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North Dakota Reports its First Measles Case of 2026 
 

The North Dakota Department of Health and Human Services (HHS) has confirmed the 
state’s first case of measles of 2026. The case involves an adult from Williams County 
who contracted measles from out-of-state travel. The individual has already completed 
isolation. HHS contacted those who may have been exposed and advised unvaccinated 
individuals how long to quarantine. 

The United States has confirmed 588 cases in 2026, with a majority of cases in South 
Carolina. In 2025, the United States experienced 2267 cases, the majority of which were 
in children and unvaccinated, with 11% of the 2025 cases needing hospitalization and 
three deaths reported.  

Vaccination rates have declined in North Dakota with 82% of children age 19-35 months 
and 90% of North Dakota kindergarteners up-to-date with measles vaccination 
recommendations. Local rates vary greatly, with some areas more susceptible to 
outbreaks. Experts believe measles immunization coverage needs to be above 95% to 
prevent outbreaks of disease. 

Health care providers should maintain a high awareness for measles among febrile 
patients with rash, especially in those without two documented doses of measles, 
mumps, and rubella (MMR) vaccine. If healthcare providers suspect measles, the case 
should be isolated following airborne precautions and reported to the ND HHS 
immediately. Suspected cases of measles should immediately be reported to the ND 
HHS Disease Control and Forensic Pathology Section by calling 1.800.472.2180 or 
701.328.2378. Do not wait for laboratory results to report suspected cases of 
measles. 

Diagnosis: 

Measles is an acute disease typically beginning with fever, cough, coryza and 
conjunctivitis. Three to five days later, a maculopapular rash develops lasting more than 
three days. The rash begins on the face at the hairline and spreads downward to the rest 
of the body. Patients presenting clinical symptoms compatible with measles should be 

https://www.cdc.gov/measles/data-research/index.html
https://dph.sc.gov/diseases-conditions/infectious-diseases/measles-rubeola/2025-measles-outbreak
https://dph.sc.gov/diseases-conditions/infectious-diseases/measles-rubeola/2025-measles-outbreak
https://app.powerbigov.us/view?r=eyJrIjoiYmJiMzBmMzktZTVkZi00NzgzLTg0ZmQtNWI3YzA1NmY1ZTlkIiwidCI6IjJkZWEwNDY0LWRhNTEtNGE4OC1iYWUyLWIzZGI5NGJjMGM1NCJ9
https://app.powerbigov.us/view?r=eyJrIjoiZTA1NjMzYzYtMjk4NS00MDg3LTliNGItNWQwNzdkZTRlN2FiIiwidCI6IjJkZWEwNDY0LWRhNTEtNGE4OC1iYWUyLWIzZGI5NGJjMGM1NCJ9


   
 

   
 

asked about recent travel to areas with outbreaks in the United States, as well as abroad, 
and about any contact with returning travelers. Measles cases have been initially 
misdiagnosed as Kawasaki disease, dengue and scarlet fever, among other conditions, 
so health care providers should consider measles in the differential diagnosis of these 
diseases.  

The clinical case definition for measles is: 

• A generalized, maculopapular rash lasting ≥ three days, 

• A temperature ≥ 101°F, and 

• Cough, coryza or conjunctivitis (the three Cs). 

Transmission and Patient Management: 

If measles is suspected, airborne infection control precautions should be followed 
stringently. Suspected measles patients (i.e., people with febrile rash illness) should be 
removed from emergency departments and clinic waiting areas as soon as they are 
identified and placed in a negative pressure room if one is available. If one is not 
available, the patient should be placed in a private room with the door closed and asked 
to wear a surgical mask. If possible, they should not be sent to other parts of the 
building for examination or testing purposes.  Additionally, they should leave via a 
separate exit if possible. 

Measles transmission is primarily person to person via large respiratory droplets, but 
airborne transmission can occur. Respiratory droplets can remain infectious for 
approximately two hours in the environment. The incubation period for measles is 
usually eight to 12 days, although symptoms may occur as early as seven or late as 21 
days after exposure. Infected individuals can spread measles from four days before 
through four days after the rash appears. They should be instructed to exclude 
themselves from any public settings during this time.   

Because of the severity of the disease, people with measles commonly present to a 
physician’s office or emergency room and pose a risk of transmission to other patients 
and healthcare personnel. Transmission risks can be minimized by ensuring that all 
healthcare personnel have evidence of measles immunity and that appropriate infection 
control practices are followed. Evidence of natural measles infection, measles immunity 
or receipt of two doses of measles vaccine should be documented for all healthcare 



   
 

   
 

workers. Healthcare facilities should recommend a dose of MMR vaccine for 
unvaccinated workers born before 1957 who are at risk for occupational exposure to 
measles, and who do not have a history of measles disease or laboratory evidence of 
measles immunity.   

Laboratory Testing: 

Providers should order PCR and IgM tests on patients for whom measles is suspected. 
IgM and PCR tests for measles are available from ND HHS Division of Laboratory 
Services. Given the potential for long turnaround times at commercial laboratories 
for measles, providers are recommended to submit specimens to ND HHS Division 
of Laboratory Services. Additional information concerning when to test for measles 
can be found on the included diagram. 

