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While tuberculosis, poliomyelitis and other in
fectious diseases occupy the attention of both 
the medical profession and the public in this 
part of Africa, the prevalence of measles, which 
remains a vast public health problem, does not 
seem to create any undue interest. Measles is 
perhaps the most prevalent of all infectious 
diseases in Central Africa, with a relatively 
high mortality and fatality rate.

It is not a notifiable disease in the Rhodesias 
and Nyasaland, so that little is known of its 
overall attack rate.

The importance of measles as a public health 
problem in Nigeria is now being stressed, and 
Sir Selwyn Selwyn-Clarke, in his report on a 
“Programme for the Health Services in Ghana” 
(October, 1961), picks out measles as the second 
major disease causing ill health in the country, 
malaria being the first and tuberculosis the 
third.1 (According to World Health Organisa
tion reports, Ghana has a higher incidence of 
tuberculosis per capita than the Rhodesias and 
Nyasaland.)

There has been a steady increase in the 
number of measles cases admitted to the African 
Infectious Diseases Hospital in Salisbury during 
the past five years (Table I), and in this paper 
I have reviewed every definite case of measles
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admitted during the years 1960 and 1961, show
ing details of age and sex incidence, complica
tions and deaths.

Table 1
Number of Measles Cases Admitted to 
African Infectious Diseases Hospital During 

the Past Five Years (Includes 
Observation Cases)

1956- 57
1957- 58
1958- 59
1959- 60
1960- 61

177
136
284
343
391

I he marked increase in admissions since 
1958 does not necessarily indicate an increase 
in the total number of cases occurring in the 
Salisbury district, as it may be accounted for 
by the fact that Africans are becoming aware 
of the gravity of the disease and are tending to 
seek medical aid in larger numbers. Increase 
in population may also account for the increased 
admissions. Most of the patients were trans
ferred from Harare General Hospital and the 

various nearby clinics for admission, but an 
increasing number are now coming direct to the 
hospital as volunteers and seeking admission 
for their children. They almost invariably 
diagnose the disease correctly as gwitikwiti 
(Shona for meales).

lhe cases admitted to hospital are merely a 
cross-section of the more severe cases occurring 
in the district. A large number are sent in for 
social reasons, and also a proportion of cases 
are volunteer admissions, as mentioned above. 
The figures quoted do not give any indication 
of the attack rate of the disease in the surround
ing population. Fluctuations in incidence and 
severity occur from year to year.

I able II shows the number of cases admitted 
and diagnosed at the Salisbury Infectious 
Diseases Hospital during the years 1960 and 
1961, together with the number of complicated 
cases and deaths. These figures show that 
measles is an endemic disease here, with rises 
in the number of cases admitted in the spring 
and autumn months.

Showing the Number of Cases of Measles Seen inTable II

ADMISSIONS
0-1 Year 1-2 Years 2-3 Years
1960-61 1960-61 1960-61M F M F M F M

January 3 4 7 2 5 4 4
February 3 3 6 2 3 3
March .......... 9 7 2 3 5 5 4
April .......... 6 5 13 10 5 7 11
May ........ 4 8 4 9 4 3 5
June ........... 5 6 3 2 5 4 5
July 12 3 5 5 1 2 3
August ........... 6 8 15 12 3 4 7
September 12 4 12 12 6 5 6
October 13 18 12 9 9 8 7
November 3 6 7 3 4 9
December 2 8 4 4 2 8

1
78 80 90 73

1
52 42 72

3-7 Years

1960-61
F

11

12

71

7

1

7

4

6

1

6

5

7

4
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Five hundred and ninety-one cases which were 
reviewed above showed there was an excess of 
male patients in both years (318 males and 273 
females) ; 321 (54.3 per cent.) were two years 
of age and under; 558 (94.4 per cent.) were 
seven years of age and under.

The majority of patients were extremely ill 
when admitted to hospital. Obvious malnutri
tion—including kwashiorkor—was noted in 44 
(7.4 per cent.) cases when admitted. One hun
dred and fifty-four cases (84 males and 70 
females) of acute respiratory infection, such as 
bronchopneumonia and acute bronchitis (26 per 
cent, of all admissions), was by far the most 
common complication (see Table III).

There were five cases of measles encephalitis 
(0.8 per cent.). (In America bacterial compli
cations of measles was found to occur in 15 to 
18.5 per cent, of cases, and encephalitis occurred 
in 1.400 to 1.1,000 cases.) Four patients had 
acute otitis media and there were also four cases 
of severe thrush. Thrush is a common finding 
in African children suffering from measles. A 

number of patients, in common with other in
fectious diseases, rapidly become emaciated and 
even dehydrated. Malnutrition or undernutri
tion may also be a late complication of measles, 
and some admissions are for treatment of de
bility following the acute disease. Without 
active treatment it is likely that the severe cases 
of thrush would go on to cancrum oris, which 
was a well-known complication of measles in 
African patients in the years before the wide
spread use of antibiotics. Enteritis was almost 
a constant finding and could be considered as 
part of the disease'. Severe eye complications 
were rarely seen in this series of cases. There 
is little doubt that a number of cases develop 
complications after discharge from hospital, as 
is shown by the return of two cases who de
veloped bronchopneumonia after leaving hospital.

It should be emphasised that immediate active 
treatment was carried out on all patients ad
mitted to hospital with measles. Large doses 
of parenteral penicillin were given in all cases, 
and dehydrated cases required fluid and electro-

1960 AND 1961 WITH THE FREQUENCY OF COMPLICATIONS

TOTALS Complications

7 Years and Over

1960-61 All Cases
Resp.

