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CfI Clinical Rabies Service

Key Questions for duty doctors to ask to make clinical decisions

Is the query about

= apossible case of acute rabies ? (Refer to VRD Consultant)

=  possible exposure to rabies through animal contact (post exposure)

=  vaccines prior to travel (refer NathNAC website http:/www.nathnac.org, or for

complex queries advice line 0845 602 6712)
= vaccines for those with occupational risk (p14)

Post Exposure Risk Assessment
(Does the person need post exposure prophylaxis ?)

1. Which animal
= PBat

=  Terrestrial animal
2. Which country

3. Date of exposure

4. Type of exposure ‘i Contact

No direct physical contact

5. Can animal be observed

6. Has the person been vaccinated

7. Location of person UK
London
Out of UK
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CfI Clinical Rabies Service

A.1 Information about Animals

“The most frequent way that humans become infected with rabies is through the bite of
infected dogs and cats, wild carnivorous species like foxes, raccoons, skunks, jackals and
wolves, and insectivorous and vampire bats. Cattle, horses, deer and other herbivores can
become infected with rabies and although they could potentially transmit the virus to other
animals and to people, this rarely occurs.”

Decision Points
What species? Was it a terrestrial mammal or a bat?

Bats

Bats may carry rabies and related lyssaviruses without signs of disease. Therefore exposure to
bats or their secretions may constitute an exposure to virus in countries which are declared
rabies free in terrestrial animals. In the UK, bats are the ONLY reservoir of rabies or related
lyssavirus, but they are a protected species and cannot be destroyed to determine rabies status
if caught.

HPA recommendation is that post exposure prophylaxis for bat exposure should include
vaccine plus or minus RIG (according to risk assessment) in an unvaccinated person
wherever in the world this has occurred.

Domestic dogs and cats: Observation of animal

The natural history of rabies in companion dog and cats is that an animal shedding rabies virus
through its saliva will be in the terminal phase of illness, and is unlikely to be behaving
normally. If the animal is observed and remains well and behaves normally 15 days after
a biting incident, it will not have rabies infection.

Rodent and primate bites

Rabies infected rodents and primates have been sporadically described in countries where
rabies is endemic. Although the risk of transmission of rabies from a rodent or primate bite is
extremely low, rodent and primate bites occurring in low or high risk countries should receive
post exposure prophylaxis with vaccine only.

Further Information (useful but not essential)
If the animal was a terrestrial mammal (wild or domestic):
e s rabies known or suspected to be present in the species in the locality?
Is there an owner known and contactable?
Was the animal behaving normally at the time of the incident?
Had it been immunised?
If the animal was a dog or a cat did it become ill while under observation?
If the animal has died, does laboratory examination of the animal’s brain confirm rabies

1 http://www.who.int/mediacentre/factsheets/fs099/en/
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A.2. Which country? (No risk / low risk / high risk)

Background

Article 2.2.5.2.0f the Terrestrial Animal Health Code (2007)

http://www.oie.int/eng/normes/Mcode/en_sommaire.htm describes a rabies free country.

A country may be considered free from rabies when:
1. the disease is notifiable;
2. an effective system of disease surveillance is in operation;
3. all regulatory measures for the prevention and control of rabies have been
implemented including effective importation procedures;
4. no case of indigenously acquired rabies infection has been confirmed in man or any
animal species during the past 2 years; however, this status would not be affected by
the isolation of a bat lyssavirus such as European Bat Lyssavirus (EBL1 or EBL2);
5. no imported case in carnivores has been confirmed outside a quarantine station for
the past 6 months.

The risk of rabies of rabies according to geographical location (country and territory) as of
March 2008 is provided in Table A2. This list is not exhaustive and should be regularly
checked with latest available information.

Decision Points
Where did the incident take place and on what date?

Further information (may affect risk assessment)
Is the animal non-indigenous or imported? If imported, from where?
If the animal was a terrestrial mammal, it is important to determine the risk of rabies (no risk /
low risk / high risk) in the country of potential exposure and the country of origin of the
animal.
Is rabies known or suspected to be present in the country of

Potential rabies exposure?

