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Introduction
The measles virus, which causes the sickness, is exceedingly contagious and most frequently affects children. Maculopapular rash, fever (more than 400 C), cough, coryza, and conjunctivitis are some of its prominent symptoms. The illness is extremely contagious and airborne, disseminating through droplets of an infected person's nasal, oral, and throat secretions. After being exposed to the measles virus for 10–12 days, it appears in more than 90% of susceptible individuals (Caserta, 2014).
Before the measles vaccination was developed, the disease alone killed more than 2 million children each year. In 2000, there were 145 cases of measles worldwide per million people, but because to the swift global adoption of immunization programs, cases have dropped from 83% to 25% (Dabbagh et al., 2018). Globally, 109,000 measles-related deaths were anticipated in 2017, compared to 545,000 deaths from the disease in 2000. Worldwide, immunization efforts averted over 21.1 million deaths from 2000 to 2017 (Dabbagh et al., 2018). More than 140,000 people died from the illness in 2018, an increase from the historic low of less than 100,000 deaths in 2016 (Patel et al., 2019). In comparison to 2016, there were 167% more measles cases worldwide in 2018 (Patel et al., 2019). Beginning in the year 2000, there were only about 100 confirmed cases of the measles per year in England. Since then, the number has grown, peaking at 1330 instances in 2008; in 2011, there were 1067 cases (1.7 per 100,000 population). Numerous minor outbreaks have occurred throughout over the past ten years, mostly in communities of travelers.
Public Health measures available 
· Maintaining high routine coverage of a single dose of vaccine 
This was the policy that had been advocated by the WHO in the past, and by the late 1970s, it had been implemented in the majority of nations in the European Region. This strategy has the potential to eradicate measles and substantially cut down on the morbidity and fatality rates associated with the disease. In areas where vaccination rates are poor (less than 90 percent), measles will continue to spread, and epidemics will break out at regular intervals of three to four years. According to the standards that were in place before vaccination, the magnitude of the epidemics will be minimal, and it will be possible to achieve significant reductions in the number of cases and deaths even if coverage falls short of 90% (Miller, 1983)
To maintain control with a single dose, additional efforts must be made to optimize vaccine coverage as well as to target and clean up pockets of low vaccine coverage. These pockets could serve as a center for the spread of measles into the general population if they are not addressed.                                         
· Two dose schedules
 The administration of a second dose of a vaccine that contains measles can result in an improvement in the control of measles, and several nations have been able to stop the transmission of measles by reaching a high vaccination coverage for both doses (WHO, 1983). The second dose provides a second opportunity for vaccination children who were not previously immunized, as well as a second chance to protect children who did not seroconvert after receiving a single dose of the vaccine (primary vaccine failures). Despite the fact that primary vaccine failures account for less than 10% of children who have been immunized after the age of 12 months,(Brown et al., 1994) experience has shown that these children can contribute to the maintenance of measles transmission in settings where there is a high coverage rate for a single dose. 18 However, in order to obtain the desired level of efficacy with a two-dose regimen, the coverage of both the initial dose and the subsequent dose must be substantial. It is quite improbable that a method including two doses will be successful when the coverage of the first dosage is low (Cutts et al., 1991).           
· Mass “catch-up” campaigns 
The challenges of maintaining high coverage rates1 and the concerns of outbreaks arising in older children have spurred the introduction of novel ways for the delivery of the measles vaccine (Clement, 1994). This tactic calls for the implementation of a widespread "catch-up" campaign, as well as "mop-up" and "follow up" efforts that are specifically targeted at groups with limited coverage. Since 1986, when Cuba first implemented such a plan, the country has been successful in preventing the spread of measles (De Quadroset al., 1996). During the course of the campaign, vaccination was made available to all children aged one to fourteen, regardless of whether or not they had had it in the past. Even in populations who might have trouble gaining access to normal immunization services, it is possible to obtain high coverage by focusing all of one's efforts on a single campaign and working together. Campaigns of a similar nature have recently taken place in a number of other Latin American nations, including Chile, the English-speaking Caribbean, and other Latin American nations.
However, after the campaign is over, new groups of youngsters who are susceptible to the disease will continue to emerge. It is imperative that attempts to keep or improve coverage of the initial dose of vaccine are continued if this accumulation is to be slowed. In addition, because only a small percentage of children do not respond to a single dose of the vaccine (referred to as primary vaccine failures), it will be necessary to conduct additional mass vaccination campaigns or to implement a routine second dose of the vaccine in order to forestall future outbreaks.
