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Foreword
Today, we share a collective vision to have the South-East Asia Region free of vaccine-

preventable diseases, where all countries provide equitable access to high-quality, safe, 

affordable vaccines and immunization services throughout the life-course. 

Overwhelming evidence demonstrates the benefits of immunization as one of the most 

successful and cost-effective health interventions ever known. Over the past several 

decades, immunization has achieved many milestones, including the eradication of 

smallpox, an accomplishment that has been called one of humanity’s greatest triumphs. 

Vaccines have saved countless lives, lowered the global incidence of polio by 99% and 

reduced illness, disability and death from diphtheria, tetanus, whooping cough, measles, 

Haemophilus influenzae type b disease and epidemic meningococcal A meningitis. We 

have been able to make the Region free of polio for the last 6 years and eliminate maternal 

and neonatal tetanus.

We have vaccines against more than 25 diseases in the present day world, and this has 

increased the need for better surveillance against these diseases to control or eliminate 

them. As the essence of this subject matter, I would like to highlight that high vaccination 

coverage may not necessarily indicate the case-load or disease burden in a population. We 

need to look into the surveillance performance as the key indicators to measure progress 

towards disease control and/ or elimination. 
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A functional vaccine-preventable disease surveillance system is a key part of public health 

decision-making in all countries. Thus, there is an urgent need to build on the current 

efforts to strengthen vaccine-preventable disease surveillance with the latest state-of-the-

art technologies at subnational and national levels. This will require a substantial and long-

term commitment of human and material resources, usually beginning with a systematic 

assessment of the national vaccine preventable diseased (VPD) surveillance system by 

working closely in partnership with all related partners and stakeholders.

I hope that this vaccine-preventable diseases surveillance guide will be well translated into 

respective national programmes and add to the efforts to have a high-quality surveillance 

system for priority vaccine-preventable diseases and help accelerate progress towards 

strengthening vaccine-preventable disease surveillance in our Region. 

Finally, every individual in our Region deserves our best work. We all agree that every 

family, no matter where residing, has the right to all immunization and health services 

that are provided by the respective government, in the spirit of universal health coverage 

contributing towards Sustainable Development Goals, especially Goal 3 on health. 

Dr Poonam Khetrapal Singh

Regional Director, WHO South-East Asia Region
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LIST OF ABBREBIATIONS

CI confidence interval

CRI congenital rubella infection

CRS congenital rubella syndrome

IgG immunoglobulin g

IgM immunoglobulin m

mL millilitre

MMR measles mumps rubella

MR measles rubella

RCV rubella containing vaccine

RT-PCR
reverse transcriptase 
polymerase chain reaction

SEAR South-East Asia Region (WHO)

SOP standard operating procedure

VPD vaccine preventable disease

WHO World Health Organization
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Congenital Rubella Syndrome (CRS) surveillance

1. Introduction
CRS surveillance allows for detection of infants with clinically apparent manifestations 

and can be standardized for regional and global reporting, and for comparison. Early 

identification of infants with CRS is necessary to ensure that appropriate testing can be 

conducted and that the infant is entered into the CRS surveillance system. Detection of 

infants with CRS is necessary to ensure infection control and prevent further spread of 

rubella, as infants with CRS may shed the virus for a prolonged period – up to 1 year of age 

or longer. Immediate diagnosis of CRS also facilitates early intervention for specific defects.

All Member States should develop a CRS surveillance system that captures the majority 

of infants with suspected CRS within the country. If there is no surveillance in place, 

countries may opt to establish CRS surveillance in a few sentinel sites first followed by 

broadening the surveillance and adding additional sites to include more of the population.

CRS is associated with significant morbidity and mortality. Estimated mortality has ranged 

from 20–40%. Infants born with cardiac defects have the highest risk of mortality. The 

South-East Asia Region has the highest burden of CRS cases. The incidence rate of CRS 

in SEAR is estimated to a mean of121  per 100 000 live birth since 2010 with a total 

annual number of CRS cases of 49229 (95% CI 11204,96976)

2. Case detection and reporting

Suspected CRS case

Any infant, less than 1 year of age that a health worker suspects of having CRS.  

A health worker should suspect CRS when 

zz an infant aged 0–11 months presents with heart disease and/or suspicion of 
hearing impairment and/or one or more of the following eye signs: white pupil 
(cataract), larger eye ball (congenital glaucoma) or pigmentary retinopathy.  

zz an infant’s mother has a history of suspected or confirmed rubella during 
pregnancy, even when the infant shows no signs of CRS.