Origin of the animal? (if the animal is non-indigenous or recently imported)
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Table A2 Geographical Risk by Country updated August 2009 (please refer to separate country risk
table for recent updates)

Risk of rabies by country Region Countries

Americas Anguilla, Antigua and Barbuda, Aruba, Bahamas, Barbados, Cayman Islands,
Dominica, Guadaloupe, Jamaica, Martinique, Montserrat, Netherlands
Antilles, St. Kitts and Nevis, St. Lucia, St. Vincent and the Grenadines, Turks

“No risk” of rabies and Caicos Islands, Virgin Islands, Bermuda

Animals originating from the Asia Hong Kong (China), Japan, Singapore, Taiwan

following countries and territories | Europe Belgium, Czech Republic, Cyprus, Finland, France (including Corsica)
are considered to pose “no risk” Gibraltar, Greece, Iceland, Ireland, Italy (except N and E border regions),
of rabies (free of terrestrial rabies) Luxembourg, Malta, The Netherlands, Norway, Portugal, Sweden, United

Kingdom, Switzerland, Liechtenstein, Corsica,
Denmark, Spain (Mainland Spain and islands)

Oceania Australia, New Zealand
Americas Canada, USA, Grenada, Uruguay
Asia Bahrain, Brunei Darussalam, the Maldives, Qatar, United Arab Emirates,
Kuwait
“L isk” of rabi - - -
An(i)rgallgsorig(:n;;iln;tﬁrom the Europe Austria, Bulgaria , Germany, Italy: N and E border regions only
Oceania Sao Tome and Principe, American Samoa**, Cook Islands**, Micronesia**,

following countries are considered

to pose a “low risk” or rabies Fiji**, French Polynesia**, Guam**, Kiribati**, the Marshall Islands**,

New Caledonia**, Niue**, the Northern Mariana Islands**, Palau**, Papua
New Guinea**, Samoa**, the Solomon Islands**, Tonga**, Vanuatu**,
American Samoa**,

“High risk” of rabies Countries (and islands) not Ceuta and Melilla (autonomous Spanish cities in N Africa)
Animals originating from otherwise mentioned as “no
countries where terrestrial rabies risk” or “low risk” should be
is enzootic, are considered “high considered as “high risk”.
risk”.
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A.3 Nature of exposure?

Terrestrial Mammals :Decision Point

Need to decide if there has been direct physical contact (Yes/No)

Category

Terrestrial Mammal: Nature of exposure
(Adapted from WHO and DOH)

I

Touching or stroking animals

II

Licks of the skin or other contact with saliva (e.g. feeding animals)

Minor scratches, bruising or abrasions without bleeding

Minor bites without breaking of the skin (covered areas of arms, trunk, and
legs)

All bites, licks and scratches from rodents and primates

III

Single or multiple transdermal bites or scratches, licks on broken skin
Major bites (multiple or on face, head, finger or neck)
Contamination of mucous membrane with saliva (i.e. licks)

Further Information (useful but not essential)
» The site and severity of the wound
= The circumstances of the bite (or other contact)
= The species, behaviour and appearance of the animal
* The vaccination status of the animal
* The origin of the animal

Bats: Decision Point

Need to decide what kind of contact (Indirect/Direct)

Category Bats: Categories of exposure (Adapted from WHO and DOH)
11 No direct physical contact *(May be common with bat exposures)
I Single or multiple transdermal bites or scratches & bruising

Minor bites without breaking of the skin (covered areas of arms, trunk, and
legs)

Major bites (multiple or on face, head, finger or neck)

Contamination of mucous membrane with saliva or bat droppings/urine

e There is often uncertainty about what constitutes an exposure to bats e.g. a bat tangled in
hair, or a bat in room of sleeping individual**, or a bat in water supply. In this situation,
vaccine only should be offered. Bat bites may not cause an obvious break in the skin, but
should still be considered a definite physical exposure (category III). **50% of human
cases in recent years in the USA have resulted from unrecognised bat bites

e NB... Exposure to bats without direct physical contact is risk assessed differently to
terrestrial mammals
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A.4 Assessment of Rabies Immune Status

Decision Points

Need to decide whether immune, partially immune or susceptible

Status of the
individual for
post-exposure
prophylaxis

Description

Non Immune

e Person who has never received pre- or post-exposure immunisation with
rabies vaccine or,

e Has had incomplete/inadequate primary vaccination course or

e Has not received pre- or post-exposure immunisation with rabies vaccine
in the last 10 years.

