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At a glance 

Rapid 

Response 

Toolkit  

for Rabies 

FLOW DIAGRAMS 

Each trigger has a flow 

diagram which shows the 

simplified workflow of WHO 

does WHAT and WHEN. 

ROLE-BASED 

The detailed tasks are organized by 

responsible person.  Easily view the 

necessary tasks by clicking on the 

specific role. 

CHECKLIST-ORIENTED 

After each flow diagram is a 

detailed checklist of tasks 

showing WHAT to do and 

WHEN and WHERE to do them. 

TRIGGERS 

A trigger is a rabies-related scenario that needs to 

be responded to. Directly view the recommended 

response activities by clicking on a specific trigger. 

MOBILE 

The toolkit and all 

attached references 

and materials can be 

used on-site and 

offline. 

 



 

 

Using the Rapid Response Toolkit 

What is the Rapid Response Toolkit? 

The Rapid Response Toolkit for Rabies is a compilation of local and international guidelines and procedures 

related to an effective rabies response. These guidelines address the responsibilities of all personnel involved 

in a rabies response, spanning multiple sectors – helping the stakeholders to effectively undertake their daily 

activities in the scope of rabies control. To do this, these guidelines are presented in a series of steps that 

highlight the roles and responsibilities of each stakeholder involved in rabies prevention and control.   

 

What are the different triggers? 

Different scenarios, or triggers, represent the start of every potential scenario that may be encountered when 

working on a rabies response. These triggers are:  

 a) suspect animal case,  

 b) animal found dead,  

 c) animal carcass or sample received in the laboratory,  

 d) human bitten by an animal, and  

 e) suspect human case.  

These triggers are discussed in more detail in the next section.  

 

How do I use the manual? 

The steps for each trigger are presented in the different chapters of the toolkit, which means users can go to 

the relevant section of the toolkit based on the current scenario (trigger) they have encountered. Each trigger 

has a flow diagram depicting the main steps involved in the response to that specific trigger. Under each step 

are the names of different stakeholders responsible for specific tasks under that step. These specific tasks are 

listed in the pages following the flow diagram. The tasks are grouped per stakeholder so that each stakeholder 

will only have to refer to their particular sections. The tasks for each stakeholder are grouped as shown in the 

diagram and are arranged in a checklist format.  

The stakeholders, or the intended users of the manual, are listed on the next page. Note that this list may be 

adjusted depending on your Local Government Unit’s (LGUs) policy or system. The stakeholders are sorted by 

sector, and are assigned color codes and abbreviations for easy reference throughout the toolkit. 

Colored text boxes are assigned different colors depending on the type of information in the box. 

 

 

Legislations and policies are also linked in the toolkit and can be viewed by clicking on the symbol. 

Important reminders Reference to other documents Other information 

IMPORTANT: 

Set the page display to Two-Page View 

in your PDF reader when viewing this 

document on your computer. 



 

 

OFFICE PERSONS INVOLVED 
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AND COLOR CODE 

Barangay   

 Barangay hall BHW, BAHA/BALW/etc, barangay captain, sanitation officer, other officials Bgy 

    

Human health 

 ABTC/ABC ABTC/ABC staff ABTC/ABC 

 CHD Regional human rabies coordinators Reg human  

 CHD Regional Epidemiology and Surveillance Units (PIDSR staff) RESU 

 Hospital Hospital staff Hospital 

 Hospital Hospital Epidemiology and Surveillance Unit HESU 

 Laboratory Laboratory staff Lab 

 PHO/CHO/MHO Provincial/City/Municipal human rabies coordinators  Loc human 
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Animal health 

 Private vet Private vet Priv vet 
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 BAI BAI staff BAI 

 Laboratory Lab staff Lab 
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Rabies is a zoonotic disease that remains endemic in the Philippines and continues to be a public health concern. 

It is entirely preventable through adequate vaccination of at-risk dog populations and the timely prophylactic 

treatment of exposed people.  

Rabies is a notifiable disease that requires timely responses and appropriate action to save lives. Furthermore, 

rabies interventions are most effective when the One Health approach is implemented, wherein coordination, 

collaboration and sharing of life-saving information between the animal health and human health sectors (among 

others) is crucial. 

The Rapid Response Toolkit for Rabies is based on the One Health approach and provides a clear, user-friendly 

guide that assists responders to effectively and efficiently undertake their duties in the event of rabies cases and 

related incidents. Based on identified triggers and scenarios, this toolkit provides a step-by-step guide for the 

proper course of actions towards efficient and effective rabies intervention initiatives, while also highlighting the 

importance of proper coordination and reporting to all relevant stakeholders.  

The toolkit is mostly based from the NRPCP MOP and other international guidelines. Results from key informant 

interview from different stakeholders were also taken into consideration in developing the toolkit. All of these 

were collated and integrated for a more  simple, go-to manual to assist rabies personnel in the field. 
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The response activities outlined in this document are grouped by trigger - a) suspect animal case, b) 

animal found dead, c) animal carcass  or sample received in the laboratory, d) human bitten by an animal, 

and e) suspect human case. 

 

Suspect animal case  

Rabies is a notifiable disease in both human health and animal health sectors. Rapid investigation and 

response to animal rabies is essential for the management of potential exposures and limiting continued 

disease transmission. 

In the Philippines, majority of the rabies cases in humans are from rabid dogs and cats. Other mammals 

such as monkeys and bats can also transmit the rabies virus. 