Vaccination: 

Vaccination status of patients should be verified. MMR vaccine is routinely administered 
at 12 to 15 months of age and 4 to 6 years of age. Children are required to be age-
appropriately vaccinated with MMR vaccine for entry into childcare, kindergarten 
through twelfth grade or have documentation of an exemption. Studies indicate that 97 
percent of people who receive two doses of MMR vaccine are immune to measles. All 
adults born in 1957 and after should have documentation of at least one dose of MMR 
vaccine or other evidence of measles immunity. Birth before 1957 is considered 
acceptable evidence of immunity to measles for the general public.  

Infants aged 6 – 11 months old are recommended to receive a dose of MMR early prior 
to any international travel or travel to an outbreak area. As the North Dakota case is 
currently an isolated event, there is no recommendation for infants not traveling outside 
of North Dakota to receive a dose of MMR early. If a child receives a dose of MMR prior 
to 12 months of age they should still receive two age-appropriate doses of MMR 
vaccine after their first birthday. 

Susceptible individuals with a known or highly probable exposure, depending on timing 
and age, can receive MMR vaccine or immune globulin (IG) to prevent or modify 
measles. MMR vaccine, if administered within 72 hours of initial measles exposure, may 
provide some protection. IG is indicated for susceptible contacts of measles patients, 
particularly those with increased risk of complications and who cannot receive MMR 
vaccine (i.e., infants age six months or younger, pregnant women, or 

https://www.cdc.gov/measles/php/laboratories/?CDC_AAref_Val=https://www.cdc.gov/measles/lab-tools/rt-pcr.html
https://www.cdc.gov/measles/php/laboratories/serology.html?CDC_AAref_Val=https://www.cdc.gov/measles/lab-tools/serology.html


   
 

   
 

immunocompromised people). If administered within six days of exposure, IG can 
prevent or modify measles in a susceptible person. 

Reporting: 

Healthcare providers should heighten their suspicion of measles and report any suspect 
cases of measles immediately to the ND HHS. Do not wait for laboratory results to 
report suspected cases of measles. Timely reporting of suspected measles cases will 
allow the ND HHS to investigate cases and contacts and make recommendations to 
reduce transmission in the community. As mandated by North Dakota law, any 
incidence of measles must immediately be reported to the ND HHS by phone at 
701.328.2378 or toll-free at 800.472.2180.   

 

For more information about measles in North Dakota, please visit the North Dakota 
Immunization Unit website at https://www.hhs.nd.gov/immunizations/measles. 

 

 

https://www.hhs.nd.gov/immunizations/measles


Measles clinical criteria?4 

❑ Fever2 and rash

     AND

❑ Cough, runny nose, OR conjunctivitis

Epidemiologic risk for measles in the 21 days before 

rash?

ANY of the following:

❑ International travel in last 21 days 

❑ Domestic travel in last 21 days to an area with known 

measles transmission

❑ Known exposure to measles

Suspect measles. 

Immediately contact local or state health 

department to discuss testing options.

 See Testing Recommendations.

Prior measles vaccination? 

❑ Age ≤6 years: 1 dose MMR*

❑ Age >6 years: 2+ doses MMR

Received MMR vaccine 

in the last 21 days?

Yes

Likely a reaction to MMR 

vaccination5

Measles uncommon among people with age-

appropriate vaccination. Measles can occur 

among vaccinated people, but generally 

during intense exposure (e.g., daycare or 

household exposure).

If measles suspected based on clinical 

presentation or severity of illness, contact 

state or local health department for 

guidance.

Measles unlikely.

If measles still suspected, 

contact state or local health 

department for guidance.

Evaluating a patient presenting with rash when 

there is no local measles transmission1

Needs ALL 3:

❑ Fever2 

❑ Generalized, maculopapular rash

❑ No vesicular lesions / vesicles3

Yes

START HERE

No

Yes

Measles unlikely. If vesicular rash, 

consider varicella or alternative cause of 

rash.

No

No

Suspected Measles cases should be 

reported to the ND HHS Disease Control 

and Forensic Pathology Section 

Immediately at 701-328-2378

Yes

No Yes

*or other measles-containing vaccine

No

Notes
1. This testing algorithm is intended to be used by bedside providers in settings where there is 

not local measles transmission. This assumes that the pre-test probability for most people 
without known epidemiologic risk for measles and who do not meet case criteria will be low. 
In settings with active measles transmission, the threshold at which to pursue testing may 
be lower, and a more permissive algorithm could be considered. 

2. Either a measured or patient/family-reported fever is adequate; fever may not be measured 
at the time of healthcare evaluation due to normal fluctuation or to use of anitpyretics (e.g., 
ibuprofen). 

3. A vesicular rash is not consistent with measles, and should prompt consideration for other 
causes of rash (e.g., varicella/chickenpox)

4. Measles clinical criteria (per CSTE* case definition) include ALL of the following: 
❑ Generalized maculopapular rash

❑ Fever

❑ Cough, coryza (runny nose), or conjunctivitis (also known as the “3 C’s”)

5. Up to 5% of MMR recipients will get a short-lived, mild febrile rash. This is more common 
with the first dose of MMR. People who experience this vaccine reaction are not contagious 
to others around them. If a person has received MMR within 21 days before rash onset, but 
also has epidemiologic risk for measles, then specialized testing may be required and 
should be discussed with local or state public health authorities.

*CSTE: Council of State and Territorial Epidemiologists: https://ndc.services.cdc.gov/case-definitions/measles-2013/
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