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1. Preamble
1.1. Need for developing case deﬁnitions and guidelines for data
collection, analysis, and presentation for congenital anomalies as
an adverse event following immunization
Congenital anomalies, also commonly referred to as birth
defects, congenital disorders, congenital malformations, or congenital abnormalities, are conditions of prenatal origin that are
present at birth, potentially impacting an infant’s health, development and/or survival. We will use the term congenital anomalies in
this report. Congenital anomalies encompass a wide array of structural and functional abnormalities that can occur in isolation (i.e.,
single defect) or as a group of defects (i.e., multiple defects). Multiple defects may occur as part of well-described associations, such as
the non-random co-occurrence of Vertebral anomalies, Anal atresia, Cardiac defects, Tracheoesophageal ﬁstula, and/or Esophageal
atresia, Renal and Radial anomalies, and Limb defects (VACTERL)
[1].
Congenital anomalies vary substantially in severity. Some
congenital anomalies are associated with spontaneous abortion,
stillbirth, or death in the early postnatal period. Global deaths due
to congenital anomalies decreased from 750.6 thousand in 1990 to
632.1 thousand in 2013, with respective age-standardized death
rates of 11.0 and 8.7 per 100,000 [2]. Subtypes of fatal congenital anomalies (with estimated number of global deaths in 2013
in thousands) are congenital heart anomalies (323.4), neural tube
defects (68.9), Down’s syndrome (36.4), and chromosomal unbalanced rearrangements (17.3) [2]. Other congenital anomalies may
have little impact on survival. Anomalies which affect an infant’s
life expectancy, health status, physical or social functioning may
be described as “major” anomalies. In contrast, “minor” anomalies
are those with little or no impact on health or short-term or longterm function [3]. We have chosen to focus on major anomalies for
this case deﬁnition due to their impact on public health and preexisting structure for surveillance and reporting by large national
and international organizations.
The causes of congenital anomalies are wide-ranging, with
many anomalies remaining of undetermined etiology. Structural
anomalies are often due to errors in embryogenesis occurring at
critical periods of fetal development. Critical exposure periods
during pregnancy can vary by organ system or type of anomaly.
However, ﬁrst trimester (gestational age 1–13 weeks) is generally
considered the highest risk period. Medications, infectious agents,
and environmental toxins have all been implicated as teratogens;
illicit drugs and other maternal exposures can also disrupt fetal
development and increase the risk for one or more congenital
abnormalities [1]. Some structural and many functional defects are
attributed to underlying genetic defects or chromosomal abnormalities. These defects may be due to one or both parents being
genetic carriers, one or both parents sharing the disease state, or the
occurrence of de novo mutations [4]. The timing of clinical recognition of major anomalies varies both by type of defect and by access
to health care.
To date, multiple studies have investigated congenital anomaly
outcomes following maternal vaccination, for both recommended
and inadvertent vaccination.
1.1.1. Vaccinations routinely recommended during pregnancy
1.1.1.1. Inﬂuenza vaccine, including seasonal and pandemic vaccines. Many countries routinely recommend that pregnant women
receive inﬂuenza vaccine at any time during pregnancy [5,6].
Thus, studies evaluating the potential for these vaccines to impact
embryogenesis or risks for congenital anomalies are of critical importance. Maternal immunization during pregnancy with
inactivated inﬂuenza vaccine is associated with a brief increase in