A suspect animal case is defined as an animal involved in a biting incident or an animal that presents with 

any one of the following signs: 

 Sudden behavioral change (e.g. sudden anorexia, signs of apprehension or nervousness, irritability, 

hypersensitivity) 

 Hydrophobia 

 Muscle paralysis 

 Nervous signs 

 

Animal found dead 

Active surveillance strengthens surveillance, resulting in a more accurate depiction of the occurrence of 

rabies. However, active surveillance may be biased depending on the sampling technique. Testing of 

healthy animals dilutes the actual proportion of cases (e.g., percentage positivity), suggesting a lower 

overall risk of rabies. Killing and testing healthy animals has no impact on rabies surveillance and is also 

economically and ethically impractical. In endemic areas, active surveillance of animals including roadkill 

and those that died of unknown causes may provide a higher rate of detection, and when implemented 

and analyzed together with passive rabies surveillance, is likely to provide a more comprehensive 

understanding of the local rabies epidemiology. 

Animals that need to be investigated under this trigger include those that have died as a result of vehicular 

accidents or unknown causes (sudden and/or unexplained death). 

This trigger can increase the sensitivity of surveillance and is recommended for endemic areas with 

established animal rabies surveillance. This trigger is also recommended for rabies-free areas, areas with 

sporadic cases, and is especially important for those areas nearing dog rabies freedom.  

Rabies Rapid Response Rationale 

and Definitions 



 

 

 

 

Animal carcass or sample received in the laboratory 

Ideally, the local government veterinarian/agriculturist should investigate and submit for testing all suspect 

animal rabies cases within their jurisdiction. In some areas, however, owned animals that are suspected of having 

rabies are submitted directly to the animal diagnostic laboratory, bypassing the local government veterinarian/

agriculturist. This happens, not because of the inactivity of the veterinary/agriculture office, but merely because 

of practicality given the animal owner’s shorter travel distance to the laboratory. This trigger is included to 

capture these cases that may have otherwise been missed in the Suspect Animal Case trigger. 

 

Human bitten by an animal 

This trigger involves responding to persons seen in the community or in animal bite treatment facilities who were 

bitten or scratched by dogs or cats, and other mammals such as bats and monkeys. This trigger relies on the 

principles of Integrated bite case management (IBCM). IBCM is a One Health approach to rabies surveillance 

where both human and animal health sectors work together to assess the risk of rabies in humans bitten by 

animals and the biting animals. IBCM involves determining the risk of the biting animal and, in some cases 

observing it for clinical signs in quarantine, while also working to identify other potentially exposed animals and 

people. IBCM helps to ensure the appropriate management and follow-up of rabies cases, and will not only 

improve the quality of surveillance, but also prevent human deaths from rabies. These outcomes prompt the 

veterinary/agriculture office to the presence of a suspect, probable, or confirmed animal rabies case that may 

have been missed in the Suspect Animal Case trigger. 

 

Human rabies case 

Human rabies is classified as an immediately notifiable disease and must be reported within 24 hours. A suspect 

human case is defined as a person presenting with an acute neurological syndrome (encephalitis) dominated by 

forms of hyperactivity (furious rabies) or paralytic syndromes (dumb rabies) that progresses towards coma and 

death, usually by respiratory failure, within 7 to 10 days after the first symptom, if no intensive care is instituted. 

 



 

 

Suspect animal case 
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Suspect animal detected 
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Coordination  
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bite victims 

Animal health investigation 
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Case classification 
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stakeholders 

ABTC/ABC ABTC/ABC 

Lab Loc animal 

Loc human 

Reg animal 

Reg human RESU 

Loc animal Loc human 

Bgy 

Loc animal Bgy 

Loc animal Reg animal Loc animal 

Loc animal 

Loc ESU 



 

 

Barangay staff -  

Suspect animal 

detected 

Respond to alerts about rabies suspect animals. These may be received from community members or 

from other barangay officials. Collect information on the status of the animal, location, and contact 

information of witnesses for easy coordination with the veterinary/agriculture office. 

Notify PVO/CVO/MAO immediately about the rabies suspect animal. Provide all available information 

including the status of the animal and contact information of the person who reported and/or 

witnesses. 

Warn the community members especially if the animal was reported to be roaming around the area.  

Alerting 

stakeholders 

Coordination  

Prepare all necessary equipment even before the PVO/CVO/MAO 

coordinates with you. Accompany the animal health team to the 

location of the suspect animal and assist in the investigation. 

Animal health 
investigation 

If the suspect animal is owned and the owner wants it surrendered, assist the animal health team in 

capturing the animal. 

If the animal is alive and free-roaming, or showing signs of rabies, assist the animal health team in 

capturing the animal. 

If the animal is dead or was buried recently, assist the animal health team in retrieving the carcass. 

If the animal cannot be located or the carcass is badly decomposed or putrid, assist the animal health 

team in identifying witnesses and possible bite victims. 

Animal 

quarantine 

If the animal is confined in the barangay isolation area for observation, ensure that the animal is 

provided with food and water every day. Observe the 

animal for any signs that may develop. 

If the animal is observed at home, follow-up with the 

owner every day for any changes in the animal. 

BHW, BAHA/BALW/etc, barangay captain, other officials 

IMPORTANT REMINDER 

A suspect animal is an animal that: 
1. shows any of the following signs: sudden behavioral change, hydrophobia, muscle 

paralysis, nervous signs 
2. is involved in a biting incident 

FOR MORE INFORMATION 

Refer to Ref 2. Signs of animal rabies (Canine Rabies 
Blueprint) 

 Back to diagram 

- OR -  

- OR -  

- OR -  

- OR -  

REFER TO 

Ref 1. Catching stray dogs (NRPCP) 
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If the laboratory results of the animal is positive or inconclusive, assist the animal health team in 

identifying other animals that came into contact with the confirmed animal. 