Case reporting

The facilities at which infants with most common defects associated with CRS – cataracts, 

heart defects or hearing impairment as well as infants with maternal history of rubella 

during pregnancy are likely to be seen and should be included in the CRS surveillance 

system. As these defects are most likely to be evaluated and treated at secondary and 

tertiary care facilities, these health-care facilities should be included as reporting sites or 

sentinel sites at the beginning of CRS surveillance.  
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The types of facilities/providers most likely to evaluate and treat infants with CRS:

zz secondary care providers/facilities, particularly ophthalmologists, cardiologists, 
audiologists and neonatologists;

zz tertiary care facilities, particularly those that provide pediatric surgical services for 
the eyes, ears and heart;

zz specialty care centres (e.g. children’s hospitals; centres for hearing and blindness);

zz obstetric centres or private clinics involved in the care of pregnant women 
with rubella.

As multiple specialties (departments), such as paediatrics, obstetrics, otorhinolaryngology, 

cardiologists and ophthalmology are involved, a mechanism of coordination between 

these departments should be developed at the reporting site. One nodal person should be 

identified at the reporting site by the head of the institution for coordination and reporting. 

The nodal person should ensure collection of clinical and epidemiologic data, completion 

of case investigation forms and appropriate collection and transportation of specimens, 

ensuring that laboratory data can be linked to clinical and epidemiologic information. A 

line list of suspected CRS cases should be maintained in the assigned facilities. There 

should be regular communication with the national coordinator regarding identification 

and follow-up of suspected cases of CRS identified in the area.

Neonatal-perinatal database and birth defect surveillance: WHO-SEARO has provided 

support in establishing a regional network on birth defects to support implementation of 

a regional strategic framework for prevention and control of birth defects. It is part of the 

networks on newborn health and birth defects coordinated by WHO. Suspected cases of 

CRS should also be reported through this network to the immunization programme and 

vice versa. 

3. Case investigation 
When a suspected CRS case is reported, a case investigation form containing core variables 

(core variables listed as Annex number A12) should be filled in after clinical evaluation by 

different departments as per symptoms/signs suspected and sent to the nodal person of 

the same reporting site for further action. It is critical to note receipt of MR doses through 

routine service or campaigns (i.e. in children 6 to <12 months) so that laboratory results 

can be correctly interpreted when classifying cases.

4. Unique identification number 
A unique identification number should be given to each investigated case. This unique 

identification can be alphanumeric (e.g. country code + district code + year + sequential 

number by order of reporting), and facilitates further collection and merging of clinical, 

epidemiological and laboratory data. 
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5. Specimen collection and transportation
Efforts should be made to obtain clinical specimens for antibody levels and for viral 

detection/isolation from infants at the time of the initial investigation. For serological 

diagnostics, 1 mL sample of blood should be taken and then centrifuged to separate out 

the serum, which should then be kept under refrigeration at temperatures from 2–8 °C. 

The serum should then be transported in cold chain to the laboratory. Throat swabs should 

also be collected for isolation of the virus or virus detection. While throat swabs give the 

best results, nasal swabs, blood (1 mL), urine (5–20 mL) or cerebrospinal fluid (1 mL) 

specimens are also acceptable. 

Laboratory criteria for confirmation of suspected CRS cases include any one of the following:

zz rubella IgM antibody over cut-off-point detected; or

zz sustained rubella IgG antibody level as determined on at least two occasions (at 
least 1 month apart) between 6 and 12 months of age in the absence of receipt 
of rubella vaccine; or

zz rubella virus detection (e.g. nucleic acid detection by reverse transcription 
polymerase chain reaction (RT-PCR) or rubella virus isolation) in an appropriate 
clinical sample (throat swab, nasal swab, blood, urine or cerebrospinal fluid).

Depending on the age of the suspected CRS case at initial testing, the following 

considerations should be made when interpreting laboratory results and determining final 

classification of suspected CRS cases.

zz Children >9 months may have received rubella-containing vaccine through routine 
service or campaigns and children >6 months may be included in campaigns in 
some countries. Serology results cannot be used to confirm CRS after a child with 
suspected CRS has received rubella-containing vaccine.

zz Infants with congenital rubella will usually be positive for rubella-specific IgM 
at or shortly after birth. Although IgM antibodies may persist for up to 1 year, 
they normally peak within the first 6 months of life. Because IgM may not be 
detectable in some infants tested shortly after birth, IgM negative cases with 
suspected CRS should be retested at 1 month of age or shortly thereafter.