maternal inﬂammatory biomarkers [7,8]. At the time of publication,
there was no data to support an association between the maternal
inﬂammatory response to vaccination and fetal development and
risk for congenital anomalies.
As of March 2014, congenital anomaly data from more than 4000
pregnant women who received different types of adjuvanted and
non-adjuvanted inﬂuenza vaccination during the ﬁrst trimester,
and over 19,000 during any trimester, were published [9–20]
and comprehensively reviewed [21]. Of individual studies, the
largest that included ﬁrst trimester exposures reported pregnancy
outcomes for 323 woman immunized with adjuvanted or nonadjuvanted A(H1N1)v2009 inﬂuenza vaccines and 1329 control
subjects. The rate of major malformations did not vary between
the two cohorts (all trimesters: OR 0.87; 95% conﬁdence interval [CI] 0.38, 1.77; preconception and ﬁrst trimester exposure: OR
0.79; 95% CI 0.13, 2.64) [16]. The review authors concluded that
maternal inﬂuenza vaccination is not associated with an increased
risk of congenital malformations. However, statistical imprecision,
and clinical and methodological heterogeneity of included studies
made it impossible to totally exclude harm [21]. A 2014 Cochrane
systematic review combining ﬁve studies in a meta-analysis also
found inﬂuenza immunization during pregnancy was not associated with a higher risk of congenital anomalies, pooled estimate
OR 1.06 (95% CI, 0.90, 1.25) [11–13,16,17,22].
Since March 2014 there have been at least three retrospective studies published investigating congenital anomaly outcomes
following monovalent inﬂuenza A (H1N1) vaccines [23–25]. The
largest of the three studies was conducted in Lombardy, Italy, during the pandemic period (October 1, 2009–September 30, 2010)
and included 6246 pregnant women immunized with a MF59
adjuvanted pandemic A (H1N1) vaccine [24]. Pregnancies were
excluded if either chromosomal aberrations or congenital viral
infections were reported in the birth registry. Cases were identiﬁed
with ICD-9 coding and retained according to EUROCAT guidelines.
Unmatched analysis identiﬁed 284/6246 (4.5%) cases of congenital
malformations in the immunized cohort and 3246/79,925 (4.1%) in
the unimmunized cohort, OR 1.13 (95% CI, 0.99, 1.28), and propensity matched OR 1.14 (95% CI, 0.99, 1.31) [24]. Rates and estimates
were also available for speciﬁc anomalies.
1.1.1.2. Tetanus diphtheria, acellular pertussis vaccines (Tdap). Many
countries recommend administration of the acellular pertussis vaccine during the third trimester of pregnancy [26,27]. One placebo
randomized controlled trial, conducted from 2008 to 2012, examined infant congenital anomaly outcomes following maternal Tdap
administration during pregnancy. Between 30 and 32 weeks gestation, 33 women received the Tdap vaccine and 15 received a placebo
vaccine, with crossover immunization postpartum. In the vaccinated cohort one infant had a congenital anomaly, as compared to
two infants with congenital anomalies in the control group [28]. To
date, two retrospective observational studies of Tdap administration during pregnancy have been published in the United States;
both suggest there is not a signiﬁcantly increased risk of major
congenital anomalies in infants born to mothers who were vaccinated during pregnancy [29,30]. The remaining evidence regarding
the safety of pertussis containing vaccines is derived from passive
surveillance [31].
Maternal and neonatal tetanus remain problematic in geographic areas where childbirth occurs under conditions that do not
meet minimum standards of hygiene and immunization coverage
of the population is low. In these regions, women with inadequate
immunization history are recommended to receive two doses of
tetanus toxoid (TT) containing vaccine as early as possible during
pregnancy [32]. Between 1959 and 1965 a large prospective study
in the United States was conducted that included 337 mother and
child pairs evaluated for TT vaccine exposure before 20 weeks
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gestation. The authors estimated a standardized relative risk (SRR)
of 1.19 (95% CI, 0.70, 1.87) for any anomaly following tetanus
vaccination during pregnancy [33]. In more recent case-control
studies, increased risks of congenital anomalies following maternal
TT vaccination were not observed [34,35]. In one of these studies,
30 women (55% of vaccinated women) were exposed during
the ﬁrst three gestational months [34]. In the other, timing of
vaccination during pregnancy was not reported [35].
1.1.2. Vaccinations inadvertently administered during pregnancy
Many vaccines are routinely administered to women of
reproductive age, increasing the opportunities for inadvertent vaccination during pregnancy. Thus, continued monitoring of birth
outcomes among women inadvertently exposed during pregnancy
remains a priority.
1.1.2.1. Live virus vaccines (rubella, measles, mumps, oral poliovirus,
yellow fever, and varicella). Inadvertent maternal vaccination with a
live virus vaccine is associated with replication of the vaccine virus
and likely a more robust maternal inﬂammatory response than
that observed for inactivated vaccines. However, of greater concern, maternal infections with rubella, varicella, cytomegalovirus
and other viruses, during critical periods of fetal development,
are associated with speciﬁc groupings of congenital anomalies or
syndromes [36]. Thus, there is a theoretical risk for inadvertent
maternal vaccination with a live virus vaccine to result in a fetal
infection and subsequently increase risk for one or more congenital
anomalies.
A review of the inadvertent administration of live vaccines
(monovalent or combined rubella, oral poliomyelitis virus, and
yellow fever vaccines) to pregnant females suggests no evidence
of adverse pregnancy outcomes [37]. The incidence of congenital
rubella syndrome (CRS) following inadvertent rubella vaccination of pregnant women has been evaluated in several countries
in Europe, the United States, Canada, Iran and Latin America.
Among more than 3500 susceptible women inadvertently vaccinated against rubella shortly before or in the ﬁrst trimester of
pregnancy, no cases of CRS were reported [38–45].
No speciﬁc studies have been conducted on pregnancy outcomes following inadvertent measles or mumps vaccination.
Passive surveillance of vaccine exposures prior to conception and
during pregnancy has not indicated an increased risk of congenital malformation or spontaneous abortion [46], but there is not
sufﬁcient information to exclude such a risk.
Oral poliovirus vaccine (OPV), containing live attenuated
poliovirus types 1, 2, and 3, has been widely used since the 1960s to
protect pregnant women and neonates against poliomyelitis. The
possible development of viremia following immunization and a
few cases suggestive of vaccine-associated anomalies including an
unexplained report about fatal spinal cord neuronal damage following maternal immunization in an immune mother have been
documented [47]. However, no population-based controlled studies are available to conﬁrm the signiﬁcance of these individual
reports. In response to a poliovirus epidemic in Finland during 1985,
OPV was given to 94% of the entire population, including pregnant
women. There was no observed increase in the rates of growth
retardation, perinatal deaths, prematurity or congenital anomalies in the infants exposed to OPV in utero in comparison with the
expected rates [48].
Yellow fever vaccination has been documented in several hundred pregnant women. The risks of adverse outcome of pregnancy
and childbirth appear to be similar to those in the general population [49,50].
Data from a U.S. registry of pregnant women who inadvertently received varicella vaccine either 3 months before, or at any
time during, pregnancy, showed that, among the 587 prospectively
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enrolled women (including 131 live births to women known to be
varicella-zoster virus-seronegative), there was no evidence of congenital varicella syndrome [51]. The rate of occurrence of congenital
anomalies from prospective reports in the registry was similar to
reported rates in the general U.S. population (3.2%) and the anomalies showed no speciﬁc pattern or target organ.
1.1.2.2. Human papillomavirus (HPV) vaccine. To date, data on the
safety of the bivalent HPV (2vHPV), 4-Valent HPV (4vHPV), and
9-Valent HPV (9vHPV) vaccines administered inadvertently during pregnancy are based on the pre-licensure clinical studies and
post-marketing surveillance studies. The latter have been mostly
passive, voluntary reporting registry surveillance, which extended
for the 4vHPV vaccine until 2012 and is ongoing for the 9vHPV
vaccine since licensure by the US FDA in 2015. As of today, there
are no data to suggest an increased risk of congenital malformations following exposure to HPV vaccines during pregnancy, but
overall numbers of cases have been low, potentially limiting statistical power and precluding the ability to deﬁnitively rule out
associations of the HPV vaccines with speciﬁc anomalies.
A pooled analysis of 42 pre-licensure clinical studies of the
2vHPV vaccine that included 479 pregnancies in which date of last
menstrual period occurred between 30 days prior to 45 days after
vaccination did not ﬁnd an increased risk of congenital anomalies,
when compared to 414 controls with similar timing of vaccination
(1.7 vs. 2.2%) [52]. Similarly, a pooled analysis of ﬁve pre-licensure
clinical studies of the 4vHPV vaccine did not ﬁnd a signiﬁcant difference in the rate of congenital anomalies when comparing 2008
pregnant women receiving vaccination with 2029 pregnant women
receiving placebo (2.0 vs. 1.5%, p = 0.20) [53].
Post-marketing data on the safety of HPV vaccines administered during pregnancy include manufacturer-sponsored registries
of the 2vHPV and 4vHPV vaccines, reports on the 4vHPV vaccine to the Vaccine Adverse Event Reporting System (VAERS), a
passive surveillance system in the United States, and an observational cohort study of the 2vHPV vaccine conducted using data
from the United Kingdom. Voluntary reporting is known for underreporting of congenital anomalies if not detected at birth, and
over-reporting bias for anomalies is common with the use of retrospective reports. The manufacturer-supported registries have
therefore only used prospective inadvertent vaccine exposure
reports for the calculation of the congenital anomaly rates [54]. The
manufacturer-sponsored registries observed overall rates of major
congenital malformations that were consistent with the background rates in the populations [5 of 189 live born infants (2.6%)
and 37 of 1527 live born infants (2.4%), respectively in the 2vHPV
and 4vHPV registries] [55,56]. Additionally, in an analysis of 4vHPV
vaccine reports submitted between June 2006 and December 2013
to VAERS, only two major congenital malformations were reported
out of all infants born to 147 women who received 4vHPV during pregnancy [57]. Published data from a formal epidemiologic
study on the safety of HPV vaccines during pregnancy in the postlicensure setting come from an observational cohort study in the
Clinical Practice Research Datalink; no difference was observed in
the percentage of congenital malformations resulting from pregnancies in which pregnancy initiation occurred between 30 days
prior to 45 days after 2vHPV vaccination (7 of 119 pregnancies,
5.9%) vs. 120 days to 18 months after vaccination (23 of 350 pregnancies, 6.6%) [58]. Nakalembe et al., conducted a systematic review
of 14 studies that evaluated vaccine safety following administration
of 2vHPV and 4vHPV vaccines in low and middle income countries
[58]. Of the 14 studies, four included information related to pregnancy outcomes; no difference was found between groups in these
4 studies.
Results from the multi-national, double-blind, randomized
phase IIb/III trial of the 9vHPV in 14,215 women have recently
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been published. Pregnancy was reported in 1192 participants in
the 9vHPV group and 1129 participants in the 4vHPV group [59].
Pregnancy outcome data was available for 85% of pregnancies. Congenital anomalies were reported in a total of 32 infants and 9 fetuses
and rates did not differ between groups (20 in the 9vHPV group and
21 in the 4vHPV group). Among pregnancies with an estimated date
of conception within 30 days prior to or after 4vHPV or 9vHPV vaccine administration, (representing 8% of pregnancies with known
outcome), no congenital anomalies were reported [59].
1.1.2.3. Meningococcal vaccine. Evidence on the safety of administration of meningococcal vaccination during pregnancy is scarce. A
systematic review conducted in 2012 identiﬁed 6 studies evaluating the safety of Meningococcal Polysaccharide Vaccine (MPSV) in
pregnancy [60]. None of the included studies suggested any adverse
outcomes, including birth defects, for infants born to mothers who
received MPSV during pregnancy. However, the total study population included 335 women which may be too small to evaluate rare
outcomes such as congenital anomalies.
The safety information on meningococcal conjugate vaccines
(MCV) is derived from passive surveillance [61,62]. These data do
not suggest harmful events on birth outcomes, including congenital anomalies, when MCV is administrated to pregnant women. To
date, no data are available on the safety of new Meningococcal B
vaccines when administered during pregnancy.
1.1.3. Background summary
The evidence on potential risks for congenital anomalies following maternal immunization is mostly reassuring. However, studies
to date have been limited by insufﬁcient sample sizes, varied deﬁnitions for outcomes, and use of non-biologically feasible exposure
windows. One or more congenital anomalies are estimated to occur
in 3% of pregnancies [63]. However, speciﬁc isolated defects generally occur at rates of 1 per 10,000 to 1 per 100,000 births [64]. Given
the variability in types and causes of birth defects, future studies
of maternal vaccine safety will need much larger sample sizes or
alternative approaches (e.g., case-control studies) to detect risks for
congenital anomalies, both isolated defects and groups of defects.