Conduct community education  in the community and counsel affected families in coordination with the 

PVO/CVO/MAO and PHO/CHO/MHO. 

Identification of 
other exposed 

animals 

Conduct of  community 

education 

Private veterinarian 

Suspect animal 

detected 

Always consider rabies when ruling out diseases in 

animals seen in the clinic. Fill out the BAI Case 

Investigation form to aid the PVO/CVO/MAO in their 

investigation.  

If the animal is showing signs of rabies, notify PVO/CVO/MAO immediately. Provide all available 

information including the status of the animal and contact information of the owner. 
Alerting 

stakeholders 

Animal 

quarantine 

If the animal is involved in a biting incident but is not showing signs 

of rabies, instruct the owner to confine the animal at home away 

from other animals and humans. Explain the signs to look out for. 

Emphasize that extreme caution must be used at all times when 

feeding and providing water. Instruct the owner to immediately notify you and the PVO/CVO/MAO if the 

animal showed signs of rabies during observation. 

Barangay staff -  BHW, BAHA/BALW/etc, barangay captain, other officials 

 Back to diagram 

IMPORTANT REMINDER 

RA 9482 IRR Rule 6A(4)2 states that “All owners/operators of animal facilities shall be required 
by the DA to report incidents of animal rabies in their facilities “. 

FOR MORE INFORMATION 

Refer to Ref 3. Signs of animal rabies (NRPCP) 
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REFER TO 

Form 1. Sample home quarantine form 



 

 

Suspect animal 

detected 

Observe rescued animals for possible signs of rabies. Ensure that the animal is confined separate from 

the other animals. Use extreme caution when providing food and water. Collect information on when 

and where the animal was rescued. If possible, ask if there are bite victims in the area. These 

information will help the PVO/CVO/MAO in their animal health investigation. 

Notify PVO/CVO/MAO immediately about the rabies 

suspect animal. Provide all available information 

including the status of the animal and when and where 

it was rescued, and possible bite victims. 

Alerting 

stakeholders 

Local animal health - PVO/CVO/MAO 

Coordinate with the barangay staff upon receipt of the suspect 

animal report, and schedule the date and time of investigation. 

 

Prepare all necessary forms and equipment and proceed to the 

site. 

Coordination  

If the animal is showing signs of rabies, capture with 

extreme caution and euthanize humanely . Note that only 

licensed veterinarians are allowed to perform euthanasia. 

If the animal is dead or was buried recently, collect the 

carcass. 

Head collection 

Identification of 
bite victims 

Coordinate with human health coordinator 

counterpart and/or interview witnesses and 

bite victims. 

Refer the bite victims to nearest ABTC. 

REFER TO 

Form 2. BAI Case Investigation Form 
Ref 1. Catching stray dogs (NRPCP) 

Animal health 
investigation 

 Back to diagram 

- OR -  

- OR -  

REFER TO 

Ref 4. List of accredited ABP Providers (PhilHealth)  
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Fill out the BAI Case Investigation Form. 

Animal rescue 

IMPORTANT REMINDER 

Make sure that animals for adoption are vaccinated 
against rabies and other diseases. 



 

 

Animal health 
investigation 

If the suspect animal is owned and the owner wants it 

surrendered, capture the animal and bring to the pound or 

isolation area. 

If the owner prefers to observe the animal at home, 

ensure that there is an isolation area and provide 

instructions on  the signs to look out for. Make sure that 

the owner has your contact details in the event the animal 

begins to show signs. 

If the suspect animal is free-roaming, capture the animal 

and bring to the pound or isolation area. 

Animal quarantine 

Proceed to 

If the animal cannot be located or the carcass is badly 

decomposed or putrid, proceed to Case Classification. 
Case classification 

Local animal health - PVO/CVO/MAO 

Animal 

quarantine 

Isolate and observe animal for 14 days in the pound 

or designated isolation area.  

If the animal is isolated at home, follow-up with the 

owner regularly for any changes in the animal.  

If the animal shows signs of rabies within 14 days, 

euthanize humanely . Note that only licensed 

veterinarians are allowed to perform euthanasia. 
Head collection 

If the animal is healthy after 14 days, return the animal to 

the owner. If the animal is unowned, have the animal 

adopted, vaccinated-neutered-released, or euthanized 

depending on your LGU’s ordinances. Note that only 

licensed veterinarians are allowed to perform euthanasia. 

Case classification 

 Back to diagram 

- OR -  

- OR -  

- OR -  

- OR -  

FOR MORE INFORMATION 

Refer to Ref 2. Signs of animal rabies (Rabies Blueprint) 

FOR MORE INFORMATION 

Refer to Ref 5. Euthanasia (NRPCP) and Ref 6. Euthanasia (OIE) 
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REFER TO 

Form 1. Sample home quarantine form 



 

 

Local animal health - PVO/CVO/MAO 

Transport the suspect animal’s carcass to a facility where it is safe to remove the head. Note that only 

trained personnel should remove the head. 

Head collection Dispose of the carcass by burial or cremation. 

Transport the head to the nearest rabies diagnostic laboratory. 

