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A refresher on rubella

Background and epidemiology:
In March 2005 the US Centers
for Disease Control and Pre-
vention posted an early-release
article online that announced
the elimination of endemic
rubella and congenital rubella
syndrome (CRS) in the United
States.! The statement was
based on the low number of re-
ported rubella cases in that
country (< 25 since 2001), the
high vaccination coverage rate
among school-aged children
(> 95%), the high estimated
population immunity (91%),
the adequate surveillance sys-
tem in place to detect rubella
outbreaks and the pattern of
virus genotypes consistent with
virus origination in other parts
of the world." The indigenous
circulation of rubella in the
United States has been inter-
rupted thanks mostly to an
established and effective vacci-
nation program.

Infant with mild rubella rash. Although generally a mild
illness, rubella is associated with a high risk of fetal
wastage or birth defects (congenital rubella syndrome) if
contracted in the early months of gestation.
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Canada for the most part
shares in this achievement.
Since Canada introduced ru-
bella vaccination in 1969, the
incidence of the disease has
fallen dramatically, with an
average of 1000 cases occurring
each year between 1986 and
1995 and the number dwin-
dling to only 29 cases in 2000.
Unfortunately 2005 is proving
to be an atypical year, with
more than 220 confirmed
rubella cases spanning 3 coun-
ties in Ontario. Most of the
cases have involved members of
a religious community in which
many members have not been
vaccinated or have not accepted
the full range of vaccines rou-
tinely recommended. As public
health officials work to contain
the outbreak and advise about
the risks, the potential for
broader spread of rubella war-
rants review of key clinical fea-
tures of the disease and pre-
ventive strategies, especially as
they relate to identifying and
addressing susceptible patients
in primary care and specialty
practices.

The rubella virus is a member
of the Togaviridae family. Infec-
tion is acquired through contact
or droplet transmission. The
virus infects cells in the upper
respiratory tract and replicates in
the lymphoid system, after which
a viremia leads to systemic infec-
tion involving many organs. In
pregnant women, this includes
the placenta, which puts the fetus
at high risk of CRS. Transmis-
sion from infected people can oc-
cur up to 7 days before and 7
days after the onset of symptoms,
especially rash. Up to 50% of
cases are asymptomatic yet infec-
tious, which is why an important
compoennt of managing a ru-
bella outbreak involves identify-
ing the epidemiologic links be-
tween potentially infected and
exposed individuals.

In general, rubella is a mild
illness. In children, constitu-
tional features are mild or ab-
sent before the development of
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a transient rash, typically ap-
pearing 7-10 days after infec-
tion. Infected adults tend to ex-
perience more constitutional
symptoms, and postpubertal
women in particular are suscep-
tible to lingering arthralgia. The
most vulnerable, however, are
fetuses, who are at high risk of
CRS, particularly if exposed to
the virus during the first 10
weeks of pregnancy. [Clinical
features of CRS are listed in
Box 1 of the article on page
1678 of this issue — Ed.]

Clinical management: Clinical
diagnosis of rubella is unreli-
able. Laboratory confirmation
to investigate IgG and IgM
titres is essential for definitive
diagnosis. In North America
the differential diagnosis in-
cludes infection with human
parvovirus B19, herpes virus 6,
measles, West Nile virus and
enterovirus.” Pregnant women
with rubella immunity should
be reassured after exposure
that reinfection is rare (< 5%)
and the risk of CRS extremely
low.? Susceptible pregnant
women who have been exposed
to rubella should be followed
clinically for signs and symp-
toms of infection, with sero-
logic testing for IgM and IgG
every 2 weeks for a 4-week pe-
riod after the last exposure.
Confirmation of rubella in the
first trimester warrants consid-
eration of pregnancy termina-
tion or, if this is unacceptable,
referral to a high-risk obstet-
rics program.

Prevention: The rubella vac-
cine currently licensed for use
in Canada incorporates live-
attenuated virus strain RA27/3,
prepared in human diploid cell
culture. It is available most of-
ten in the trivalent vaccine for
measles, mumps and rubella
(MMR). Vaccination is very ef-
fective and stimulates an anti-
body response in over 97% of
susceptible individuals. One
dose is recommended for chil-



dren on or just after their first
birthday; a second dose of
MMR vaccine is administered
before school entry, to maxi-
mize measles immunity. Wo-
men of childbearing age should
be given rubella vaccine unless
they have proof of immunity,
and they should be advised to
avoid pregnancy for 3 months
after vaccination. Women from
countries without good rubella
vaccination programs (e.g., the
former Soviet Union) may be
particularly susceptible to in-
fection. The vaccine is con-
traindicated in pregnant wo-

men and in immunocompro-
mised people, although MMR
vaccine is recommended for
people with asymptomatic HIV
infection.’

All suspected cases of rubella
should be reported to the local
medical officer of health so that
urgent public health measures
can be taken, especially active
case ascertainment, identifica-
tion and vaccination of suscep-
tible contacts, and reduction of
transmission in congregate set-
tings through measures such as
exclusion of nonimmunized
students from school.
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