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ABSTRACT

Introduction: Rubella is a mild febrile rash illness caused by the rubella 
virus. The most serious consequence of rubella is congenital rubella syndrome 
(CRS), which occurs if the primary rubella infection occurs during early 
pregnancy, with subsequent infection of the placenta and the developing fetus. 

Methods: WHO supported countries to set up sentinel surveillance for CRS 
using standard case definitions, protocols, and case classification scheme. This 
descriptive analysis summarises the data from 5 countries which have been 
regularly reporting. 

Results : A total of 383 suspected cases of CRS were notified from the 5 
countries as of December 2016, of which 52 cases were laboratory confirmed 
and 67 were confirmed on clinical grounds. 

The majority (43%) of confirmed CRS cases were in the age group 6 – 11 
months. The most common major clinical manifestation (Group A) among the 
confirmed cases is congenital heart disease (72%) followed by cataracts (32%) 
and glaucoma (10%). 

Discussion and conclusions: The number of years of reporting from these 
sentinel sites is too short to describe trends in CRS occurrence across the years. 
However, the limited surveillance data has yielded comparable information 
with other developing countries prior to introduction of rubella vaccine. As 
more countries introduce rubella vaccine into their immunisation programs, 
there is a need to ensure that all rubella outbreaks are thoroughly investigated 
and documented, to expand sentinel surveillance for CRS in more countries in 
the Region, and to complement this with retrospective record reviews for CRS 
cases in selected countries. 

Introduction 
Rubella is a mild febrile rash illness caused by the rubella 

virus. In childhood, the illness is characterized by a transient, 
erythematous rash, low grade fever, post-auricular and sub-occipital 
lymphadenopathy, sore throat, red eyes, headache, malaise and 
anorexia1, 2.

The most serious consequence of rubella is congenital rubella 
syndrome (CRS), which occurs if the primary rubella infection 
occurs during early pregnancy, with subsequent infection of the 
placenta and the developing fetus. The risk for congenital defects 
has been estimated at 90% for maternal infection before 11 weeks 
of gestation. Nerve deafness is the single most common finding 
among infants with CRS. Unilateral or bilateral cataracts are the 
most serious eye finding, occurring in about a third of infants. Patent 
ductus arteriosus is the most frequently reported cardiac defect1, 3.





Masresha BG, Shibeshi M, Kaiser R, Luce R, Katsande R, Mihigo R. Congenital 
Rubella Syndrome in The African Region - Data from Sentinel Surveillance. J Immunol 
Sci (2018); S (022): 147-149 Journal of Immunological Sciences

 147 Immunization in the African Region

A laboratory-confirmed CRS case is an infant with 
a positive blood test for rubella IgM who has clinically-
confirmed CRS. An infant with a positive blood test for 
rubella IgM who does not have clinically confirmed CRS is 
classified as having congenital rubella infection18.

The surveillance and laboratory information which is 
captured using a standard case investigation form is later 
entered into a computerized database at each sentinel 
site, and is shared with WHO on a monthly basis. We 
reviewed the sentinel surveillance data submitted from the 
4 countries (Burkina Faso, Rwanda, Zimbabwe, Zambia, 
Tanzania) that had regularly shared data with the WHO. We 
used descriptive analysis to characterize the demographic 
and clinical characteristics of the cases.

Results 
A total of 383 suspected cases of CRS were notified from 

the 5 countries as of December 2016. Tanzania reported 152 
suspected cases while 143 were reported from Zimbabwe. 
Fifty five percent of the suspected cases (211 out of 383) 
were classified as discarded (not CRS cases) as per the case 
classification algorithm, while 52 were laboratory confirmed 
and 67 were confirmed on clinical grounds. (Table 1)

Clinically 
confirmed 

CRS

Lab 
confirmed 

CRS

Congenital 
Rubella 

Infection
Discarded Not 

classified TOTAL

Burkina 
Faso 0 0 0 28 41 69

Rwanda 0 0 0 5 0 5
Tanzania 48 17 0 83 4 152
Zambia 3 3 0 0 8 14
Zimbabwe 16 32 0 95 0 143
TOTAL 67 52 0 211 53 383

Table 1. Classification of suspected cases of CRS by country. 2012 – 2016.

The clinical picture of the suspected cases indicates that 
51% were reported with a congenital heart disease, while 
22 had cataracts. Hearing impairment was reported in 
only 5% of the suspected cases. Among the group B clinical 
signs, microcephaly was reported in 32% and neonatal 

jaundice in 30%. (Table 2). A history of maternal febrile 
rash during pregnancy was elicited in only 41 (10.7%) of 
the suspected cases. 

2012 2013 2014 2015 2016 TOTAL
Burkina Faso 0 0 0
Rwanda 0 0 0
Tanzania 20 44 1 65
Zambia 1 5 0 6
Zimbabwe 14 6 2 20 6 48
Total 14 6 23 69 7 119

Table 3. Confirmed cases of CRS by country by year.

Out of the 119 confirmed CRS cases, 65 were from 
Tanzania and 48 were reported from Zimbabwe, while 
Burkina Faso and Rwanda did not have any confirmed 
case. (Table 3) Burkina Faso did not classify 41 of the 
reported 69 cases, and these make up the majority of the 
53 cases that were not classified at all in the databases 
from the respective sentinel surveillance sites. (Table 1) 
The majority (43%) of confirmed CRS cases were in the age 
group 6 – 11 months, while 21 were newborns. (Table 4)

0 - 28 
days

1 - 5 
months

6 - 11 
months

1 year or 
more of 

age
Age 

missing Total

Burkina 
Faso 0 0 0 0 0 0

Rwanda 0 0 0 0 0 0
Tanzania 5 15 44 0 1 65
Zambia 2 0 3 0 1 6
Zimbabwe 14 20 4 2 8 48
Total 21 35 51 2 10 119

Table 4. Confirmed cases of CRS by age group. 2012 – 2016. Sentinel 
surveillance in 5 countries. 

The most common major clinical manifestation (Group 
A) among the confirmed cases is congenital heart disease
(72%) followed by cataracts (32%) and glaucoma (10%).
Among the Group B manifestations, microcephaly and
splenomegaly were detected in 34% and 25% of the
confirmed cases respectively. (Table 5)

Clinical sign Number of 
cases % cases

Group A

Congenital Heart Disease 86 72%
Cataracts 38 32%
Glaucoma 12 10%
Hearing impairment 6 5%
Pigmentary retinopathy 1 1%

Group B

Microcephaly 40 34%
Splenomegaly 30 25%
Jaundice 16 13%
Purpura 14 12%
Mental retardation 10 8%
Meningo-encephalitis 4 3%
Radiolucent bone disease 0 0%

Table 5. Clinical presentation in the 119 confirmed cases of CRS in 5 countries. 
2012 – 2016.

Clinical sign Number of 
cases % cases

Group A

Congenital Heart Disease 195 51%
Cataracts 83 22%
Pigmentary retinopathy 26 7%
Glaucoma 22 6%
Hearing impairment 20 5%

Group B

Microcephaly 121 32%
Jaundice 113 30%
Splenomegaly 80 21%
Purpura 54 14%
Mental retardation 16 4%
Radiolucent bone disease 10 3%
Meningo-encephalitis 7 2%

Table 2. Clinical signs in 383 suspected CRS cases. 2012 – 2016. Sentinel sites 
in 5 countries in AFR.
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