Ref 7. List of national and regional animal rabies diagnostic laboratories  

RADDL CAR  
BPI Compound, Guisad, Baguio City  
integratedlaboratories.dacar@gmail.com 
raddl_car@yahoo.com 
(074) 445-4973  
 
RADDL 1 
DA RFO-I, Aguila Road, Sevilla Norte, City of 
San Fernando, La Union  
ilocos@da.gov.ph 
(072) 242-1045 to 46 / 888-0341  
 
RADDL 2 
CVIAL, RGC, Enrile Blvd., Carig Sur, 
Tuguegarao City 
ild.fro2@da.gov.ph 
(078) 377-0256  
 
RADDL 3 
Capitol Cmpd, Sto Nino, City of San Fernando, 
Pampanga 
integlab3financialmonitoring@gmail.com 
region3ild@gmail.com 
(045) 961-1452  
 
RADDL 4a 
0345 Tanco Drive, Marawoy, Lipa City, Batangas  
rafis@calabarzon.da.gov.ph 
dacalabarzon.info@gmail.com 
+63 (2) 8920-0116 / 273-2474 loc. 4480  
 
 
 

RADDL 4b 
Barcenaga, Naujan, Oriental Mindoro 
r.nanette@ymail.com 
8927-4350  
(02) 8528-2240 loc. 1610  
RADDL 5 
Cabangan, Camalig, Albay 
(054) 477-0068 
da5philahis@yahoo.com  
 
RADDL 6 
WESTVIARC, Buntatala, Jaro, Iloilo City  
(033) 336-9737  
 
RADDL 7 
Old Department of Agriculture Cmpd, M. Velez 
St, Cebu City 
MES Compound, Estancia St., Maguikay, 
Mandaue City Cebu  
(032) 268-5187/ 238-2163  
 
RADDL 8 
Magsaysay Ave, Tacloban City 
ild_rfo8@yahoo.com 
(053) 522-2182  
 
RADDL Caraga 
Taguibo, Butuan City 
 
RADDL 9 
Gen. Vicente Alvarez St., Zamboanga City 
rfu9da@yahoo.com 
(062) 214-4677   

RADDL 10 
A. Luna St, Cagayan de Oro City 
agri10cdo@gmail.com 
(088) 856-6871 / 2753  
 
RADDL 11 
F. Bangoy St., Agdao, Davao City  
darfoxi.ored@gmail.com 
aizelrenmar@yahoo.com.ph 
(082) 226-3625 loc. 1100  
 
RADDL 12 
Department of Agriculture RFO XII 
Regional Center, Barangay Carpenter Hill, 
Koronadal City   
jenefferbulawan@yahoo.com 
ildrfo12@gmail.com 
(083) 228-3413 / (0915)717-3036 / IP No. 1224  
 
ADDRL 
Bureau of Animal Industry Cmpd, Visayas Ave, 
Diliman, Quezon City 
addrl@bai.gov.ph  
(02) 8528-2240 loc. 1610  
 
Research Institute for Tropical Medicine 
Filinvest Corporate City Cmpd, Alabang, 
Muntinlupa City 
02) 8807-2631 to 32 loc. 233 

 Back to diagram 

IMPORTANT REMINDER 

Dispose the carcass by burying or cremation. Disinfect the working area with commercially available 10% 
household bleach or 3% Lysol. Consumption of the carcass’s meat is prohibited.  

REFER TO 

Ref 8. Animal head collection (RITM) 
Ref 9. Handling and transport of specimens (NRPCP) 
Form 3. RADDL Specimen Submission Form 
Form 4. RITM Laboratory Diagnosis Form 
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Immediately notify the PHO/CHO/MHO and animal owner once the laboratory results of the animal are 

submitted by the diagnostic laboratory. 

Sharing of 
results to 

stakeholders 
If the result is positive or inconclusive, inform your human health counterpart and all lower level offices. 

Identification of 
other exposed 

animals 

Identify other animals that came into contact with the animal with positive/inconclusive laboratory 

result. 

If the animal bitten by a confirmed rabid animal is unowned and unvaccinated or the vaccination 

status is unknown, capture and euthanize humanely. Note that only veterinarians should perform 

euthanasia. 

Local animal health - PVO/CVO/MAO 

Animal 

quarantine 

If the animal shows no signs of rabies after the observation 

period, revaccinate and instruct owner to release from 

isolation. 
Case classification 

If the animal shows rabies signs within the observation 

period, euthanize humanely. Note that only veterinarians 

should perform euthanasia. Head collection 

Immediately coordinate with the barangay to schedule another investigation  to identify other exposed 

animals. 

 Back to diagram 

- OR -  

9 

- OR -  

If the exposed animal has been vaccinated previously (and its vaccination certificate is available) and 

can be identified with certainty (e.g. tattoo), revaccinate immediately and confine for 

at least 90 days. Post-exposure vaccination of uncertain effectiveness should be discouraged.  

If the animal is unvaccinated or not 

updated, but the owner does not wish 

to have it euthanized, revaccinate 

within 96 hours from exposure and 

place the animal under strict home 

quarantine for 6 months.  

- OR -  
FOR MORE INFORMATION 

Refer to Leg 1. IRR of RA9482 Rule 5(e) 
 

Go to https://www.cdc.gov/rabies/specific_groups/veterinarians/
potential_exposure.html 

https://www.cdc.gov/rabies/specific_groups/veterinarians/potential_exposure.html
https://www.cdc.gov/rabies/specific_groups/veterinarians/potential_exposure.html


 

 

Local animal health - PVO/CVO/MAO 

If the suspect animal could not be located during investigation, or the carcass was badly decomposed or 

putrid such that it cannot be tested in the laboratory, classify the animal as Suspect or Probable Rabies. 