1.1.4. Established deﬁnitions
Subtle differences exist among the various deﬁnitions for congenital anomalies used by organizations specializing in congenital
anomalies and development. The National Institute of Child Health
and Human Development (NICHD), Metropolitan Atlanta Congenital Defects Program (MACDP), National Birth Defects Prevention
Network (NBDPN), and the March of Dimes use the term “birth
defects” to describe congenital anomalies. NBDPN subcategorizes
birth defects into major and minor anomalies. The deﬁnitions used
by these organizations focus on both structural and functional
abnormalities that are present at birth that have signiﬁcant health
consequences. Please see Table 1 for a complete list of these organizations and the deﬁnitions used.
There is no uniformly accepted deﬁnition of congenital anomalies, or more speciﬁcally, of congenital anomalies following
maternal immunization. This is a missed opportunity, as data comparability across trials or surveillance systems would improve
data interpretation and promote the scientiﬁc understanding of
the event. Through the provision of standardized case deﬁnitions
and guidelines, this document is intended to improve reliability
and comparability of data collected from immunized patients and
controls in clinical trials, as well as provide a framework for consistently monitoring the safety of vaccines currently recommended
during pregnancy or available to women of reproductive age. Such
data can be used in the assessment of whether or to what extent
a vaccine administered during pregnancy may increase a woman’s
risk for having a live birth or fetal demise with one or more congenital anomalies. The case deﬁnitions and guidelines are intended
to be applicable in diverse geographic, administrative, and cultural
regions, adaptable to both high and low resource settings.
1.2. Methods for the development of the case deﬁnition and
guidelines for data collection, analysis, and presentation for
congenital anomalies as an adverse events following
immunization
Following the process described in the overview paper [65]
as well as on the Brighton Collaboration Website (http://www.
brightoncollaboration.org/internet/en/index/process.html),
the

Table 1
List of organizations focused on research related to congenital anomalies, speciﬁc term and deﬁnitions used by each organization.
Organization

Congenital anomaly
terminology

Deﬁnition

National Institute of Child
Health and Human
Developmenta
WHOb

Birth defects

National Birth Defects
Prevention Networkc

Birth defects

Birth defects are structural or functional abnormalities present at birth that can cause physical
disability, intellectual and developmental disability (IDD), and other health problems. Some may
be fatal, especially if not detected and treated early.
Structural or functional anomalies that occur during intrauterine life and can be identiﬁed
prenatally, at birth or later in life.
Major anomaly – congenital abnormality that requires medical or surgical treatment, has a serious
adverse effect on health and development, or has signiﬁcant cosmetic impact

Congenital Anomaly

Metropolitan Atlanta
Congenital Defects Programd

Birth defects

March of Dimese

Birth defects

WHO/CDC/International
Clearinghouse for Birth
Defects Monitoring Systemsf

Birth defects

a
b
c
d
e
f

Minor anomaly – congenital abnormality that does not require medical or surgical treatment, does
not seriously affect health and development, and does not have signiﬁcant cosmetic impact
Major structural or genetic birth defects as conditions that (1) result from a malformation,
deformation, or disruption in one or more parts of the body, a chromosomal abnormality, or a
known clinical syndrome; (2) are present at birth; and (3) have a serious, adverse effect on health,
development, or functional ability.
Health conditions present at birth that change the shape or function of one or more parts of the
body. Birth defects can cause problems in overall health, how the body develops or how the body
works.
Wide range of abnormalities of body structure or function that are present at birth and are of
prenatal origin.