zz Laboratory confirmation of CRS in an infant aged over 6 months should not 
rely on the IgM test alone if the result is negative. In such cases, serial IgG 
testing should also be included to check for a sustained level of antibody on two 
occasions separated by >1-month interval. After confirming IgG+ in the first 
serum sample collected, this sample should be saved and retested again with 
the second serum sample to compare antibody levels. If IgM and IgG testing are 
performed concurrently in ages 6–11 months, any infant testing IgG- should be 
discarded (all infants with CRS are IgG+).
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zz Infants with congenital rubella should also be tested for shedding rubella virus 
through virus isolation techniques. Congenitally infected infants may shed and 
transmit rubella virus for up to 1 year of age and be the source of rubella outbreaks. 
Therefore, it is important to continue testing the infant for virus throughout 
the first year of life so that infection control measures can continue until virus 
shedding stops. This has to be confirmed by two negative results of viral testing of 
specimens obtained 1 month apart from infants at least 3 months of age.

6. Case classification
Case classification will follow an algorithm based on the age of the child, the algorithm is 

described in Figure below.

Clinically compatible CRS case: An infant in whom a qualified physician detects at least 

two of the findings listed in (a) or one in (a) and one in (b) and without any other obvious 

clinical cause that has not been adequately tested by a laboratory:

a. cataract, congenital glaucoma, congenital heart disease, hearing impairment, 
pigmentary retinopathy;

b. purpura, splenomegaly, microcephaly, developmental delay, meningocephalitis, 
radiolucent bone disease, jaundice that begins within 24 hours after birth.
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Laboratory-confirmed CRS case: An infant who is a suspected case (who has one condition 

from group (a) who meets the laboratory criteria for CRS case confirmation.

Congenital rubella infection (CRI): An infant who does not have group (a) clinical signs of 

CRS but who meets the laboratory criteria for CRS is classified as having CRI.

Discarded: A suspected case that does not meet the definition of clinically compatible 

case and has negative laboratory results after adequate testing.

7. Case management 
Case should be cared for and follow-up done by experienced personnel according to national 

treatment guidelines. Ensure infection control measure for CRS cases. Virus excretion 

should be monitored until at least two tests for virus detection/isolation (with 1 month gap) 

are negative after 3 months of age. Until this time, infection control procedures should be 

followed, as infants with CRS can be highly infectious.

8. Public health intervention
Infants with CRS may shed rubella virus for up to 1 year and have been the cause of 

rubella outbreaks. Only persons immune to rubella should have contact with these infants. 

In hospitals, infants should remain in isolation. Persons caring for the infant should 

follow universal precautions and should be immunized against rubella. Family members 

and friends involved in the care or handling of the infant should be immune or given 

immunization against rubella following the national policy. An active search should be 

conducted in the community for more CRS cases as well as to review the vaccination 

status of children in the locality. All children in the same locality who are found to be 

unimmunized and those who cannot produce immunization cards or records during the 

community survey should be vaccinated with measles- and rubella-containing vaccine 

according to the national recommendation.
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9. Data management

Data analysis

Analyse the CRS surveillance data on a monthly basis, or more frequently if necessary. 

Epidemiologic variables that should be assessed include the following:

zz number of cases reported throughout time frame assessed (e.g. year);

zz case classification status;

zz geographic location of CRS cases within the country;

zz whether or not cases were clustered and/or associated with rubella outbreaks;

zz maternal characteristics (age, race/ethnicity, country of birth and immunization 
status);

zz location of maternal exposure to rubella.

Monitoring indicators

zz Surveillance quality assessments need to be conducted at the sentinel sites at 
least every 6 months to assess completeness of CRS surveillance at the site.

zz This should be done by reviewing hospital records by the site level coordinator 
to identify any missed cases.

zz Missed cases can be identified by comparing the list of reported CRS cases 
with the list of all cases that meet the entry criteria for CRS surveillance 
(i.e. criteria for suspected CRS cases). The proportion of missed cases at a 
sentinel site can be assessed as the percent of missed cases identified by 
the coordinator among all cases that meet the CRS surveillance entry criteria 
(total of both reported and unreported cases).

zz Similarly, the proportion of suspected CRS cases that have been reported but 
have not been tested by the laboratory can be assessed as the percentage of 
reported cases without laboratory testing among all reported suspected CRS 
cases (both tested and untested).

zz Monitoring surveillance data quality. CRS surveillance case reports should be 
assessed for any missing variables. If records are incomplete, the findings should 
be discussed with providers at the site and the need for completeness of data and 
case reporting should be emphasized.
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Calculation for CRS indicators