Not fully
immunised

e Person who has had complete primary vaccination course or post
exposure course but boosters not up to date (i.e. between 5 and 10 years

ago)

Fully immunised

= Primary pre-exposure immunisation: Three doses i.m. of rabies vaccine
given within last 5 years.

= Primary pre-exposure immunisation followed by reinforcing
boosters: Three doses i.m. of rabies vaccine and boosters given (every 3
to 5 years after) in the last 5 years

= Post-exposure immunisation: Five doses i.m. of rabies vaccine given
within the last 5 years

If in doubt, treat as non immune/not fully immunised.
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Summary of Risk Assessment Treatment following exposure to terrestrial animals

Risk Risk Immune status of Post exposure
according to according to individual prophylaxis (PEP)
geographical category of
location exposure
No risk No PEP
A
I
Person potentially ) Fully immunised »| 2 vaccines
exposed via terrestrial Low risk
animal
Not fully immunised »| 5 vaccines
1I/111
Non immune »| 5 vaccines
1
Fully immunised »| 2 vaccines
High risk I
Not fully immunised »| 5 vaccines
111
Non immune »| 5 vaccines +RIG
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Summary of Risk Assessment for Treatment following Bat Exposure
NB All countries should be considered high risk for all bat species

Indirect contact

oy

Fully
immunised

Two doses
vaccine

Person exposed
to Bats

Not fully
immunised or non
immune

Five doses
vaccine

Fully

immunised

Two doses
vaccine

Direct contact
(111)

Not fully

immunised

Five doses vaccine

Non immune

Five doses vaccine
plus RIG

August 2009

10



CfI Clinical Rabies Service

B.1 Types of Rabies Vaccine used globally for Rabies PEP

Decision Points

Is the vaccine compatible with UK schedule (Yes/No)

Rabies Vaccine Comment Manufacturer & Compatible
likely distribution with UK
Human diploid cell | Immunogenicity efficacy data do IMOVAX Pasteur N
vaccine (HDCV) exist for this Mérieux Group, Sanofi
Pasteur MSD Ltd UK)

Purified chick Immunogenicity efficacy data do (UK licence) N
embryo cell vaccine | exist for this Chiron Vaccines
(PCECV)
Purified vero cell Vaccine is made on mammalian Variety of N
vaccine (PVRV) cells (VERO cells) as an alternative | manufacturers make

cell substrate to fibroblast cells. this...Possible trade

This is a licensed vaccine produced | names include

in many parts of the world, for VERORAB.

which formal efficacy data do not ABHAYRAB (India)

exist, but the potency and SII Rabivax (India)

immunogenicity is evaluated Speeda (CELBIO)

similarly to HDCV and PCECV

vaccines. These are generally

reliable vaccines.
Suckling Mouse Vaccines of this sort generally Used in S America X
Brain vaccine reliable but may have marginally
(SMBYV) reduced efficiency with increased

risk of side effects.
Nervous tissue Vaccines of this sort generally Used in Asia but being
vaccine (sheep, goat) | reliable but may have marginally phased out

reduced efficiency with increased X

risk of side effects.
Horse Serum Trade name not clear. May be given | Unknown

as treatment alone or with vaccine.

Most often found in certain S X

America countries. If this is the
only treatment given, need to start

PEP (Omit RIG)

11
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B.2 Regimen (Timing) of Vaccine

» The UK schedule is 5 vaccines at the following interval 0, 3, 7, 14, 28-30 days.
= Day 0 is the day of 1% vaccine NOT necessarily day of exposure.

» UK schedule until 2000 or earlier included a day 90 vaccine. This is now no longer
required.