https://www.nichd.nih.gov/health/topics/birthdefects/Pages/default.aspx.
http://www.who.int/mediacentre/factsheets/fs370/en/.
http://www.nbdpn.org/docs/SGSC - Ch3 Case Deﬁnition - ﬁnal draft 3-24-15.pdf.
http://www.cdc.gov/ncbddd/birthdefects/macdp.html.
http://www.marchofdimes.org/.
http://www.icbdsr.org/page.asp?p=9895&l=1.
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Brighton Collaboration Congenital Anomalies Working Group was
formed in 2015 and included members with backgrounds in clinical
medicine, research, public health and industry. The composition
of the working and reference group as well as results of the webbased survey completed by the reference group with subsequent
discussions in the working group can be viewed at: http://www.
brightoncollaboration.org/internet/en/index/working groups.html.
To guide the decision-making for the case deﬁnition and guidelines, a literature search was performed using Medline and Embase,
including the terms Pregnant Women/OR Pregnancy/OR pregnant.ti,ab. OR pregnancy.ti,ab. AND Vaccines/OR Vaccination/OR
(inadvertent ADJ3 vaccin*).ti,ab. OR (vaccin* ADJ3 pregnan*).ti,ab.
AND exp congenital abnormalities/OR birth defect*.ti,ab. OR congenital abnormalit*.ti,ab. OR congenital malformation*.ti,ab. OR
(risk ADJ2 (f?etus OR infant* OR bab* OR biolog*)).ti,ab. The search
was limited to English language articles and resulted in the identiﬁcation of >400 references. All abstracts were screened for possible
reports of congenital anomalies following immunization. Over 60
articles with potentially relevant material were reviewed in more
detail, in order to identify studies using case deﬁnitions or, in their
absence, providing clinical descriptions of the case material. This
review resulted in a detailed summary of >60 articles, including
information on the study type, the vaccine, the diagnostic criteria or
case deﬁnition put forth, the time interval since time of immunization, and any other symptoms. Multiple general medical, pediatric
and infectious disease text books were also searched.
The literature search yielded publications in which terminology
was inconsistent. An inventory comprising 6 relevant case deﬁnitions (Table 1) of congenital anomalies was made available to
working group members.
1.3. Rationale for selected decisions about the case deﬁnition of
congenital anomalies as an adverse event following immunization
The group of conditions comprising “Congenital Anomalies” is
quite diverse. Our workgroup suggests that isolated congenital
anomalies can be stratiﬁed into three broad categories:
1. External structural defects (e.g., cleft lip or gastroschisis)
2. Internal structural defects (e.g., congenital cardiac defects or
intestinal atresias)
3. Functional defects (e.g., galactosemia or Gaucher’s disease).
As previously mentioned, congenital anomalies might occur in
isolation (single defect) or as a group of defects (multiple defects)
which are often part of well-described associations (e.g., VACTERL).
In addition, there may be overlap between categories for certain
congenital anomalies. For example, chromosomal defects are often
associated with major internal structural defects.
For external structural, internal structural and functional
defects, the timing of clinical recognition varies by defect type
and by access to health care. For example, in high resource
settings, many structural congenital anomalies are diagnosed prenatally through ultrasound or other advanced imaging. Similarly,
in high resource settings, functional anomalies may be diagnosed
through genetic screening following amniocentesis, chorionic villi
sampling, or maternal blood testing. If not detected prenatally,
including in low resource settings, external structural defects are
usually evident at the time of birth. In contrast, it is common in
both high and low resource settings for both internal structural
defects and functional defects to be diagnosed in the days, weeks,
or months following birth. The diverse range of congenital anomalies and their varied clinical presentation highlights the difﬁculty of
assigning a single classiﬁcation system. In addition, major congenital anomalies may result in spontaneous abortion, stillbirth or an
elective therapeutic abortion, and therefore may not be captured
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if data collection is limited to live births. It is therefore emphasized, that the possibility of congenital anomalies should always be
considered when evaluating etiology for a spontaneous abortion or
stillbirth.
Within the deﬁnition context, we have assigned four levels of
diagnostic certainty to each category listed above. For each category, a ﬁfth level is included to indicate that the event does not
meet the case deﬁnition for congenital anomalies. The case deﬁnition has been formulated such that the Level One deﬁnition is
highly speciﬁc for the condition. As maximum speciﬁcity normally
implies a loss of sensitivity, additional diagnostic levels have been
included in the deﬁnition, offering a stepwise increase of sensitivity
from Level One down to Level Three, while retaining an acceptable
level of speciﬁcity at all levels. In this way it is hoped that all possible cases of congenital anomalies can be captured. The diagnostic
levels must not be misunderstood as reﬂecting different grades of
clinical severity. They instead reﬂect diagnostic certainty for the
presence of a particular congenital anomaly.
When evaluating the possibility of a congenital anomaly, conditions and syndromes due to either known maternal conditions
(e.g., pre-eclampsia or gestational diabetes) or prematurity (e.g.,
patent foramen ovale or patent ductus arteriosus) should be distinguished from standalone congenital anomalies not related to
known causes.
It needs to be re-emphasized that the grading of deﬁnition levels is entirely about diagnostic certainty, not clinical severity of an
event. Thus, clinically severe anomalies may appropriately be classiﬁed as Level Two or Three rather than Level One if there is no
evidence of a speciﬁc conﬁrmatory test. However, detailed information about the severity of the event should always be recorded,
as speciﬁed by the data collection guidelines.
The meaning of “Sudden Onset” and “Rapid progression” in the
context of congenital anomalies is not applicable as the anomaly or
predisposition to develop the anomaly is, by deﬁnition, present at
birth.
We have attempted to provide adequate diagnostic speciﬁcity
without being overly restrictive in order to create deﬁnitions that
are applicable in both high and low resource settings. With regards
to speciﬁc pathology, radiology, or laboratory ﬁndings necessary to
meet the case deﬁnition, these ﬁndings will vary based on the speciﬁc congenital anomaly being evaluated. The current deﬁnitions
refer to broad categories of anomalies; more comprehensive deﬁnitions for speciﬁc congenital anomalies, (e.g., Tetralogy of Fallot)
including well-deﬁned associations or combinations of anomalies
(e.g., CHARGE) have been developed elsewhere and are beyond the
scope of this working group [3]. We have included appendices of
speciﬁc major congenital anomalies listed by groups across the
globe conducting birth defects surveillance. In addition, our classiﬁcation is speciﬁc to major anomalies, affecting survival, physical
or social functioning. Classiﬁcation of minor anomalies, occurring as isolated or multiple defects, is beyond the scope of this
paper.
A treatment response or its failure, is not in itself diagnostic,
and may depend on variables like clinical status, time to treatment,
and other clinical parameters. For congenital anomalies, treatment
is often a surgical intervention. In the absence of standard pathology, radiology, or laboratory ﬁndings, documentation of speciﬁc
treatments (e.g., surgical reports) may be used in evaluating case
status. Our deﬁnitions account for the possibility of an early surgical correction or, for functional anomalies, a deﬁnitive treatment
(e.g., stem cell transplant or dietary restrictions).
1.3.1. Timing of vaccination during pregnancy
It is widely recognized that ﬁrst trimester is the most critical
period for teratogen exposure during pregnancy with regards to
subsequent effects on fetal development [66]. However, there is
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variability in the timing of fetal development by gestational week
[67]. In addition, more precise timing of embryogenesis depends
on the organ or anomaly of interest. With this in mind, the timing of maternal vaccine exposure needs to be both biologically
plausible and consistent among studies in order for associations
between congenital anomalies and maternal vaccination to provide reliable information. In order to allow for wider windows
of teratogen exposure, account for potential errors in assigning a
date of conception and gestational age, and focus on exposures
during the most plausible time period for development of congenital anomalies, we recommend that maternal vaccination from 30
days prior to conception to 20 weeks gestational age be included
in the case deﬁnition. We understand that some will choose to
include maternal vaccination outside this time period. However,
if a true risk during the biologically plausible exposure window
exists, inclusion of exposures in periods outside that window may
bias results toward the null and make comparison among studies difﬁcult. Regardless of what exposure time period is chosen,
the time interval between maternal immunization and diagnosis
of a congenital anomaly should be recorded to provide additional
information when evaluating the association between maternal
vaccination and congenital anomalies. The clinical manifestations
and time-lines are dependent on the congenital anomaly being
evaluated.
We postulate that a deﬁnition designed to be a suitable tool for
testing causal relationships requires ascertainment of the outcome
(e.g., congenital anomalies) independent from the exposure (e.g.,
immunisations). Therefore, to avoid selection bias, a restrictive
time interval from maternal immunization to diagnosis of congenital anomalies should not be an integral part of such a deﬁnition.
Instead, where feasible, details of this interval should be assessed
and reported as described in the data collection guidelines.
Further, congenital anomalies often occur outside the controlled
setting of a clinical trial or hospital. In some settings it may be
impossible to obtain a clear gestational age at vaccination, particularly in less developed or rural settings. In order to avoid
selecting against such cases, the Brighton Collaboration case deﬁnition avoids setting arbitrary time frames.
It is important to differentiate congenital anomalies with
well-documented causes from congenital anomalies without clear
etiologies. Therefore, while the case deﬁnition includes congenital anomalies which are part of well-known syndromes associated
with maternal medications (e.g., anti-epileptic medications), toxins (e.g., alcohol), and infections (e.g., rubella), we recommend
altering the analysis plan if a study includes these cases [66,68].
For example, a congenital heart defect associated with fetal alcohol
syndrome would be included in a study of congenital anomalies following immunization. However, the analysis plan would
differentiate between this congenital anomaly and others which
are not due to a known alternative etiology. Similarly, congenital
anomalies associated with prematurity will be included during data
collection, even if the congenital anomaly is clearly attributable to
prematurity, and then accounted for during data analysis.