Criteria Indicator Target

Reporting 
rate

National annual rate of suspected CRS cases

number of suspected CRS cases for the year
X 10,000live birth cohort of the population in which the cases 

occurred 

≥1 per 
10  000 
live 
births

Adequate 
investigation

Percentage of suspected CRS cases with the following data points 
completed: name and/or identifier, place of residence, sex, date of birth, date 
of reporting, date of investigation, date of specimen collection, history of 
rash illness of mother, travel history of mother, vaccination history of mother, 
age of mother, clinical examinations for hearing impairment, cataract, and 
congenital cardiac/heart defects and clinical outcome of the CRS case (alive 
or dead)

number of suspected CRS cases for which an adequate 
investigation *was initiated after three 3 months of age of the 

child X 100
total number of suspected CRS cases

* Adequate investigation defined as the collection of the following data points: name 
and/or identifier; place of residence; sex; date of birth; date of reporting; date of inves-
tigation; date of specimen collection; history of rash illness of mother; travel history of 
mother; vaccination history of mother; age of mother; clinical examinations for hearing 
impairment, cataract, and congenital cardiac/heart defects and clinical outcome of the 
CRS case (alive or dead).

 

 

≥80%

Laboratory 
confirmation 
(adequate 
specimen 
rate)

Percentage of suspected cases with adequate blood specimen tested for 
laboratory confirmation (IgM/ IgG, PCR) in an accredited laboratory 

number of suspected cases from whom adequate specimens** 
for detecting CRS (IgM/IgG) were collected and tested

X 100
total number of suspected CRS cases

** Adequate specimens for serology are those collected within 12 months of 
age of the child that consist of ≥ 0.5 ml serum

≥80%

Viral 
detection 
(adequate 
specimens 
for virus 
detection)

Percentage of confirmed cases with adequate specimens tested for virus 
detection/isolation

number of lab-confirmed CRS cases for the year for whom 
adequate specimen was analyzed for viral detection

X 100
total number of lab-confirmed CRS cases 

≥80%
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Criteria Indicator Target

Monitoring 
of virus 
excretion

Percentage of confirmed cases with at least 2 negative tests for virus 
detection/isolation after 3 months of age with at least a 1 month interval 
between specimen collection

number of lab-confirmed CRS cases with at least two negative 
tests for virus detection after 3 months of age, with at least a 

1-month interval between tests for the year
X 100

total number of lab-confirmed CRS cases 

≥80%

Timeliness 
of detection 

Percentage of confirmed CRS cases detected within 3 months of birth

number of confirmed CRS cases (clinical compatible and 
laboratory confirmed) detected within 3 months of birth

X 100
total number of lab-confirmed CRS cases

≥80%

Timeliness 
of specimen 
transport

Proportion of specimens (serologic or virology) received at the laboratory 
within 5 days of collection

total number of specimens (serologic or virology) received at 
the laboratory within 5 days of collection

X100
total number of specimens (serologic or virology) received for 

testing in the given year.

≥80%

Timeliness 
of reporting 
laboratory 
results 

Serology

Proportion of serologic results reported by the laboratory within 4 days of 
receiving the specimen

total number of serologic results reported by the laboratory 
within 4 days of receiving the specimen  

X100
total number of serology specimen received for testing in the 

given year

Virology 

Proportion of virus detection and genotyping results (where appropriate) that 
are completed within 2 months of receipt of specimen

total number of virus detection and genotyping results (where 
appropriate) that are completed within 2 months of receipt of 

specimen  
X 100

total number of virology specimen received for testing in the 
given year

≥80%
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10. Feedback mechanism 
Provide feedback to stakeholders involved in the CRS surveillance system. Feedback should 

include information on the status of the epidemiology of CRS including, if necessary, any 

updates and recommendations for improvements. 

11. Additional approach to identify CRS cases 
Rubella in pregnancy registries: Rubella in the pregnancy registry can be used for follow-

up of pregnant women exposed to rubella and their pregnancy outcome(s) as well as for 

identification of CRS cases. Rubella in pregnancy registries should be maintained at the 

local level so that comprehensive follow-up of pregnant women can occur and infants born 

with CRS can be identified and diagnosed immediately and receive early interventions for 

any associated defects. The registry should include maternal contact, demographic data 

and pregnancy outcome (e.g. miscarriage, termination, infant with CRS, etc.).
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Annexes
ANNEX 01- Congenital Rubella Syndrome disease
When a woman is infected immediately before conception or during the first trimester, 

rubella infection ( refer to Module 1 for  details on rubella disease) of the fetus may cause 

multiple fetal defects in up to 90% of cases, and may result in abortion or stillbirth. The 

risk of fetal pathology declines with maternal infection beyond the first trimester; and 

fetal defects are rarely associated with maternal rubella after the 16th week of pregnancy, 

although sensorineural hearing deficit may occur up to week 20. 