 

If the suspect animal is healthy after 14 days, classify it as Not Rabies. 

 

If the brain of the animal has been tested in the laboratory, classify it as Not Rabies, Probable, or 

Confirmed Rabies depending on the laboratory result. 

Case 

classification 

Reporting to 

information system 

If the classification is Suspect, Probable, or Confirmed Rabies, report immediately to the PVO, regional 

rabies coordinator, and BAI. 

 

If the classification is Not Rabies, include in the monthly report of all rabies cases investigated to the 

PVO, regional rabies coordinator, and BAI. 

If the animal’s brain has been tested in the laboratory and the result was positive or inconclusive, 

conduct a ring vaccination campaign within a 3 kilometer radius 

from where the suspect animal was captured. Include animals  

that were not vaccinated or vaccinated but not up-to-date. 

 

If the suspect animal could not be located during investigation, or the carcass was badly decomposed 

or putrid such that it cannot be tested in the laboratory, assess the local rabies situation. If there is an 

ongoing rabies transmission within the past 6 months, increase your surveillance activities, check the 

surveillance data, and conduct a risk assessment. If your area is at high risk, conduct a ring vaccination 

campaign within a 3 kilometer radius from where the suspect animal was last seen. 

Ring 

vaccination 

Report the accomplished ring vaccination campaign to the next higher level animal rabies 

coordinator (i.e. PVO and regional rabies coordinator). 

REFER TO 

Ref 11. Quick response (NRPCP) 

 Back to diagram 

- OR -  

- OR -  

- OR -  

- OR -  

If the animal that was exposed to the suspect animal 

is alive after the 90-day or 6-month  observation 

period (depending on its vaccination history), classify 

as Not Rabies. 

REFER TO 

Ref 10. Classification of animal rabies cases (NRPCP) 

Reporting to 
information system 
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Local animal health - PVO/CVO/MAO 

If the animal has been tested in the laboratory and the result was positive or inconclusive, conduct a 

community education campaign in the community together with the PHO/CHO/MHO and barangay 

officials. 

Laboratory staff 

Collect brain specimen from the animal’s head and 

perform the recommended laboratory tests. 

Laboratory 

diagnosis 

Release the official results to the PVO, CVO/MAO, sender, and BAI immediately. 

Sharing of 
results to  

stakeholders 
If the result is positive or inconclusive, immediately notify the sender, CVO/MAO, PVO, regional animal 

rabies coordinator, and BAI. 

Reporting to  
information system 

Report the results to information system. 

Local human health / Local ESU  -  PHO/CHO/MHO 

Identification of 
bite victims 

The PVO/CVO/MAO will have coordinated with you regarding a reported suspect animal. Schedule a date 

for investigation and identification of bite victims. Coordinate the field investigation with the PVO/CVO/

MAO. Identify and interview all bite victims. 

Refer the bite victims to nearest ABTC/ABC. 

 Back to diagram 

REFER TO 

Ref 12. Terrestrial Manual Ch3 Rabies (OIE) 

REFER TO 

Ref 4. List of accredited ABP Providers (PhilHealth)  

 

FOR MORE INFORMATION 

Search Laboratory Techniques for Rabies Diagnosis in 
www.rabiessurveillanceblueprint.org 
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Conduct of  community 

education 



 

 

Local human health / Local ESU - PHO/CHO/MHO 

Sharing of 
results to 

stakeholders 

Expect, or follow-up, the result of the suspect animal from the PVO/CVO/MAO. Inform the ABTC/ABC the 

bite victims are receiving their PEP from immediately. 

If the animal has been tested in the laboratory and the result was positive or inconclusive, conduct a 

community education campaign to counsel  and educate the affected families and communities together 

with the PVO/CVO/MAO and barangay officials. 

ABTC/ABC staff 

Interview the persons referred by the PHO/CHO/MHO or PVO/CVO/MAO. Conduct risk assessment. 

Administer PEP as recommended in the 

DOH guidelines. Ensure that the bite 

patients completes their vaccine doses. 

Patients may be reminded through SMS 

or followed-up by the BHWs. 

PEP administration 
to bite victims 

Identification of 
bite victims  

There will be instances when the biting 

animal has been tested for rabies in the 

laboratory. Once the results are available, the results will be shared with you by the PHO/CHO/MHO. 

If the result is positive or is unfit for testing, ensure that the victim completes the vaccine regimen.  

If the result is negative, the vaccination may be discontinued. An alternative is to complete the regimen 

to serve as Pre-exposure Prophylaxis. 

Reporting to  
information system 

Report the patient details through NaRIS. 

 

If the result is positive or inconclusive, inform the PESU/CESU/MESU immediately. Ensure that all bite 

victims are identified and given PEP. 

REFER TO 

Leg 2. DOH AO AO 2018-13 Revised guidelines on the management of 
rabies exposures 
 
Leg 3. DOH AO 2011-02&DA AO no1 s2011 Guidelines on managing 
exposures secondary to vaccinated dog bites 
 
Ref 13. Post-Exposure Prophylaxis (WHO) 

 Back to diagram 
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Conduct of  community 

education 



 

 

Regional animal rabies coordinator 

If the animal has been tested in the laboratory and the result was positive or inconclusive, the laboratory 

staff will immediately notify you of the result. Coordinate with the PVO/CVO/MAO immediately and plan 

for the emergency response. Provide vaccines, manpower, and/or supplies as necessary to support the 

ring vaccination campaign. Report the accomplished vaccination campaign to BAI. 