1.3.2. Guidelines for data collection, analysis and presentation
As mentioned in the overview paper, the case deﬁnition is
accompanied by guidelines which are structured according to the
steps of conducting a clinical trial, i.e. data collection, analysis and
presentation. Neither case deﬁnition nor guidelines are intended to
guide or establish criteria for management of ill infants, children,
or adults. Both were developed to improve data comparability. As
many studies of congenital anomalies following immunization will
occur as part of post-marketing surveillance, it is our hope that
the following deﬁnitions can also be applied in observational studies.

1.4. Periodic review
Similar to all Brighton Collaboration case deﬁnitions and guidelines, review of the deﬁnition with its guidelines is planned on a
regular basis (i.e. every three to ﬁve years) or more often if needed.
2. Case deﬁnition of major congenital anomalies
2.1. For all levels of diagnostic certainty
A major congenital anomaly is a structural or functional defect
with the following three characteristics:
1. Of prenatal origin
2. Present at the time of live birth or fetal demise, or in utero
3. Affecting (or has the propensity to affect) the health, survival, or
physical or cognitive functioning of the individual
The majority of structural congenital anomalies are diagnosed
before 2 years of age, usually within the ﬁrst 6 months of life, and
are deﬁned by:
Major External Structural Defects
Level 1 of diagnostic certainty for major external structural
defects*
• Alterations in external anatomy visible at the time of live birth
and persistent beyond the immediate peripartum period unless
surgically repaired
OR
• Alterations in external anatomy visible in a stillbirth or in
the products of conception of a spontaneous or therapeutic
abortion
AND
• Conﬁrmed by documentation of a diagnosis made by a clinician
experienced in diagnosing congenital anomalies and with the
highest level of morphology training for the speciﬁc setting**
Level 2 of diagnostic certainty for major external structural
defects
• Alterations in external anatomy visible at the time of live birth
and persistent beyond the immediate peripartum period unless
surgically repaired
OR
• Alterations in external anatomy visible in a stillbirth or in the
products of conception of a spontaneous or therapeutic abortion
AND
• Conﬁrmed by documentation of a diagnosis made by a clinician
with some experience diagnosing congenital anomalies***
Level 3 of diagnostic certainty for major external structural
defects
• Alterations in external anatomy visible at the time of live birth
and persistent beyond the immediate peripartum period unless
surgically repaired
OR
• Alterations in external anatomy visible in a stillbirth or in
the products of conception of a spontaneous or therapeutic
abortion****
AND
• Conﬁrmed by documentation of a diagnosis made by a trained
maternal or child health care provider with at least minimal
experience diagnosing congenital anomalies
OR
• For live births, conﬁrmed using individual (ICD-9/ICD-10) codes
or as part of an ICD-9/ICD-10 code based algorithm, where the
outcome (individual code or algorithm) has been validated*****