The defects associated with CRS are ophthalmic (e.g. cataracts, microphthalmia, 

glaucoma, pigmentary retinopathy and chorioretinitis); auditory (e.g. sensorineural 

deafness); cardiac (e.g. peripheral pulmonary artery stenosis, patent ductus arteriosus 

or ventricular septal defects); and craniofacial (e.g. microcephaly). CRS can present with 

neonatal manifestations that include meningoencephalitis, hepatosplenomegaly, hepatitis, 

thrombocytopenia and radiolucencies in the long bones (a characteristic radiological 

pattern of CRS). The complications of thrombocytopenia can be fatal. Interstitial 

pneumonitis may occur in infants with CRS. Those that survive the neonatal period may 

face severe developmental disabilities (for example, visual and hearing impairments) and 

have an increased risk for developmental delay, including autism, type I diabetes mellitus 

and thyroiditis. A progressive encephalopathy resembling measles subacute sclerosing 

panencephalitis has also been observed in patients with CRS.[1]

1	 Plotkin	S	et	al.	Rubella	vaccine.	In:	Plotkin	S,	Orenstein	W,	Offit	P,	eds.	Vaccines,	5th	ed.	Philadelphia,	Saunders,	
2008:467–517.



Surveillance Guide for vaccine-Preventable diSeaSeS in the 
Who South-eaSt aSia reGion

18

ANNEX 02- Steps to establish  CRS Surveillance System
The following steps should be implemented to establish CRS surveillance;

1. Identify national CRS surveillance coordinators responsible for epidemiologic 
and laboratory components of the system.

Epidemiologic coordinator oversees 

zz Development of a protocol for CRS surveillance

zz Development of necessary training materials

zz Training on the CRS surveillance system

zz Monitoring of surveillance performance and data quality

zz Adequacy of collection and transportation of specimens for laboratory testing

zz Maintenance of the CRS surveillance database

zz Coordination with laboratory activities, to ensure linkage of laboratory and 
epidemiologic data

zz Coordination of activities with national measles and rubella elimination programme 
in country, including reporting to WHO

zz Feedback on the CRS surveillance to participating healthcare providers and 
facilities and relevant public health authorities.

Laboratory coordinator oversees: 

zz Adequacy of the laboratory testing, standard operating procedures (SOPs), 
necessary accreditations and an ongoing quality assurance program

zz Interpretation and reporting of test results for CRS

zz Monitoring duration of virus shedding by CRS cases

zz Coordination with epidemiological activities, to ensure linkage of laboratory and 
epidemiologic data

zz Laboratory related training 

2. Determine facilities at which infants with CRS are most likely to be seen.

2.1. Consideration for determining facilities

zz The facilities at which infants with most common defects associated with CRS 
- cataracts, heart defects, or deafness, as well as infants with maternal history 
of rubella during pregnancy are likely to be seen should be included in the CRS 
surveillance system.  As these defects are most likely to be evaluated and treated 
at secondary and tertiary care facilities, adequate sentinel surveillance for CRS 
can be conducted at these facilities, without including primary health care 
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providers and facilities in the CRS surveillance system.  This will help to avoid 
overwhelming general health care providers by having to identify, report, and 
follow-up on cases of CRS.  

zz The types of facilities/providers most likely to evaluate and treat infants with CRS:

zz Secondary care providers/facilities, particularly ophthalmologists, 
cardiologists, audiologists, neonatologists 

zz Tertiary care facilities, particularly those that provide surgical services for the 
eyes, ears, and heart 

zz Specialty care centres (e.g. Children’s Hospitals; Centres for Hearing and 
Blindness)

zz Obstetric centres or private clinics involved in care of pregnant women with 
rubella

zz If providers and facilities included in the CRS surveillance system capture the 
majority of infants with suspected CRS within a country, the CRS surveillance 
system can be considered adequate.

zz It is recommended that countries with newly established CRS surveillance systems 
pilot test their system with a few facilities to ensure adequacy of developed 
protocols and SOPs.  Protocols may then be updated with feedback from the 
piloted sites. 