*  We do not routinely measure rabies antibody titres, for reasons of expense and
practicality. If there is no clinical indication for testing the cost will need to be borne by
the patient or requesting health facility. If an individual is insistent on this in the absence
of clinical indications the cost is approximately £50 and they should contact VLA
(Rabies Help Line Monday to Friday 9am to S5pm 01932 357345, or main number 01932
341111)

= [Ifadose is missed, or timing has been compromised, the next vaccine should be
considered as the missed dose, and subsequent intervals readjusted.

= The 5" final dose of rabies vaccine PEP, should not be given before day 26.

= [faperson is travelling with difficulty in achieving the specified interval for PEP, it is
most important to deliver the first 3 vaccines with plus/minus one day.

* In apatient who is fully immune at the time of exposure, the UK schedule is 2 vaccines at
0 and 3-7 days.

B.3 Route of Vaccine Delivery

* Although i.m and id routes of delivery are considered to be acceptable, id administration
requires more experience and if given incorrectly may result in reduced vaccine
efficiency. As a consequence, all UK scheduled for PEP recommend i.m administration.

» Ifaperson has commenced id elsewhere and wishes to complete treatment in UK the
following options may be considered.

1. Recommence UK schedule de novo (omit RIG)
Complete UK Schedule

Discussion about options with VRD on case-by case basis.

12
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B.4 Interchangeability of Vaccines

Decision Points
Is it necessary to start a new vaccine course on return to UK

(Yes/No)
There are several things to consider:
1. Type of vaccine
2. Regimen
3. Route of delivery (intradermal (id) vs. intramuscular (i.m))

Type of vaccine

In the UK there are two licensed vaccines available:

1. Human Diploid Cell (HDCV) rabies vaccine BP [Sanofi Pasteur]. This is grown on human
fibroblast cell substrate.

2. Purified chick embryo cell rabies vaccine (PCECV) RABIPUR [Chiron/Novartis].

These can be safely interchanged, and efficacy data exist for both of these vaccines

Table 1 provides a generic classification of types of vaccine available globally and their

compatibility with UK vaccines. When providing advice about the interchangeability of different

vaccines, and trying to work out what to do if there is a partially completed course of PEP started

abroad, the following are clues to assist decision making

= Most vaccines available in Europe, N America, Australia, New Zealand are either HDCV,
PCECYV or vaccines grown on mammalian cells (PVRV).

= Vaccine issuing centres, including Cfl, usually only hold one sort of vaccine (depending on
availability), either HDCV or PCECV, which will be the only possible vaccine that can be
issued. If an individual insists on a particular type of vaccine not held within the HPA supply,
this will have to be sourced and paid for privately by that individual.

= [fvaccine compatible with UK schedule, then convert timing of doses to closest UK vaccine
dose.

= [fa vaccine course has been started /completed with a vaccine NOT compatible with UK
schedule, there are several options.

1. If schedule has involved multiple injections (e.g. as per S America nervous tissue vaccines)
consider obtaining antibody titre before restarting UK PEP.

2. If partially completed schedule consider whether to

a) restart UK PEP (omit RIG) or

b) complete on UK schedule and then test antibodies

Discussion about options with VRD on case-by case basis.

13
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B.S Pre Exposure Immunisation

Immunisation against infectious diseases 2006 (Green book) lists criteria for provision of vaccine
from CfI for pre exposure immunisation for certain categories of people travelling abroad and those
occupationally exposed.

CfI does NOT provide pre exposure for travellers without an occupational risk. Travel advice
calls should be referred to NATHNAC 0845 602 6712.

CfI does NOT provide Rabies vaccine for vets/animal workers outside defined criteria in green
book.

Request for provision of pre exposure vaccine for these falling into defined categories must be
made in writing to rabies clerk by fax or surface mail.

These will be authorised by a duty doctor. There is no urgency to such requests and vaccine for
pre exposure immunisation is never issued out of hours.

UK Schedule for those at potential ongoing occupational risk (e.g. bat handlers)

The recommended schedule for primary vaccination is 3 doses, each of 1.0ml given
intramuscularly (deltoid), day 0, 7, 28.

The earliest day that 3™ dose can be given to achieve effective immune status is day 21.

The first booster following a primary course of vaccine should be at 1 year in the first instance
with subsequent boosting between 3-5 years.