M. DeSilva et al. / Vaccine 34 (2016) 6015–6026

Level 4 of diagnostic certainty (insufﬁcient evidence to conﬁrm) for major external structural defects
• Alterations in external anatomy visible at the time of
live birth and persistent beyond the immediate peripartum
period unless surgically repaired
OR
• Alterations in external anatomy visible in a stillbirth or in the
products of conception of a spontaneous or therapeutic abortion
AND
• Conﬁrmed by medical record review******
OR
• Conﬁrmed in claims data (ICD-9/ICD-10 diagnoses)******
*Please see Appendix A for a list of major external structural
defects
**In high resource settings with access to subspecialists, such
as the United States, these clinicians could be geneticists,
neonatologists, pathologists, or other relevant subspecialists
while in low and middle income countries, diagnosis by a general physician trained in morphology could be sufﬁcient
***In high resource settings, such as the United States, these
clinicians might include physicians, nurse practitioners, or
physician’s assistants trained in pediatrics, obstetrics, or family medicine while in low and middle income countries,
diagnosis by a general physician trained in morphology could
be sufﬁcient
****In cases of therapeutic or spontaneous abortion, if products of conception cannot be used for detailed morphologic
exam, detection of an external structural defect on prenatal
ultrasound could be classiﬁed as Level 3
*****Validation should be conducted in the same data source,
with clinical diagnosis or chart review as the gold standard and
a positive predictive value of ≥80%
******Where there is insufﬁcient detail in the chart or lack of
validation in outcome to meet criteria for Level 3
Major Internal Structural Defects
Level 1 of diagnostic certainty for major internal structural
defects*
• Alterations in internal anatomy present at the time of
live birth** and persistent beyond the immediate peripartum
period unless surgically repaired
AND
• Conﬁrmed by deﬁnitive imaging study*** or intraoperative
diagnosis
OR
• Alterations in internal anatomy detected during autopsy for
a stillbirth, spontaneous or therapeutic abortion conﬁrmed by
documentation by a pathologist or other relevant subspecialist
Level 2 of diagnostic certainty for major internal structural
defects
• Alterations in internal anatomy present at the time of
live birth** and persistent beyond the immediate peripartum
period unless surgically repaired
AND
• Conﬁrmed by documentation of a diagnosis made by a clinician
experienced in diagnosing congenital anomalies and with the
highest level of morphology training for the speciﬁc setting****
without deﬁnitive imaging or intraoperative evaluation
OR
• For stillbirth, spontaneous or therapeutic abortion, internal
structural defect is visible by ultrasound or other imaging
modality prenatally
Level 3 of diagnostic certainty for major internal structural
defects
• Alterations in internal anatomy present at the time of
live birth** and persistent beyond the immediate peripartum
period unless surgically repaired
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AND
• Conﬁrmed by documentation of a diagnosis made by a clinician
with some experience diagnosing congenital anomalies*****
OR
• Conﬁrmed using individual (ICD-9/ICD-10) codes or as part
of an ICD-9/ICD-10 code based algorithm, where the outcome
(individual code or algorithm) has been validated******
Level 4 of diagnostic certainty (insufﬁcient evidence to conﬁrm) for major internal structural defects
• Alterations in internal anatomy present at the time of
live birth** and persistent beyond the immediate peripartum
period unless surgically repaired
OR
• Alterations in internal anatomy present at time of stillbirth,
spontaneous abortion, or induced abortion
AND
• Conﬁrmed through medical record review, with the medical
record demonstrating that the anomaly was present at the time
of live birth or time of fetal demise, and that the anomaly was
diagnosed by a trained maternal or child health care provider
with minimal experience diagnosing congenital anomalies
OR
• Conﬁrmed by claims data (ICD-9/ICD-10 diagnoses)*******
*Please see Appendix B for a list of major internal structural
defects
**For pyloric stenosis, the propensity to develop this condition is present at birth
***Type of deﬁnitive imaging study depends on the speciﬁc
anomaly
****In high resource settings with access to subspecialists,
such as the United States, these clinicians could be geneticists,
neonatologists, pathologists, or other relevant subspecialists
while in low and middle income countries, diagnosis by a
general physician trained in morphology could be sufﬁcient
*****In high resource settings such as the United States, these
clinicians might include physicians, nurse practitioners, or
physician’s assistants trained in pediatrics, obstetrics, or family medicine while in low and middle income countries,
diagnosis by a general physician trained in morphology could
be sufﬁcient
******Validation should be conducted in the same data source,
with clinical diagnosis or chart review as the gold standard
and a positive predictive value of ≥80%
*******Where there is insufﬁcient detail in the chart or lack of
validation in outcome to meet criteria for Level 3
Additionally, many functional congenital anomalies are diagnosed before 2 years of age, usually within the ﬁrst 6 months
of life, but some functional defects may not be diagnosed until
later in life and are deﬁned by:
Functional Defects
Level 1 of diagnostic certainty for major functional defects*
• For live births, alterations in functioning of one or more organs
or body parts not due to a structural defect, present at the
time of birth (or propensity to develop alteration present at
live birth), and persistent beyond the immediate peripartum
period, unless treated through gene therapy or stem cell transplantation
OR
• For stillbirths, spontaneous or therapeutic abortions,
alterations in functioning of one or more organs or body parts, not
due to a structural defect
AND
• Conﬁrmed by deﬁnitive diagnostic study**
Level 2 of diagnostic certainty for major functional defects*
• For live births, alterations in functioning of one or more organs
or body parts not due to a structural defect, present at live
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birth (or propensity to develop alteration present at live birth),
and persistent beyond the immediate peripartum period, unless
treated through gene therapy or stem cell transplantation
OR
• For stillbirths, spontaneous or therapeutic abortions,
alterations in functioning of one or more organs or body parts, not
due to a structural defect
AND
• Conﬁrmed by documentation of a diagnosis made by a clinician
experienced in diagnosing congenital anomalies and with the
highest level of training in the diagnosis of functional defects
for the speciﬁc setting***
Level 3 of diagnostic certainty for major functional defects*
• For live births, alterations in functioning of one or more organs
or body parts not due to a structural defect, present at live
birth (or propensity to develop alteration present at live birth),
and persistent beyond the immediate peripartum period, unless
treated through gene therapy or stem cell transplantation
OR
• For stillbirths, spontaneous or therapeutic abortions,
alterations in functioning of one or more organs or body parts, not
due to a structural defect
AND
• Conﬁrmed by documentation of a diagnosis made by a clinician
with some experience diagnosing functional defects****
OR
• Conﬁrmed using individual (ICD-9/ICD-10) codes or as part
of an ICD-9/ICD-10 code based algorithm, where the outcome
(individual code or algorithm) has been validated*****
Level 4 of diagnostic certainty (insufﬁcient evidence to conﬁrm) for major functional defects*
• For live births, alterations in functioning of one or more organs
or body parts not due to a structural defect, present at the time
of live birth (or propensity to develop alteration present at live
birth), and persistent beyond the immediate peripartum period,
unless treated through gene therapy or stem cell transplantation
OR
• For stillbirths, spontaneous or therapeutic abortions,
alterations in functioning of one or more organs or body parts, not
due to a structural defect
AND
• Conﬁrmed through medical record review, with the medical record demonstrating that the anomaly was present at
the time of live birth or time of fetal demise, and that the
anomaly was diagnosed by a trained maternal or child health
care provider who is not a qualiﬁed geneticist, neonatologist,
pathologist, subspecialist, pediatrician, obstetrician, or family
medicine practitioner
OR
• Conﬁrmed by claims data (ICD-9/ICD-10 diagnoses)******
*Please see Appendix C for a list of major functional defects
**Type of conﬁrmatory study (e.g., chromosome analysis,
FISH) depends on the speciﬁc anomaly
***In high resource settings with access to subspecialists, such
as the United States, these clinicians could be geneticists,
neonatologists, pathologists, or other relevant subspecialists while in low and middle income countries, diagnosis
by a general physician trained in morphology could be
sufﬁcient
****In high resource settings, such as the United States, these
clinicians might include physicians, nurse practitioners, or
physician’s assistants trained in pediatrics, obstetrics, or family medicine while in low and middle income countries,
diagnosis by a general physician with some training in diagnosis of functional defects could be sufﬁcient