2.2 Responsibilities of local surveillance coordinators at sentinel sites include to:

zz Ensure adherence to the national protocol and SOPs for CRS surveillance

zz Assist as needed in training healthcare providers and staff at the respective 
facilities

zz Ensure collection of clinical and epidemiologic data and completion of case 
investigation forms (Annex 2)

zz Ensure appropriate collection and transportation of specimens with and ensuring 
that laboratory data can be linked to clinical and epidemiologic information

zz Maintain a line listing of suspected CRS cases in the assigned facilities

zz Provide periodic feedback to healthcare providers at their respective sites

zz Maintain contact with the national coordinator regarding identification and follow-
up of suspected cases of CRS identified in the area

3. Conduct initial and refresher trainings for participating providers

zz Trainings for the providers from the sentinel facilities participating in CRS 
surveillance activities should be conducted on an annual basis.  

zz Trainings should include information regarding clinical features of CRS, evaluation 
of infants with suspected CRS, appropriate laboratory testing of suspected cases, 
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follow-up of CRS cases, the importance of completing case investigation forms, 
infection control measures to prevent rubella virus spread from infants with CRS, 
and reporting cases in a timely manner.

4. Initiate CRS surveillance activities

zz Reporting of suspected CRS cases should be initiated once the coordinator and 
participating sites have been identified and participating providers have been 
trained in SOPs for CRS surveillance.

5. Conduct surveillance quality assessment and monitoring

zz Surveillance quality assessments need to be conducted at the sentinel sites at 
least every 6 months to assess completeness of CRS surveillance at the site

zz This should be done by review of hospital records by the site level coordinator 
to identify any missed cases.

zz Missed cases can be identified by comparing the list of reported CRS cases 
with the list of all cases that meet the entry criteria for CRS surveillance 
(i.e. criteria for suspected CRS case).  The proportion of missed cases at a 
sentinel site can be assessed as the percent of missed cases identified by the 
coordinator, among all cases that meet the CRS surveillance entry criteria 
(total of both reported and unreported cases). 

zz Similarly, the proportion of suspected CRS cases that have been reported but 
have not been tested by laboratory can be assessed as the percent of reported 
cases without laboratory testing among all reported suspected CRS cases 
(both tested and not tested)

zz Monitoring surveillance data quality. CRS surveillance case reports should be 
assessed for any missing variables. If records are incomplete, the findings should 
be discussed with providers at the site and the need for completeness of data and 
case reporting should be emphasized

6. Expand CRS surveillance and include other sites, as appropriate

zz In countries that have conducted limited pilot testing of CRS surveillance systems 
or in countries where assessments have shown that the majority of infants within 
the country are not included in CRS surveillance, the surveillance should be 
expanded to include more sites, with the ultimate goal of establishing sentinel 
site surveillance that captures the majority of infants in the country.   

7. Analyse the CRS surveillance data on an annual basis, or more frequently if 
necessary.  Epidemiologic variables that should be assessed include:

zz Number of cases reported throughout time frame assessed (e.g. year) 

zz Case classification status 
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zz Geographic location of CRS cases within country

zz Whether or not cases were clustered and/or associated with rubella outbreaks

zz Maternal characteristics (age, race/ethnicity, country of birth)

zz Location of maternal exposure to rubella.

8. Provide feedback to stakeholders involved in the CRS surveillance system 

zz Feedback should include information on the status of the epidemiology of CRS, 
including, if necessary any updates and recommendations for improvements.

9. Ensure infection control measure for CRS cases

zz Infants with CRS may shed rubella virus for up to 1 year and have been the 
cause of rubella outbreaks.  Only persons immune to rubella should have contact 
with these infants.  In the hospital, infants should be in contact isolation.  The 
infant should be isolated and persons caring for the patient should wear a gown 
and gloves and should be immunized against rubella.  For family members and 
friends, persons involved in the care or handling of the infant should be immune 
to rubella. 
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ANNEX 03- Core reporting variables for Congenital Rubella 
Syndrome

Variable 
Name Description Type Remarks

Country Country ISO3 country code  

CaseID Case identification number Defined by country Must report

OutbreakID Outbreak identifier Defined by country  

Province Province Defined by country Must report

District District Defined by country Must report

Block Block (Subdistrict) Defined by country  

Sex Sex Text (option: F; M; U)  

DOB Date of birth Date 
(format: DD-MM-YYYY)

Must be reported 
(if Age year/month 
is not provided)

AgeMonth Age in Month (completed) Number (format: ##) Must be reported 
(if DOB is not 
provided); if 
<1 month of 
age, put zero); 
99=Unknown age

DNOT Date of notification Date 
(format: DD-MM-YYYY)

DNOT>=DOB

DOI Date of investigation Date 
(format: DD-MM-YYYY)

DOI>=DNOT

DOI>=DOB

CHD Congenital heart disease Text (option: 1-Yes; 
2-No; 9-Unknown)

 

Cataract Cataracts Text (option: 1-Yes; 
2-No; 9-Unknown)

 

Glaucoma Congenital glaucoma Text (option: 1-Yes; 
2-No; 9-Unknown)

 