Disease Enc. Mid E.C. Deaths1960-61
M F M F

2 5 33 38 10 1 1 1

1 8 14 22 5

1 I 36 43 10

2 1 11 53 64 11 1

4 1 22 26 48 9

2 8 25 33 11 1

1 6 32 38 12 4

2 13 65 78 23 2 4

2 2 19 47 66 16 1 3

7 2 52 35 87 26 2 1 5

1 22 18 40 9 4

1 1 23 11 34 12 3

26 7 196 395 591 154 5 4 25
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Table III
Analysis of Respiratory Cases

0-1 Year 1-2 Years 2-3 Years 3-7 Years 7 Years Totals

1960 ....................... 10 14 9 14 3 50

1961 ....................... 33 31 22 17 1 104

43 45 31 31 4 154

lyte-replacement therapy. Severe cases of 
bronchopneumonia were nursed in an oxygen 
tent. A point of interest in the treatment of 
cases of malnutrition complicating measles is 
that these cases improve more rapidly when 
given a high protein diet consisting of natural 
foods such as eggs and whole milk than when 
treated with proprietary concentrated protein 
and vitamin preparations. This intensive treat
ment may account for the relatively low death 
rate of 4.2 per cent. (In Nigeria mortality 
rates for measles reach 20 to 25 per cent.) 2

An analysis of deaths (Table IV) shows that 
80 per cent, of deaths occurred in patients aged 
two years and under.

COMPLICATIONS IN FATAL CASES 
DETAILED ABOVE

Bronchopneumonia .................................    20
Encephalitis ............................................................... 3
Severe malnutrition ............. — -...................... 2

25

These figures include four cases of malnutri
tion and pneumonia and one case of encephalitis 
and pneumonia.

While the figures quoted do not prove any
thing, they help to illustrate that measles is a 

common and severe disease in Central Africa 
with a relatively high complication and mor
tality rate. For comparison, the number of 
admissions of other acute infectious fevers to 
Salisbury African Infectious Diseases Hospital 
during the same period 1960-61, together with 
death rate, is shown below (Table V).

There is no definite evidence to support the 
statement that “Measles is a more severe disease 
in the African than in the European.”

During the period under review, 29 patients 
were admitted to the European isolation hospi
tal with measles; 68 per cent, of these European 
patients were seven years old and under and 
only 18 per cent, were two years old and under. 
This shows that measles attacks the younger 
age group in the African; but it is interesting 
to note that in Glasgow tenements and among 
the poorer people in London, children under 
school age were usually affected in an epidemic, 
but in upper and middle class families the main 
incidence of measles fell upon children of school 
age.3

This would correspond to measles being more 
prevalent in the younger age group in the 
African than in the European community in

Table IV
Analysis of Deaths According to Age

0-1 Year 1-2 Years 2-3 Years 3-7 Years 7 Years Totals

1960 4 5 — — 1 10

1961 -......... . 6 5 2 2 — 15

25
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Table V
Comparison of the Number of Admissions with Other Infectious Fevers

Disease Number of Cases Admitted Deaths Per Cent.

1960-1961

Measles ................................ 591 25 4.2

Pertussis ................................. 180 14 7.8

Diphtheria ...................... 68 8 11.8

Poliomyelitis ....................... 23 2 8.7

C.S. meningitis ...................... - 8 1 —

Salisbury. Measles would more likely be com
plicated with malnutrition in the African child, 
which makes the disease appear to be more 
severe.

Vaccine
With the development of a simplified tech

nique for cultivating virus by Enders and his 
colleagues, and the application of these methods 
to the growth of measles virus in tissue culture, 
both live attenuated and inactivated measles 
virus vaccines have been developed in recent 
years.

The attenuated virus has now' been used in 
a number of clinical trials, including British 
trials in England and Nigeria. A large number 
of children inoculated with the virus (from 
50 per cent, to 95 per cent.) developed febrile 
responses. Antibody response was satisfactory 
and complete protection to measles was demon
strated within two to 21 months after vaccina
tion. At present other w’orkers are now giving 
Y globulin along with the live virus vaccine in 
order to reduce the febrile responses produced 
by the vaccine, but the technique is still ex
perimental.4'7

A formalin inactivated measles virus vaccine 
has also been developed.8 This requires three 
injections at monthly intervals. A vaccine of 
this type developed by a well-known interna
tional drug firm is under extensive trial in the 
Rhodesias and Nyasaland at present in various 
closed communities such as mine African town
ships and military camps. The waiter has 
vaccinated 20 European children with this 
vaccine, each having had three vaccinations at 
four-weekly intervals without any local or 
general reactions.

This inactivated vaccine, while costing more, 
is considered to be safer than the attenuated. 
It has been found to give 65 per cent, to 96 per 
cent, protection against measles after three 
inoculations, but the length of protection is ap
parently very short, as after six months demon
strable antibody was not found in seven out of 
eight children. It would be ideal if an effective 
vaccine of this type could be included in the 
triple vaccine at present being given to most 
European and to a steadily increasing number 
of African infants. Because of the low age 
incidence of measles in the African child, the 
vaccine should be given early in life—at the 
same time as pertussis vaccine—in order to 
prevent the disease with its high morbidity and 
death risk, especially in the first three years 
of life. As in other virus diseases, it is likely 
that a live attenuated virus vaccine will even
tually be found to be satisfactory for general use.

Addendum
In the year 1962-63, 292 cases of measles 

were admitted to the Salisbury African Infec
tious Diseases Hospital and there were 24 deaths, 
giving a mortality of 8.2 per cent. This illus
trates how the severity of infection varies from 
year to year.
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