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Vaccine refusal and measles 

Clinical scenario
A mother and her 5-year-old daughter come to see you for the first time. The child has a mild upper respiratory 
tract infection and asthma. On routine questioning you discover that the preschooler has had no vaccines. You 
know there have been some small measles outbreaks in the province and, after addressing the presenting com-
plaint, you recommend the measles, mumps, and rubella vaccine. The mother politely but firmly refuses, noting 
that it is against her strongly held religious beliefs. 

Context
Canada officially eliminated measles almost 20 years ago 
in 1998, but we continue to have small outbreaks due to 
imported cases and susceptible people. The number of 
measles cases per year has been gradually increasing. In 
2014, 418 cases of measles were reported from 18 out-
breaks in 5 provinces and territories.1 Incidence rates 
were highest among those 5 to 14 years of age, and 5% 
required hospitalization.1 The largest outbreak occurred 
in a nonimmunizing religious community.2 

A lot of research has been done to understand vac-
cine hesitancy; reasons include a range of parental reac-
tions, from complacency and lack of confidence to firm 
religious beliefs. The latest guidance advises listen-
ing to parents’ concerns in a nonjudgmental manner 
and establishing trust. Seeking to understand and then 
addressing concerns can often lead parents to “opt in” 
and get their children vaccinated.3 But what do you do 
when, even after applying these best practices, the par-
ent shows no receptivity to vaccination? 

Evidence
In a recent outbreak in a religious community in 
British Columbia, public health workers were able to  
contain the outbreak by working with the community 

and identifying common values such as the need to pro-
tect vulnerable members of society and the desire not 
to inflict harm. Containment of the outbreak was then 
facilitated by a high degree of community cooperation 
with infection control measures, including a travel ban.3

Bottom line
When primary prevention does not work, a second-
ary prevention strategy is indicated to minimize harm. 
Physicians can assist in limiting the spread of a measles 
outbreak in their community by reinforcing the public 
health strategy of establishing trust, encouraging early 
reporting, and limiting spread.  
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