Retinopathy Pigmentary retinopathy Text (option: 1-Yes; 
2-No; 9-Unknown)

 

HearingLoss Hearing impairment Text (option: 1-Yes; 
2-No; 9-Unknown)

 

Purpura Purpura Text (option: 1-Yes; 
2-No; 9-Unknown)

 

Microcephaly Microcephaly Text (option: 1-Yes; 
2-No; 9-Unknown)

 

MenEnceph Meningoencephalitis Text (option: 1-Yes; 
2-No; 9-Unknown)

 

Jaundice Jaundice Text (option: 1-Yes; 
2-No; 9-Unknown)
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Variable 
Name Description Type Remarks

Splenomegaly Splenomegaly Text (option: 1-Yes; 
2-No; 9-Unknown)

 

DevDelay Developmental delay Text (option: 1-Yes; 
2-No; 9-Unknown)

 

BoneDisease Radiolucent bone disease Text (option: 1-Yes; 
2-No; 9-Unknown)

 

OtherAb Other abnormalities Text (option: 1-Yes; 
2-No; 9-Unknown)

 

PresentStatus Present status of infant Text (option: 1-Alive; 
2-Dead; 9-Unknown)

 

VaccRCV Vaccinated against rubella Text (option: 1-Yes; 
2-No; 9-Unknown)

 

MotherExposure History of mother’s exposure Text (option: 1-Yes; 
2-No; 9-Unknown)

 

LCRPregnancy Lab confirmed Rubella in 
Pregnancy

Text (option: 1-Yes; 
2-No; 9-Unknown)

 

ExposureWeek Gestation age in weeks of 
exposure/lab-confirmed Rubella

Number (format: ##) 99=Unknown

TypeSpec1 Type of first specimen Text (option: 1-Serum; 
2-Throat Swab; 
3-Urine; 4-other)

 

DateSpec1Coll Date of first specimen 
collection

Date 
(format: DD-MM-YYYY)

 

DateSpec1Sent Date first specimen sent to Lab Date format: 
(DD-MM-YYYY)

 

DateSpec1Rec Date first specimen received 
in Lab

Date 
(format: DD-MM-YYYY)

 

Spec1IgM Rubella IgM result of first 
specimen

Text (option: 
1-Positive; 2-Negative; 
3-Inconclusive; 
4-Pending; 5-Not 
tested

 

Spec1IgG Rubella IgG result of first 
specimen

Text (option: 
1-Positive; 2-Negative; 
3-Inconclusive; 
4-Pending; 5-Not 
tested; 6-Not required)

 

TypeSpec2 Type of second specimen Text (option: 1-Serum; 
2-Throat Swab; 
3-Urine; 4-other)

 

DateSpec2Coll Date of second specimen 
collection

Date 
(format: DD-MM-YYYY)

 

DateSpec2Sent Date second specimen sent to 
Lab

Date 
(format: DD-MM-YYYY)

 



Surveillance Guide for vaccine-Preventable diSeaSeS in the 
Who South-eaSt aSia reGion

24

Variable 
Name Description Type Remarks

DateSpec2Rec Date second specimen received 
in Lab

Date 
(format: DD-MM-YYYY)

 

Spec2IgM Rubella IgM result of second 
specimen

Text (option: 
1-Positive; 2-Negative; 
3-Inconclusive; 
4-Pending; 5-Not 
tested; 6-Not required)

 

Spec2IgG Rubella IgG result of second 
specimen

Text (option: 
1-Positive; 2-Negative; 
3-Inconclusive; 
4-Pending; 5-Not 
tested; 6-Not required)

 

SustainIgG Sustained IgG level Text (option: 1-Yes; 
2-No; 3-In process; 
4-Not tested; 5-Not 
required

 

Genotype Rubella virus Genotype Text  

DateResult Date of result reported by Lab Date 
(format: DD-MM-YYYY)

 

Classification Lab Classification Text (option: 
1-Clinically Compatible 
CRS; 2-Laboratory 
Confirmed CRS; 
3-Congenital Rubella 
Infection; 4-Discarded; 
5-Pending)

 

ClassOrigin Classification by origin Text (option: 
1-Endemic; 
2-Imported; 3-Import 
related; 9-Unknown)

 

Comments Any comments Text  

Notes:   

a. Weekly case-based data should be submitted before 10:00 of every Monday 

(New Delhi time) to: SearEpidata@who.int

b. National dataset may need to recode the variables names and input values to 

meet the SEARO’s data exchange format

c. Dataset should be exported into “Delimited Text Format Separated by Comma 

with the double quote of Text Qualifier (e.g. “Field1”,”Field2”) and Field Names 

included on First Row”.