Ring 

vaccination 

Sharing of 
results to 

stakeholders 

Inform the regional human health coordinator and RESU, and ensure that the PVO and CVO/MAO have  

also received the result. 

Regional human rabies coordinator / RESU 

If the animal has been tested in the laboratory and the result was positive or inconclusive, the regional 

animal rabies coordinator will immediately notify you of the result. Inform your coordinator/ESU 

counterpart of the result and ensure that the PHO and CHO/MHO have also received the result.  Sharing of 
results to 

stakeholders 

Coordinate with the PHO/CHO/MHO and ensure that investigations have been done, and all bite victims 

have been identified and given PEP. 

 Back to diagram 
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Animal found dead 
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Animal found dead 

reported 

Alerting stakeholders 

Coordination  

Laboratory diagnosis 

Reporting to 
 information system 

Head collection 

  

* 

Sharing of results to 
stakeholders 

Identification of 
bite victims 

  

Bgy 

Bgy 

Loc animal Loc animal 

Lab 

Lab 

Lab 

Loc animal Loc human 

Reg animal 

Reg human RESU 

Loc animal Loc human 

Priv vet 

Rescue 

Priv vet 

Rescue 

Click here for a 1-page 

view of the flow diagram 

ANIMAL FOUND DEAD 



 

 17 

Case classification 

Ring vaccination 

  

Reporting to 
 information system 

Identification of other 

exposed animals 
  

Go to Head Collection 

PEP administration to 
bite victims 

  

Reporting to 
 information system 

Animal quarantine 

Conduct of community 

education 

ABTC/ABC ABTC/ABC 

Reg animal Loc animal 

Loc animal Bgy 

Loc animal 

Loc animal 

Loc animal 

Loc animal Loc human 

Bgy 



 

 

Barangay staff -  

Suspect animal 

detected 

Respond to alerts about unexplained animal deaths including animals found dead because of vehicular 

accidents (i.e. mammals including dogs, cats, etc.). These may be received from community members, 

other barangay officials, or sanitation officers. Collect the carcass or remove from the road away from 

vehicles. 

Notify PVO/CVO/MAO immediately about the dead animal. Provide all available information including 

the type of animal and the location of the carcass. 
Alerting 

stakeholders 

BHW, BAHA/BALW/etc, barangay captain, 

sanitation officer, other officials 

IMPORTANT REMINDER 

Animals (especially carnivores and bats) found dead are recognized as an important source of information for rabies 
surveillance and should be part of the clinical surveillance. (OIE Terrestrial Animal Health Code 2021) 

Identification of 
other exposed 

animals 

Assist in the identification of other animals that came into contact with the animal that tested positive 

in the laboratory. 

Assist the PVO/CVO/MAO and PHO/CHO/MHO in the conduct of a community education campaign to 

counsel  and educate the affected families and communities. 
Conduct of  community 

education 

Private veterinarian 

Suspect animal 

detected 

Rabies should always be considered when ruling out diseases in animals seen in the clinic. This is also true 

for animals that died of unexplained causes.  Report all dogs and cats that died of unexplained causes to 

the PVO/CVO/MAO. Fill out the BAI Case Investigation form to aid the PVO/CVO/MAO in their 

investigation.  

Secure the body of the animal, and notify the PVO/CVO/MAO 

immediately. Provide all available information and submit the 

accomplished BAI Case Investigation Form. Alerting 

stakeholders 

REFER TO 

Form 2. BAI Case Investigation Form 
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 Back to diagram 



 

 

Animal rescue 

Suspect animal 

detected 

Report all animals that died of unexplained causes to the PVO/CVO/MAO. This includes animals that die in 

the shelter and animals that are found dead during rescue operations. Fill out the BAI Case Investigation 

form to aid the PVO/CVO/MAO in their investigation.  

Secure the body of the animal, and notify the PVO/CVO/MAO 

immediately. Provide all available information and submit the 

accomplished BAI Case Investigation Form. Alerting 

stakeholders 

REFER TO 

Form 2. BAI Case Investigation Form 

Transport the body to the nearest rabies diagnostic laboratory. Provide the laboratory staff important 

details about the animal such as where it was found, animals and persons that may have been exposed to 

the said animal, and your contact details. These information will help the PVO/CVO/MAO in their 

investigation if the laboratory result of the animal is positive. 

- OR -  

Local animal health - PVO/CVO/MAO 

Coordinate with the person who reported the found dead animal, 

and schedule the date and time of investigation. 

Coordination  

Transport the animal’s carcass to a facility where it is 

safe to remove the head. Note that only trained 

personnel should remove the head. 
Head collection 

Dispose of the carcass by burial or cremation. 

Transport the head to the nearest rabies diagnostic 

IMPORTANT REMINDER 

Dispose the carcass by burying or cremation. Disinfect the working area with 
commercially available 10% household bleach or 3% Lysol. Consumption of the 

specimen’s meat is prohibited.  

REFER TO 

FOR MORE INFORMATION 

Refer to Page 8 for the list of  animal rabies 
diagnostic laboratories 

REFER TO 

Ref 8. Animal head collection (RITM) 
Ref 9. Handling and transport of specimens (NRPCP) 
Form 3. RADDL Specimen Submission Form 
Form 4. RITM Laboratory Diagnosis Form 
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 Back to diagram 

Prepare all necessary forms and equipment and proceed to the site. Form 2. BAI Case Investigation Form 



 

 

Local animal health - PVO/CVO/MAO 

Sharing of 
results to 

stakeholders 

If the result is positive, inform your human health counterpart and all lower level offices. 