*****Validation should be conducted in the same data source,
with clinical diagnosis or chart review as the gold standard
and a positive predictive value of ≥80%
******Where there is insufﬁcient detail in the chart or lack of
validation in outcome to meet criteria for Level 3
3. Guidelines for data collection, analysis and presentation
of congenital anomalies
It was the consensus of the Brighton Collaboration Congenital
Anomalies Working Group to recommend the following guidelines
to enable meaningful and standardized collection, analysis, and
presentation of information about congenital anomalies. However,
implementation of all guidelines might not be possible in all settings. The availability of information may vary depending upon
resources, geographical region, and whether the source of information is a prospective clinical trial, a post-marketing surveillance or
epidemiological study, or an individual report of congenital anomalies. Also, as explained in more detail in the overview paper in
this volume, these guidelines have been developed by this working
group for guidance only, and are not to be considered a mandatory
requirement for data collection, analysis, or presentation.
3.1. Data collection
These guidelines represent a desirable standard for the collection of data on availability following immunization to allow for
comparability of data, and are recommended as an addition to data
collected for the speciﬁc study question and setting. The guidelines are not intended to guide the primary reporting of congenital
anomalies to a surveillance system or study monitor. Investigators
developing a data collection tool based on these data collection
guidelines also need to refer to the criteria in the case deﬁnition,
which are not repeated in these guidelines.
Guidelines numbered below have been developed to address
data elements for the collection of adverse event information as
speciﬁed in general drug safety guidelines by the International
Conference on Harmonization of Technical Requirements for Registration of Pharmaceuticals for Human Use [69] and the form
for reporting of drug adverse events by the Council for International Organizations of Medical Sciences [70]. These data elements
include an identiﬁable reporter and patient, one or more prior
maternal immunisations, and a detailed description of the adverse
event, in this case, of congenital anomalies following maternal
immunization. The additional guidelines have been developed as
guidance for the collection of additional information to allow for
a more comprehensive understanding of congenital anomalies following maternal immunization.
3.1.1. Source of information/reporter
For all cases and/or all study participants, as appropriate, the
following information should be recorded:
(1) Date of report.
(2) Name and contact information of person reporting2 and/or
diagnosing the congenital anomaly(ies) as speciﬁed by countryspeciﬁc data protection law.
(3) Name and contact information of the investigator responsible
for the subject, as applicable.
(4) Relation to the patient (e.g., immunizer [clinician, nurse], family
member [indicate relationship], other).

2
If the reporting center is different from the vaccinating center, appropriate and
timely communication of the adverse event should occur.
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3.1.2. Vaccinee/control
3.1.2.1. Demographics. For all cases and/or all study participants,
as appropriate, the following information should be recorded:
(5) Case/study participant identiﬁers (e.g., ﬁrst name initial followed by last name initial) or code (or in accordance with
country-speciﬁc data protection laws).
(6) Date of birth, stillbirth, or spontaneous or therapeutic abortion,
if applicable estimated gestational age at time of fetal demise,
age of mother, age of infant or gestational age of fetus, race and
ethnicity of both infant and mother, and sex of fetus.
(7) For infants: Gestational age and birth weight.
3.1.2.2. Clinical and immunization history. For all cases and/or
all study participants, as appropriate, the following information
should be recorded:
(8) For the mother, pre-conception medical history, including
hospitalizations, underlying diseases/disorders, and medications as well as medical history during pregnancy such
as exposure to substances related to major congenital
anomalies, tobacco use, alcohol use, illicit drug use, preimmunization signs and symptoms including identiﬁcation
of indicators for, or the absence of, a history of allergy to
vaccines, vaccine components or medications. Speciﬁc focus
should be on maternal medical conditions associated with
increased risk for having an infant with a congenital anomaly
(e.g., diabetes).
(9) Also, for the mother, any medication history (other than treatment for the event described) prior to, during, and after
immunization including prescription and non-prescription
medication with a speciﬁc focus on potentially teratogenic
medication exposures. Use of prenatal vitamins and folic acid
should also be noted.
(10) Maternal immunization history (i.e. previous immunizations
and any adverse event following immunization (AEFI)), in
particular occurrence of a congenital anomaly in a prior pregnancy following previous maternal immunization.
3.1.3. Details of the immunization
For all cases and/or all study participants, as appropriate, the
following information should be recorded:
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(17) Clinical description of signs and symptoms of one or more congenital anomalies, and if there was medical conﬁrmation of the
event (e.g., patient seen by physician).
(18) Date/time of ﬁrst observation3 of congenital anomaly and
diagnostic conﬁrmation4 and ﬁnal outcome.5
(19) Concurrent signs, symptoms, and diseases.
(20) Measurement/testing – relevant laboratory testing, imaging
results, surgical and pathologic reports.
(21) Treatment given for congenital anomaly(ies), especially
whether surgical intervention was required.
(22) Physical and developmental outcome5 at last observation for
living infants.
(23) Objective clinical evidence supporting classiﬁcation of the
congenital anomaly as “major,” varies depending on congenital anomaly evaluating.
(24) Exposures other than maternal immunization during pregnancy (e.g., maternal medications, environmental) considered
potentially relevant to the reported event.

3.1.5. Miscellaneous/general
(25) The duration of surveillance for congenital anomalies includes
any anomalies identiﬁed after the date of vaccination.
(26) The duration of follow-up reported during the surveillance
period should be predeﬁned likewise. Although most congenital anomalies will be clinically recognized in the ﬁrst 30
days of life, some may not be evident until 12–24 months or
later.
(27) Methods of data collection should be consistent within and
between study groups, if applicable.
(28) Follow-up of cases should attempt to verify and complete the
information collected as outlined in data collection guidelines
1 to 24.
(29) Investigators of patients with congenital anomalies should
provide guidance to reporters to optimize the quality and
completeness of information provided.
(30) Reports of congenital anomalies should be collected throughout the study period regardless of the time elapsed between
immunization and the adverse event. If this is not feasible due
to the study design, the study periods during which safety data
are being collected should be clearly deﬁned.

3.2. Data analysis
(11) Date and time of maternal immunization(s).
(12) Description of vaccine(s) (name of vaccine, manufacturer,
lot number, dose (e.g., 0.25 mL, 0.5 mL, etc.) and number
of dose if part of a series of immunisations against the
same disease). The composition and volume of the diluent used as well as information about whether the diluent
was from the same or a separate container should also be
recorded.
(13) The anatomical sites (including left or right side) of all immunisations (e.g., vaccine A in proximal left lateral thigh, vaccine
B in left deltoid).
(14) Route and method of administration (e.g., intramuscular,
intradermal, subcutaneous, and needle-free (including type
and size), other injection devices).
(15) Needle length and gauge.
3.1.4. The adverse event
(16) For all cases at any level of diagnostic certainty and for
reported events with insufﬁcient evidence, the criteria fulﬁlled to meet the case deﬁnition should be recorded.
Speciﬁcally document:

The following guidelines represent a desirable standard for analysis of data on congenital anomalies to allow for comparability of
data, and are recommended as an addition to data analyzed for the
speciﬁc study question and setting.

(31) Reported events should be classiﬁed in one of the following
ﬁve categories including the four levels of diagnostic certainty. Events that meet the case deﬁnition should be classiﬁed
according to the levels of diagnostic certainty as speciﬁed in
the case deﬁnition. Events that do not meet the case definition should be classiﬁed in the additional categories for
analysis.