d. The exported data file to be named as “Country_Disease_WeekNum_Year.txt”, 

e.g.: Bhutan_CRS_Week01_2015.txt
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ANNEX 04- Sample Case Investigation Form for Congenital 
Rubella Syndrome
Fill in this form for investigation and reporting of a clinically suspected case of CRS

Case ID: Region:                                                                  District:

Date of notification:  / /         Date of investigation: / /              Date of reporting: / /

A. Identification

Name of the child: ____________________________________ Sex: Male   Female 

Date of birth: ___ /___ /___ if not available – age in months_____ 
Address:___________________________________________________________________________

Place infant delivered: __________________________ 

Name of mother:________________________________

B. Clinical signs and symptoms

Gestational age (weeks) at birth:______ Birth weight (grams): __________________________

Group A (please complete all)  Group B (please complete all)

Congenital heart disease: Yes  No  Unknown  Purpura: Yes  No  Unknown 

If  yes specify defect:________________________ Microcephaly: Yes  No  Unknown 

Cataracts:Yes  No  Unknown 
Meningoencephalitis Yes  No  
Unknown 

Congenital glaucoma: Yes  No  Unknown  Jaundice: Yes  No  Unknown 

Pigmentary retinopathy: Yes  No  Unknown  Splenomegaly: Yes  No  Unknown 

Hearing impairment: Yes  No  Unknown 

Developmental delay: Yes  No  
Unknown 

Radiolucent bone disease: Yes  No 

Unknown 
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Other abnormalities: Yes  No  If yes please describe:___________________________________

Name of physician who examined infant:_________________________________________________

City/town/village:___________________________________________ 
Telephone:_______________________

Present status of infant: Alive  Dead 

If dead, cause of death: ______________________________________________________________

Autopsy conducted: Yes  No  Unknown 

Autopsy findings:_____________________________________________________________________

Autopsy date:_____/____/_______

C. Maternal history/Antenatal care

Number of previous pregnancies:                                       Mother’s age (years):

Vaccinated against rubella: Yes  No  Unknown  If yes, give date: ___/___/___

Rubella like illness during pregnancy: Yes  No  Unknown  If yes, Month of 
pregnancy:_______________

Maculopapular rash: Yes  No  Unknown  If yes, date of onset___/___/___

Lymph nodes swollen: Yes  No  Unknown  If yes, date of onset___/___/___

Arthralgia/arthritis: Yes  No  Unknown  If yes, date of onset___/___/___

Other complications Yes  No  Unknown  If yes, date of onset___/___/___

Was rubella laboratory-confirmed in the mother Yes  No  Unknown 

If yes, when (date): ___/___/___

Was the mother exposed during pregnancy to person of any age with maculopapular (e.g. not 
vesicular) rash

illness with fever Yes  No  Unknown  If yes, when (date): ___/___/___

Month of pregnancy:_______________________________

Describe where:___________________________________

Did the mother travel during pregnancy: Yes  No  Unknown If yes, when (date): ___/___/___

Month of pregnancy:_______________________________ Describe where:______________________
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D. Infant/child laboratory investigations

First specimen:

Specimen collected: Yes  No  Unknown 

Type of specimen: Serum  Throat swab  Urine  Other 

Date of specimen collection: ___/___/___ Date specimen sent: ___/___/___ 

Date specimen received in Lab: _____/____/_____

Rubella IgM: Not tested  Positive  Negative  In process  Inconclusive  

Rubella IgG: Not required  Not tested  Positive  Negative  In process  Inconclusive  

Second specimen:

Specimen collected: Yes  No  Unknown  Not required 

Type of specimen: Serum  Throat swab  Urine  Cerebrospinal fluid  Other 

Date of specimen collection: ___/___/___ Date specimen sent: ___/___/___ 

Date specimen received in Lab: _____/____/_____

Rubella IgM: Not required  Not tested  Positive  Negative  In process  Inconclusive  

Rubella IgG: Not required  Not tested  Positive  Negative  In process  Inconclusive 

Sustained IgG level*: IgG not tested  Yes  No  In process 

(*sustained IgG level on at least 2 occasions between 6 and 12 months of age)

Rubella virus isolation: Not tested  Positive  Negative  In process 

Rubella PCR: Not done  Positive  Negative  In process 

Genotype_______

Date of laboratory result (first validated result) reported: ____/____/____

E. Final classification

CRS  Discarded  If discarded, please specify:__________________________________________

Case classification as Laboratory-confirmed  Clinical 

Classification by origin: Endemic  Imported  Import-related  Unknown 

Date of final classification: ____/____/____

Investigator:__________________________________________________________________
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