[bookmark: _gjdgxs]Risk Factor
In addition to a lack of MMR vaccination or an incomplete dose, other risk factors for measles infection in children included an age of less than 24 months (80.9% of cases) and a history of travel to countries where there was a confirmed outbreak of measles. It is likely that healthcare settings play a key role in exposure to measles as well as transmission and spread of the disease, particularly among hospital inpatients. This hypothesis is confirmed by the descriptive epidemiology of the outbreak. 8
The following are some additional common risk factors for measles:
• Infants who are too young to receive vaccinations due of their age: The measles vaccine is ineffective in infants because their immune systems are not mature enough to generate the necessary protective immunologic response to the vaccine. This response is required for the vaccine to be effective. It is recommended that infants who are going to be traveling outside of the country receive one dose of their MMR vaccine between the ages of 6 and 11 months, rather than waiting until the traditional age range of 12 to 15 months. This is because infants are more susceptible to contracting infectious diseases when they are in unfamiliar environments. 9
• Individuals who are unable to receive the MMR vaccine due to medical conditions: Some individuals are unable to receive the MMR vaccine due to medical conditions such as being immunocompromised or the fact that they are taking specific medications, such as high doses of steroids or chemotherapy for cancer.
• Not having gotten a second booster dose of the MMR vaccine: Individuals who have not had a second booster dose of the MMR vaccine do not have complete protection to measles. The majority of children don't get their booster injection until they are between the ages of 4 and 6.
• Receiving all of the recommended vaccinations but yet not gaining immunity: This occurs in around 3% of people who are immunized.
• Individuals who lack a healthy immune system: This is the case regardless of whether or not they had previously been vaccinated with the MMR combination.
• A lack of vitamin A is a cause for concern because it raises the risk of contracting measles and makes the disease more severe when it does occur (Sudfeld et al., 2010).
Short term and Long term public health consequences of measles in health and social care settings
The measles is the most infectious of the diseases that can be prevented through vaccination (Strebel et al., 2008). Patients are infectious from four days before the rash appears to four days after it appears. After the patient has left the location, the virus could still be present in the air for as long as two hours. It is estimated that the measles component of the MMR vaccine has an effectiveness of roughly 93% for one dose and 97% for two doses (Strebel et al., 2008). The Advisory Committee on Immunization Practices (ACIP) suggests that all Healthcare workers have presumptive proof of immunity to measles in order to protect Healthcare workers from contracting measles (CDC, 2011). This recommendation was made in order to protect Healthcare workers from contracting measles. It is possible to simplify the process of documenting this in a healthcare context by ensuring that accurate Healthcare workers vaccination records, particularly electronic records, are kept. Despite any presumptive evidence of immunity to measles, the Advisory Committee on Immunization Practices (ACIP) recommended in 2011 that all healthcare personnel caring for patients with suspected or confirmed measles should wear respiratory protection that is at least as protective as a N95 respirator (CDC, 2011). This was done for the purpose of providing additional protection for Healthcare workers. This is due to the fact that transmission has taken place in healthcare workers who have serologic evidence of immunity or who have received two doses of the vaccine, despite the fact that this is an extremely uncommon event (Rota et al., 2011).
It has been proposed that a reduced severity of measles-related respiratory symptoms, notably a cough, may result in a lower infectivity. A cough in particular has been singled out as a potential indicator of this. People who are unable to develop MMR immunity despite receiving two doses of the vaccine may be less infectious and transmit less. There is no indication that individuals whose measles virus infections are either changed or inapparent shed measles virus, according to several investigations that were conducted in the past (Lievano et al., 2004). Despite this, there have been sporadic reports of secondary and even tertiary transmission of measles in non-healthcare settings among people who have not responded adequately to two doses of the MMR vaccine and who have had characteristic measles symptoms.
However, so long as measles continues to be widespread in other regions of the world, the virus that causes measles will continue to be brought into the United States. These imports and subsequent exposures have the potential to cause catastrophic or fatal effects in those who are vulnerable to the risk and are at a high risk. Additionally, there is the possibility that healthcare facilities could experience considerable disruptions, which would result in substantial additional expenses associated with the response. Healthcare workers continue to be at risk for exposure to measles as a result of the fact that many people who are infected with measles seek medical treatment. A HCP should be familiar with the signs and symptoms of measles and should collect a travel history in patients who appear with a rash and fever. Measles is contagious and can be fatal in children. It is essential to quickly identify cases and put airborne measures into place. This includes the use of respiratory protection at least as protective as an NIOSH certified N-95 respirator when providing care to patients (CDC, 2011).
Conclusion
Even countries that say they have eliminated measles completely could potentially have outbreaks of the disease as long as there remain people in other populations who are susceptible to it. It is possible to become infected with the measles by traveling through these nations. When measles breaks out, it places a significant financial strain on the economy. Vaccine refusal is still the primary obstacle stopping the elimination of measles, despite the fact that vaccination rates have skyrocketed in the past decade thanks to global efforts to raise awareness and improve surveillance. In light of the fact that measles is linked to the development of complications resulting from secondary infections, government-sponsored programs ought to be required to provide adequate supportive therapy in the form of vitamin A supplementation and antibiotics in order to effectively and adequately manage measles-associated mortality.
In spite of the fact that an efficient vaccination is available, measles outbreaks continue to put a strain on our health care system. In fact, outbreaks can still take place in regions where groups of individuals do not get vaccinated against the disease.
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