the working group 
implemented by the INPES (see hereunder). 
 
12.3.3 INPES infectious diseases communication programme planned for 2005-2008  
 
The INPES will have to face the challenge of raising awareness of the risk of infection (potentially frightening 
in the collective consciousness), neither exaggerating nor underestimating it, particularly to prepare future 
probable exposures.  
There will be three objectives: 

1) To contribute to primary prevention of infectious diseases and their transmission 
2) To facilitate a better understanding of prevention measures, and of their limits 
3) To promote the adherence to prescriptions in unusual situations.  

 
First of all, an important investigation on the perception of global infectious risk will be carried out in 2005 
among the general population and private physicians. It will aim for a better understanding, in the field of 
infectious diseases, of the knowledge, behaviour, and practices of a) health-care workers, b) the general 
population, in order to implement a consistent strategy. 
 
Along with this investigation, following measures are planned: 
• To assess the information and education actions carried out in the past by the main concerned 

institutions (state agencies, DGS, CNAMTS, etc.); 
• To define an editorial policy concerning infectious diseases; 
• To define a strategy for cross-cutting actions with an ‘infectious diseases’ working group. This working 

group will include INPES and the main actors in this field, such as InVS, DGS, Afssaps, ANAES, learned 
societies, CNAMTS, etc. The objectives are to define an ‘infectious diseases culture’, by studying 
various forms, global interest and feasibility of specific actions concerning information and education in 
the field of infectious diseases. These actions, defined and organised in collaboration with all the experts 
in the filed, will enable a consistent, and unified position concerning the opinions expressed about 
communication on infectious diseases.  Coordinating the actions will also make expertise more 
profitable, and avoid repetitions or contradictions in the messages.  

 
12.3.4 Suggestions for actions to be surveyed and appraised   
 
• Implementation of an editorial policy to help preventing infectious diseases (guidelines, memorandums, 

computerised cards, etc.); 
• Raising early awareness of infectious diseases using the school programme; 
• Raising awareness of prevention subjects using the professional and general press (e.g. by means of 

regular articles, case histories, etc.); 
• Setting up a helpline to give answers on vaccination, screening, hygiene; it could also respond in case 

of alert, etc; 
• Development of web tools; 
• Initiate special events (for example, the ‘vaccination and infectious diseases week’, or a ‘citizens’ 

conference’).  
 

 
Action field n°5: Vaccination promotion strategy 
Measure n°15: Motivate the actors of the plan 
Measure n°16: Include the promotion of measles, mumps and rubella vaccination in a communication 
programme on infectious diseases.  

 
Estimated budget necessary for the implementation of these measures: 200 000 euros 
 
This budget does not take into account the measures that are not specific for this plan, thereof the actions  
set up by the National Health Insurance and the INPES. 
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DEADLINES 
 

13 Implementation of new measures advocated by the plan 
 
13.1 Vaccination schedule 
 
Vaccination measures proposed in the plan were taken into account in the vaccination schedule for 2005. 
 
13.2 Surveillance 
 
In 2005 

• Set up of the mandatory notification (DGS-InVS) 
• Set up of the laboratory network (InVS) 
• Training of a CNR technician to investigate salivary IgM (InVS-CNR) 
• Recommendations for the systematic laboratory confirmation (InVS-DGS) 
• Finalisation and free access to an investigation guide for clustered cases (InVS-DGS) 

 
13.3 Measuring vaccine coverage  

• In 2005, computerisation of data from the 24-month certificates (DREES) 
• Information on the second dose should be included in the information collected in the 24-month 

certificates (DREES) 
• A new seroepidemiological investigation is planned for 2006 (InVS) 
• Investigations in schools once every three years DREES-InVS) 

 
13.4 Vaccination promotion  
 
In 2005 

• The promotion campaign for measles, mumps and rubella immunisation planned by the National 
Health Insurance should be carried out until end of 2006.  

• A survey on the perception of global infectious risk will be performed by the INPES among the 
general population and private practitioners 

• The INPES will set up the steering committee for the promotion of a shared culture in the field of 
infectious diseases  

• A day to prepare the national vaccination day is planned for autumn 2005 (INPES, National Health 
Insurance, DGS) 

• At the time of publication, the measles elimination plan will be promoted by a press conference, 
together with the forwarding of a 4 page leaflet to pediatricians, general practitioners, PMI and school 
practitioners (DGS) 

• Several trained experts, in groups of two, will travel to the different regions to present the measles 
plan to professionals affected by the implementation of vaccination measures (DGS, INPES) 

  
From 2006 
The steering committee set up by the INPES including the National Health Insurance will define tools and 
actions to be settled as well as the organisation of the vaccination day according to the survey results. 
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