After 5 years without receiving a booster either antibody testing should be undertaken following
boosting or a new primary course should be given.

Antibody quantification is generally not required, but one may need to consider this option if
individuals are seriously immunocompromised.

The 2006 changes to UK pre-exposure schedule involved the introduction of booster at 1year
following a primary course, without antibody testing. This has now replaced previous advice
regarding testing antibody levels.

If individuals insist on antibody levels being measured when this is not clinically justified, the
cost of this will be £50 to the individual and should be arranged directly with VLA (Rabies Help
Line Monday to Friday 9am to Spm 01932 357345, or main number 01932 341111).

Alternative schedules advised from other countries, or through the internet, are not
recommended in the UK.

14
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B.6 Rabies Immunoglobulin (RIG)

= The mainstay of rabies post exposure prophylaxis (PEP) is rabies vaccine. Rabies Immune
Globulin (RIG) may provide short term immunity in the first 6 days post initiation of treatment.

= The total antibody level induced by active immunisation (vaccine) is many orders of magnitude
greater that can be provided by passive immunisation (RIG). For this reason RIG is not given
after 7 days post initiation of rabies PEP schedule or to an individual who is already partially
immunised.

= RIG is manufactured from non UK blood products. The final formulation is a liquid and the
potency of the material is assessed in international units (IU/ml). The recommended dose is 20
IU/kg, adults and children (all age)

= The preparations of RIG available for dispensing from CfI do vary in potency and volume. It is
therefore CRITICAL to know the following:

1. The potency of the current batch in use. Different manufacturer’s describe the potency in
different ways, and RIG batches from the same manufacturer vary in potency. The description
of potency on a vial from BPL indicates the volume needed to administer S00IU. Except where
the potency is exactly 500IU/ml, this will NOT be the same as IU/ml. Vials usually contain
between 1 and 2 mls of liquid and will always contain slightly more volume than required to
administer 500IU. Berirab-P vials have the potency described in IU/mL. Information about
potency of batches is available from rabies clerk (CfI x6204), who together with Theresa Gibbs
in the Immunisation Department ( CfI X 7472) is responsible for notifying all CfI doctors and
stockholders outside Cfl when batches are received with a change in potency, or manufacturer.

2. Weight of patient

3. Volume in vials (vials contain between 1- 2mls, depending on batch and manufacturer of RIG)
The correct volume for each patient should be calculated and indicated on the supplied proforma
which is issued to the health care provider with the RIG.

Worked example 1

Child wt 19kg, BPL potency is 500IU/1.1mls, vials contain 2.2mls
= Required units total = 20 x 19 IU = 3801U

= Need to administer (380 x 1.1)/500 = 0.8mls

= Need to supply 1 vial, there will be some wastage

Worked example 2

Adult wt 85kg BPL potency is 500IU/1.1mls, vials contain 2.2mls
= Required units total = 85 x 20 = 1700

= Need to administer (1700 x 1.1)/500 = 3.7mls

= Need to supply 2 vials

Worked example 3

Adult wt 70 kg Berirab-P potency is 150 IU/mL, vials contain 2 mls
= Required units total =70 x 20 = 1400

= Need to administer 1400/150 = 9.3mls

= Need to supply 5 vials

15
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B.7 Administering Vaccine & Immunoglobulin

= Vaccine is given in the deltoid muscle by intramuscular injections. Each sequential dose should
be given in alternate deltoids. Suggest start in non dominant arm.

= All immunoglobulin (RIG) is given at the site of the wound, infiltrated intramuscularly around
the site of the wound. If this is difficult or the wound has completely healed, then this can be
given in the anterolateral thigh.*

= [fmore than Sml (2ml in children under 20kg) of RIG needs to be administered, it should be in
divided doses

= Vaccine and RIG should NEVER be given at the same anatomical site.

= Adverse reactions to vaccine and immunoglobulin are briefly discussed in the Green Book
P340.