3
The date and/or time of ﬁrst observation of the ﬁrst sign or symptom indicative
for Congenital Anomalies can be used if date/time of onset is not known.
4
The date of diagnosis of an episode is the day post immunization when the event
met the case deﬁnition at any level.
5
E.g., recovery to pre-immunization health status, spontaneous resolution, therapeutic intervention, persistence of the event, sequelae, death.
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Event classiﬁcation in 5 categories6
Event meets case deﬁnition
Level 1: Criteria as speciﬁed in the Major Congenital Anomalies case
deﬁnition
Specify Major External Structural, Major Internal Structural or
Major Functional
Level 2: Criteria as speciﬁed in the Major Congenital Anomalies case
deﬁnition
Specify Major External Structural, Major Internal Structural or
Major Functional
Level 3: Criteria as speciﬁed in the Major Congenital Anomalies case
deﬁnition
Specify Major External Structural, Major Internal Structural or
Major Functional
Insufﬁcient Evidence to Conﬁrm case deﬁnition
Level 4: Criteria as speciﬁed in the Major Congenital Anomalies case
deﬁnition
Specify Major External Structural, Major Internal Structural or
Major Functional
Event does not meet case deﬁnition
Level 5: Not a major congenital anomaly

In addition, major congenital anomalies attributed to an alternative cause (e.g., congenital CMV) should still be recorded and
identiﬁed as likely attributable to a known cause.

Time period

Days

Prenatal
Neonatala
Early neonatala
Late neonatala
Post neonatal

<Day 1 of life
1–27b
1–6b
7–27
28–364

a
b

Use either Neonatal or divide into early neonatal and late neonatal.
Day 1 = ﬁrst 24 h of life.

(33) If more than one measurement of a particular criterion is taken
and recorded, the value corresponding to the greatest magnitude of the adverse experience could be used as the basis for
analysis. Analysis may also include other characteristics like
qualitative patterns of criteria deﬁning the event.
(34) The distribution of data (as numerator and denominator data)
could be analyzed in predeﬁned increments (e.g., measured
values, times), where applicable. Increments speciﬁed above
should be used. When only a small number of cases are presented, the respective values or time course can be presented
individually.
(35) Data on congenital anomalies obtained from subjects receiving a vaccine should be compared with those obtained from
an appropriately selected and documented control group(s)
to assess background rates in non-exposed populations, and
should be analyzed by study arm and dose where possible, e.g.,
in prospective clinical trials.
3.3. Data presentation

(32) The interval between maternal immunization and reported
congenital anomaly could be deﬁned as the date/time of
immunization (with regards to gestational age) to the
date/time of clinical recognition7 of the ﬁrst symptoms and/or
signs consistent with the deﬁnition. If few cases are reported,
the concrete time course could be analyzed for each; for a
large number of cases, data can be analyzed in the following
increments:

Time Interval

Days prior to mother’s last menstrual period
0 to <14 weeks gestational age (highest risk for congenital
anomaly)
14 to <20 weeks gestational age (lower risk for congenital
anomaly)
≥20 weeks gestation (unlikely to be in risk window for congenital
anomaly)

Periods of infancy for age of clinical recognition of congenital
anomaly.

6

To determine the appropriate category, the user should ﬁrst establish, whether
a reported event meets the criteria for the lowest applicable level of diagnostic
certainty, e.g., Level three. If the lowest applicable level of diagnostic certainty of
the deﬁnition is met, and there is evidence that the criteria of the next higher level
of diagnostic certainty are met, the event should be classiﬁed in the next category.
This approach should be continued until the highest level of diagnostic certainty
for a given event could be determined. Major criteria can be used to satisfy the
requirement of minor criteria. If the lowest level of the case deﬁnition is not met, it
should be ruled out that any of the higher levels of diagnostic certainty are met and
the event should be classiﬁed in additional categories four or ﬁve.
7
The date and/or time of onset is deﬁned as the time post immunization, when the
ﬁrst sign or symptom indicative for a Congenital Anomaly is clinically recognized.
This may only be possible to determine in retrospect.

These guidelines represent a desirable standard for the presentation and publication of data on congenital anomalies following
immunization to allow for comparability of data, and are recommended as an addition to data presented for the speciﬁc study
question and setting. Additionally, it is recommended to refer
to existing general guidelines for the presentation and publication of randomized controlled trials, systematic reviews, and
meta-analyses of observational studies in epidemiology (e.g., statements of Consolidated Standards of Reporting Trials (CONSORT), of
Improving the quality of reports of meta-analyses of randomized
controlled trials (QUORUM), and of Meta-analysis Of Observational
Studies in Epidemiology (MOOSE), respectively).
(36) All reported events of congenital anomalies should be presented according to the categories listed in guideline 31.
(37) Data on possible congenital anomalies events should be presented in accordance with data collection guidelines 1–24 and
data analysis guidelines 31–34.
(38) Terms to describe congenital anomalies such as “low-grade”,
“mild”, “moderate”, “high”, “severe” or “signiﬁcant” are highly
subjective, prone to wide interpretation, and should be
avoided, unless clearly deﬁned.
(39) Data should be presented with numerator and denominator
(n/N) (and not only in percentages), if available.
Although immunization safety surveillance systems denominator data are usually not readily available, attempts should be
made to identify approximate denominators. The source of the
denominator data should be reported and calculations of estimates
be described (e.g., manufacturer data like total doses distributed,
reporting through Ministry of Health, coverage/population based
data, etc.).
(40) The incidence of cases in the study population should be
presented and clearly identiﬁed as such in the text. It would
be useful to compare rates to background rates for these conditions. Useful resources include: EUROCAT prevalence tables
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(http://www.eurocat-network.eu/accessprevalencedata/
prevalencetables). This allows that both exposed an
unexposed cohorts can be compared with an external
standard.
(41) If the distribution of data is skewed, median and range are usually the more appropriate statistical descriptors than a mean.
However, the mean and standard deviation should also be
provided.
(42) We recommend the studies powered to evaluate composite congenital anomaly outcomes also publish, or make data
available that contains a description of individual anomalies.
This will potentially allow meta-analysis of more discrete outcomes and help deﬁne the risk of less frequent anomalies.
(43) Any publication of data on congenital anomalies should
include a detailed description of the methods used for data
collection and analysis as possible. It is essential to specify:
• The study design;
• The method, frequency and duration of monitoring for congenital
anomalies;
• The trial proﬁle, indicating participant ﬂow during a study including drop-outs and withdrawals to indicate the size and nature of
the respective groups under investigation;
• The type of surveillance (e.g., passive or active surveillance);
• The characteristics of the surveillance system (e.g., population
served, mode of report solicitation);
• The search strategy in surveillance databases;
• Comparison group(s), if used for analysis;
• The instrument of data collection (e.g., standardized questionnaire, diary card, report form);
• Whether the day of immunization was considered “day one” or
“day zero” in the analysis;
• Whether the date of timing of ﬁrst observation relative to
vaccination7 and/or the date of ﬁrst observation3 and/or the date
of diagnosis4 was used for analysis; and
• Use of this case deﬁnition for congenital anomalies, in the abstract
or methods section of a publication.8,9,10,1112
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the online version, at http://dx.doi.org/10.1016/j.vaccine.2016.03.
047.
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