Immediately coordinate with the barangay to schedule another investigation  to identify other exposed 

animals. 

Identification of 
other exposed 

animals 

Identify other animals that came into contact with the animal with positive laboratory result. 

If the animal shows no signs of rabies after the observation 

period, revaccinate and instruct owner to release from 

isolation. 
Case classification 

If the animal shows rabies signs within the observation 

period, euthanize humanely. Note that only veterinarians 

should perform euthanasia. Head collection 

 Back to diagram 

- OR -  
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IMPORTANT REMINDER 

Euthanasia shall be done rapidly and humanely and must occur with the least fear, anxiety, pain and distress to the 
animal. Euthanasia shall only be performed by a duly licensed veterinarian (DA AO No.13 s2010) 

If the animal bitten by a confirmed rabid animal is unowned and unvaccinated or the vaccination 

status is unknown, capture and euthanize humanely. Note that only veterinarians should 

perform euthanasia. 

- OR -  

If the exposed animal has been vaccinated previously (and its vaccination certificate is available) 

and can be identified with certainty (e.g. tattoo), revaccinate immediately and confine for 

at least 90 days. Post-exposure vaccination of uncertain effectiveness should be discouraged.  

If the animal is unvaccinated or not 

updated, but the owner does not 

wish to have it euthanized, 

revaccinate within 96 hours from 

exposure and place the animal under 

strict home quarantine for 6 months.  

- OR -  
FOR MORE INFORMATION 

Refer to Leg 1. IRR of RA9482 Rule 5(e) 
 

Go to https://www.cdc.gov/rabies/specific_groups/veterinarians/
potential_exposure.html 

https://www.cdc.gov/rabies/specific_groups/veterinarians/potential_exposure.html
https://www.cdc.gov/rabies/specific_groups/veterinarians/potential_exposure.html


 

 
 Back to diagram 
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Local animal health - PVO/CVO/MAO 

If the brain of the animal has been tested in the laboratory, classify it as Not Rabies or Confirmed Rabies 

depending on the laboratory result. 

 

If the animal that was exposed to the suspect animal is 

alive after the 90-day or 6-month observation period

(depending on its vaccination history), classify as Not 

Rabies. 

Case 

classification 
REFER TO 

Ref 10. Classification of animal rabies cases (NRPCP) 

Reporting to 
information system 

If the classification is Confirmed Rabies, report immediately to the PVO, regional rabies coordinator, and BAI. 

 

If the classification is Not Rabies, include in the monthly report of all rabies cases investigated to the PVO, 

regional rabies coordinator, and BAI. 

If the animal rested positive in the laboratory, conduct a ring vaccination campaign within a 3 kilometer 

radius from where the animal carcass was collected. 

 

If the carcass was badly decomposed or putrid such 

that it cannot be tested in the laboratory, assess the 

local rabies situation. If there is an ongoing rabies transmission, increase your surveillance activities, check 

the surveillance data, and conduct a risk assessment. If your area is at high risk, conduct a ring vaccination 

campaign within a 3 kilometer radius from where the animal carcass was collected. 

Ring 

vaccination 

Report the accomplished ring vaccination campaign to the next higher level animal rabies 

coordinator (i.e. PVO and regional rabies coordinator). 
Reporting to 

information system 

REFER TO 

Ref 11. Quick response (NRPCP) 

Identification of 
bite victims 

If the animal tested positive in the laboratory, coordinate 

with human health coordinator counterpart and/or 

Interview witnesses and bite victims. 

Refer the bite victims to nearest ABTC/ABC. 

- OR -  

- OR -  

REFER TO 

Ref 4. List of accredited ABP Providers (PhilHealth) 



 

 

Collect brain specimen from the animal’s head and 

perform the recommended laboratory tests. 
REFER TO 

Ref 12. Terrestrial Manual Ch3 Rabies (OIE) 

Laboratory staff 

Sharing of 
results to 

stakeholders 

If the result is positive, immediately notify the sender, CVO/MAO, PVO, regional animal rabies coordinator, 

regional human rabies coordinator, and RESU. 

If the result is inconclusive, immediately notify the sender, CVO/MAO, and PVO. 

Reporting to 
information system 

Report the results to 

information system. 

FOR MORE INFORMATION 

Go to Laboratory Techniques for Rabies Diagnosis in www.rabiessurveillanceblueprint.org 

Laboratory 
diagnosis 

If the animal tested positive in the laboratory, conduct a community education campaign to counsel  and 

educate the affected families and communities together with the PHO/CHO/MHO and barangay officials. 

Local animal health - PVO/CVO/MAO 

Regional animal rabies coordinator 

If the animal has been tested in the laboratory and the result was positive or inconclusive, the laboratory 

staff will immediately notify you of the result. Coordinate with the PVO/CVO/MAO immediately and plan for 

the emergency response. Provide vaccines, manpower, and/or supplies as necessary to support the ring 

vaccination campaign. Report the accomplished vaccination campaign to BAI. 

Ring 

vaccination 

Inform the regional human health coordinator and RESU, and ensure that the PVO and CVO/MAO have  also 

received the result. 

 Back to diagram 

Sharing of results to 
stakeholders 
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Conduct of  community 

education 

Release the official results to the PVO, CVO/MAO, and sender immediately. 