*This advice is based on the most recent WHO position paper on
rabies vaccine (Dec 2007) and may contradict advice in rabies
immunoglobulin product leaflet, which has not been updated

16
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B8 Leaflet Accompanying Vaccines and Immunoglobulin Issued from
Cfl

Administration of Rabies Vaccines & Immunoglobulins

Post Exposure
Vaccine

= Post Exposure Prophylaxis (PEP) vaccine is administered intramuscularly in the deltoid muscle

= The UK schedule for unimmunised individuals is 5 vaccines (+/- RIG) at the following interval
0, 3,7, 14, 28-30 days

= Each sequential dose should be given in alternate arms. Suggest start in non dominant arm
» Day 0 is the day of 1* vaccine NOT necessarily day of exposure

= [fadose is missed, or timing has been compromised, the next vaccine should be given as soon
as possible and considered as the missed dose, and subsequent intervals readjusted

= The 5" final dose of rabies vaccine PEP, should not be given before day 26

= [fthere is difficulty in achieving the specified interval for PEP, it is most important to deliver
the first 3 vaccines with plus/minus one day

= Altered vaccine PEP schedules for partially immune individuals may need to be discussed on an
individual basis.

17
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Rabies Immunoglobulin (RIG)

= RIG is given in addition to vaccine depending on risk assessment of exposure to provide short
term protection in the first 6 days post initiation of treatment

= The total antibody induced by active vaccination (vaccine) is many orders of magnitude greater
that can be provided by passive vaccination (RIG). For this reason RIG is not given after 7 days
post initiation of rabies PEP vaccine schedule or to an individual who is already partially
immunised

= RIG is infiltrated intramuscularly around the site of the wound if possible. If this is difficult or
the wound has completed healed, then RIG can be given in the anterolateral thigh

= Vaccine and RIG should NEVER be given at the same anatomical site

= RIG is manufactured from non UK blood products. The final formulation is a liquid and the
potency of the material is assessed in international units (IU/ml)

= The recommended dose is 20 [U/kg (all ages)
= RIG batches from the same manufacturer do vary in potency. It is therefore CRITICAL to
know the following
- Potency
- Weight of patient

= The potency is given in IU/mL. It is necessary to calculate the required volume.

= [f more than 5Sml (2ml in children under 20kg) of RIG is needed, it should be given in divided
doses at different sites.

= Adverse reactions to vaccine and immunoglobulin are briefly discussed in the Department of
Health Immunisation against Infectious Diseases 2006 3™ Edition Green Book p340

18
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C.1 Issuing Rabies Vaccines from C{I

General

Vaccines are held in CfI (Cold Room 1A35) and are issued by the rabies clerk on receipt of
doctor authorisation/proforma (available on rabies page of Duty Doctor pack) with patient
details(Table C2)

On call /Duty BMS will issue rabies vaccine for collection out of hours (Table C2). Proforma
for the issue should be provided to rabies clerk the next working day

Rabies vaccines are packaged with cold packs and distributed via guaranteed postal delivery or
Rabies vaccines can be collected at any time (24/7) from reception at C{I.

Rabies clerk requires forms by 3.30pm to ensure sufficient packaging time to meet collection
time of 4pm for guaranteed next day delivery

Vaccines are also held in various centres across UK (supply list). It may be more convenient to
issue from alternative supply centre, once decision has been made that vaccine/immunoglobulin

are appropriate.

Vaccine supply centres elsewhere may be used for collection of vaccines and RIG, but do not
provide postal delivery

Vaccines ( but not RIG) can be obtained from pharmacies on prescription

LOGISTIC INFORMATION

HPA/Dept Health does not supply rabies vaccines for Scotland or N Ireland. Requests from
Scotland should be referred to Health Protection Scotland (0141 300 1100), and from Northern
Ireland to the Public Health Laboratory, Belfast City Hospital (028 9032 9241).

We do not supply by post rabies vaccines on a Friday or before Bank Holiday (unless
guaranteed person to receive at destination (GP Surgery/AE Dept).

We do not provide couriers for vaccine. Arrangements for collection are either organised
individually with the patient or via local health facility responsible for treating patient.

We do not issue vaccines or RIG for people currently out of the UK.

If people are travelling with vaccines, vaccine must be kept cold (4°C) with an ice pack or in a
domestic fridge at all times and if it is envisaged that an individual will be more than 24 hours
in transit, vaccine should not be issued. More than 24 hours at room temperature renders a loss
of potency of vaccine.

Patients should be advised that it may not be possible for security reasons to travel on planes
with vaccines in hand luggage.

Vaccine may need to be sourced locally in different countries as doctors may refuse to give
unfamiliar vaccine products brought from the UK.

19
August 2009



CfI Clinical Rabies Service

C.2 Arrangements for Issuing Rabies Vaccines from CfI

Timing Authorising Doctor Issuing Method of Delivery/Collection
Monday — Thursday Duty Doctor” Rabies Clerk’ Guaranteed postal delivery
9AM - 4PM Collection CfT*
Monday — Thursday Duty Doctor/ On call’ Rabies Clerk Collection CHI or following day despatch
4PM - 7:30PM doctor On site BMS*
Monday — Thursday On call doctor On Call BMS Collection or despatch next available
7:30PM — 9AM guaranteed delivery
Friday Duty Doctor/On call doctor | Rabies Clerk/ On site BMS Collection CfI or despatch following
9AM - 7:30PM Monday
Weekends On call doctor On call BMS Collection only
7:30PM Friday — Monday AM Responsibility patient health facility or

despatch Monday

Guaranteed postal delivery can only be arranged Monday to Thursday, which will ensure delivery the next working day before midday. It
requires recipients to sign for delivery. Urgent provision of vaccine from CfI Friday to Monday will require collection in person or by courier
from CfI reception which is open 24/7

? Duty Doctor = Public Health SpR (9-6pm) +/- VRD Duty Consultant
* Rabies Clerk = x 6204 9-5PM
* Collection from CfI reception 24 hrs/day by arrangement. Details of how to get to CfI are on HPA home page www.hpa.org.uk.
> Available through VTAS CfI on call service from 5:30pm to 8am (VTAS No 07699 391584)
% Evening BMS on site between 5:30 and 7:30 and can dispense vaccines. Mobile no DECT 6320 or available through security.
20
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C.3 National Issuing Centres Rabies Vaccines and Rabies Immunoglobulin

Issuing Centres
HPA West Midlands Molecular Detection Laboratory
Birmingham Laboratory Microbiology Department
Heart of England Foundation Trust Old Medical School
Birmingham | Bordesley Green East Leeds Leeds General Infirmary
Birmingham Thoresby Place
B9 5ST Leeds, LS1 3EX
Level 1 Central Pharmacy Ml?rOblf)lOgy Lgboratgry
) University Hospital Aintree
Addenbrookes Hospital
) Lower Lane
. Hills Road . .
Cambridge . Liverpool Liverpool
Cambridge L9 7AL
CB22QQ
Pharmacy Department HPA Newcastle Laboratory
. . Institute of Pathology
University Hospital of Wales .
(UHW) Newecastle General Hospital
Cardiff Newcastle Westgate Road
Heath Park Newecastle-upon-Tyne
Cardiff CF14 4XW NE4 6BE
Microbiology Department . Department of Microbiology
Royal Devon & Exeter Hospital . . .
Norfolk & Norwich University
(Wonford) il
Church Lane Hospital NHS Trust
Exeter . Norwich Bowthorpe Road
Heavitree .
Exeter Norwich
EX2 SAD NR2 3TX
Health Control Unit Pharmacy Purchasing &
Terminal 3 Arrivals Distribution Unit
Heathrow Airport Churchill Hospital
Heathrow | Hounslow Oxford Churchill Drive
Middlesex Oxford
TW6 INB OX3 7LJ
Duty Manager, Gatwick Health HPA South East
Control Pharmacy Stores
Port Health Unit Level B West Wing
. Gatwick Airport Southampton General Hospital
Gatwick North Terminal Unit Southampton Shirley
West Sussex Southampton
RH6 ONP SO16 6YD

August 2009
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D.1 Clinical Governance Rabies Clinical Service

Clinical Advice & Case Packaging & Telephones Information Management Outputs
Management
Activity SpR Duty Doctor
VRD Consultants Rabies Clerk 1. Website (public) 1 Annual reports to Dept
health re cases
CflI on call rota Switchboard 2. Duty Doctors Pack & Intranet | 2 Annual report of IgG and
(HPA) vaccine issue
Evening BMS 3. SpR Database*
On call BMS 4. VRD Database*
Clinical Governance VRD Consultants: Immunisation Division to Public Health: Zoonoses
Responsibility/Lead comply with Wholesale dealers | Consultant
License
Protocols/SOPs for packaging 1. Zoonoses Consultant 1.VRD
RIG potency monitoring 2. VRD
3. Public Health Training* Lead | 2.Immunisation division
4. VRD Data Manager*
Training Action Duty Doctor Training BMS Switchboard
Admin staff Imms dept | Website
Consultant Training Switchboard Duty Doctor Packs
Packaging
Delivery Cfl Ops Manager

*Wholesale dealers’ license requires that CfI have appropriate clinical governance structures

** During 2008 we will be working towards a single CfI database to capture all rabies clinical advice given from CfI
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CfI Clinical Rabies Service

D2 Responsibilities & Training

= All calls relating to the provision of rabies clinical advice are subject to audit and must be
documented whether vaccine is issued or not,

= All calls must be logged on a paper record on the rabies clinical record form (available on
rabies page of Duty Doctor pack) and given to the rabies clerk by the end of each
working day at the latest.

= If calls are taken out of hours, copy of rabies form should be given to rabies clerk the
next working day

» Forms will be reviewed by Duty VRD consultant next working day. This should not
delay issue of vaccine as it will take place 24-48 hours later

* Initial training for SpRs and new consultants will be arranged on an individual/ad hoc
basis, but is an essential requirement for participation in CfI duty doctor/on call rabies
service

* Training must be recorded in training records and signed off by appropriate individuals

= Participation in CfI clinical audit and duty doctor training on a regular basis is required
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CfI Clinical Rabies Service

E. Source Documents & useful references

HPA Public Health Management of suspected case of Human rabies, A standard
operating procedure for communication and action 30/11/2004

Management of rabies in humans :Jackson et al (2003) CID 36 60-63

A fatal encephalitis : Schankin et al (2005), Lancet 365 358-359

DH memorandum on rabies: Memorandum on Rabies Prevention and Control (Feb
2000)

http://www.dh.gov.uk/prod consum dh/idcplg?IdcService=GET FILE&dID=949&Renditio
n=Web

Immunisation against infectious disease - '"The Green Book"
http://www.dh.gov.uk/en/Policyandguidance/Healthandsocialcaretopics/Greenbook/DH 409
7254

WHO Expert Consultation on rabies

WHO expert consultation on rabies. First report. Geneva, World Health Organization, 2005
(WHO Technical Report Series No. 931; ISBN 92 4 120931;
http://www.who.int/rabies/trs931 %2006 05.pdf)

WHO expert consultation on rabies. First report. Geneva, World Health Organization, 2005
WHO Technical Report Series No. 931; ISBN 92 4 120931
http://www.who.int/rabies/en/WHO _guide rabies_pre post exp_treat humans.pdf
http://www.oie.int/eng/normes/mcode/en_chapitre 2.2.5.htm
http://www.who.int/entity/immunization/policy/rabies.pdf
http://www.who.int/mediacentre/factsheets/fs099/en/

http://www.who.int/rabies/en/Intradermal application_of rabies_vaccines.pdf

Current WHO Guide for Rabies Pre and Post Exposure Treatment in Humans
WHO position paper :Rabies vaccines :Weekly Epidemiological Record (WER) 7 December
2007, vol. 82, 49/50 (pp 425-436)

Terrestrial animal health code
http://www.oie.int/eng/normes/Mcode/en_chapitre 2.2.5.htm

British National Formulary
http://www.bnf.org

Safety review of purified chick embryo cell rabies vaccine: Data from Vaccine Adverse
Event Reporting System 1997-2005. Dobarzic et al, Vaccine 25 (2007) 4244-4251

Rabies Antibody levels in Bat Handlers in the UK Morris et al, 2007 Human Vaccines
3:5165-170

Many of these are available on the Rabies page of the Duty Doctor pack on the Intranet
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