 

 
 Back to diagram 
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Regional human rabies coordinator / RESU 

If the animal tested positive in the laboratory, the regional animal rabies coordinator will immediately 

notify you of the result. Inform your coordinator/ESU counterpart of the result and ensure that the PHO 

and CHO/MHO have also received the result.  Sharing of 
results to 

stakeholders 

Coordinate with the PHO/CHO/MHO and ensure that investigations have been done, and all bite victims 

have been identified and given PEP. 

Local human health - PHO/CHO/MHO 

Identification of 
bite victims  

The PVO/CVO/MAO will have coordinated with you regarding an found animal carcass that tested 

positive for rabies. Schedule a date for investigation and identification of bite victims. Coordinate the 

field investigation with the PVO/CVO/MAO. 

Identify and interview all bite victims. 

Refer the bite victims to nearest ABTC. 

REFER TO 

Ref 4. List of accredited ABP Providers (PhilHealth)  

Conduct a community education campaign to counsel  and educate the affected families and 

communities together with the PVO/CVO/MAO and barangay officials. 

ABTC/ABC staff 

Interview the persons referred by the PHO/CHO/MHO or PVO/CVO/MAO. Conduct risk assessment. 

Administer PEP as recommended in the 

DOH guidelines. Ensure that the bite 

patients completes their vaccine doses. 

Patients may be reminded through SMS or 

followed-up by the BHWs. 

PEP 
administration to 

bite victims 

Identification of 
bite victims  

Reporting to 
information system 

Report the patient details through NaRIS. 

REFER TO 

Leg 2. DOH AO 2018-13 Revised guidelines on the management of 
rabies exposures 
 
Ref 13.Post-Exposure Prophylaxis (WHO) 

Conduct of  community 

education 
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Animal carcass received 

in the laboratory 

 



 

 

Animal carcass received 

in the laboratory 

Assessment 

Identification of 

bite victims 
Identification of other 

exposed animals 

If the animal meets the definition 

of a suspect animal, please refer 

to SUSPECT ANIMAL 

If the cause of the animal’s death 

cannot be explained, please refer 

to UNEXPLAINED ANIMAL 

DEATHS 

Specimen collection 

  

Lab 

Lab 

Lab 

Lab 

Lab Loc animal Lab Loc animal 

Lab 
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RECEIVED IN THE LABORATORY 



 

 

Receive animal carcass submitted for rabies diagnosis and ensure 

that the carcass has been disposed of properly. 

Laboratory staff 

Interview the person submitting the carcass and ensure that the 

laboratory request form is completely filled out. 

REFER TO 

Form 3. Rabies Submission Form (BAI) 
Form 4. Laboratory Diagnosis Form (RITM) 

Ask if there are animals bitten or exposed to the animal being tested. Advise the sender that the PVO/CVO/

MAO may come to capture and confine the exposed animals. Inform the sender about the need to possibly 

continue the isolation and observation of the exposed animals if the laboratory result is positive or 

inconclusive.  

Ask if the animal being tested has bitten, licked, or scratched other humans. Advise the sender to identify all 

persons exposed to the animal. This will help the PVO/CVO/MAO and PHO/CHO/MHO in their investigation 

if the laboratory result is positive or inconclusive, and will help facilitate immediate administration of PEP. 

Identification of other 

exposed animals 

Identification of 

bite victims 

Specimen 

collection 

Collect brain specimen from the animal’s head and 

perform the recommended laboratory tests. 

REFER TO 

Ref 12. Terrestrial Manual Ch3 Rabies (OIE) 

If the animal being tested fits the definition of a suspect animal, 

report results as described in page 11. Inform the PVO/CVO/

MAO of the history of the animal. 

 

If the animal being tested died of unknown causes or was 

involved in a vehicular accident, report results as described in 

page 22. Inform the PVO/CVO/MAO of the history of the animal. 

Local animal health - PVO/CVO/MAO 

If the animal reported by the laboratory fits the definition of a 

suspect animal, conduct investigation and response as described 

in page 2. 

 

If the animal reported by the laboratory died of unknown causes 

or was involved in a vehicular accident, conduct investigation 

and response as described in page 16. 

Assessment 

 Back to diagram 

Animal carcass 

received in the 

laboratory 

- OR -  

- OR -  
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Animal found dead 

trigger 

Suspect animal 

trigger 

Suspect animal 

trigger 

Animal found dead 

trigger 
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Human bitten by an animal 
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Referral to a health facility Human bitten by animal seen 
PEP administration to 

bite victims 
  

Bgy RESU-ESR 

ABTC/ABC 

Bgy ABTC/ABC ABTC/ABC 

Click here for a 1-page 

view of the flow diagram 

HUMAN BITTEN BY ANIMAL 
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Interview and counselling 

Reporting to 

 information system 

Identification of 

other bite victims 

Coordination  

Animal quarantine 

Please refer to steps Animal 

Health Investigation and 

onwards in SUSPECT ANIMAL 

ABTC/ABC 

ABTC/ABC 

ABTC/ABC 

ABTC/ABC 

ABTC/ABC Bgy 

Loc human Loc animal 

RESU-ESR 



 

 

Regional Epidemiology and Surveillance Unit - ESR staff 

Review reports about bite incidents (e.g. unprovoked bites, clustering of biting incidents, bitten by a 

rabid dog, involved multiple bite victims, etc.) and verify these reports immediately with the sender and 

the concerned LGU. Collect information on the status of the bite victim/s, biting animal, location, and 

contact information of sender. Upon verification, coordinate these 

details to the PHO and CHO/MHO. 

Identification of 
bite victims  

Barangay staff -  

Respond to alerts about bite incidents and provide assistance to the bite victims. Ensure that the wound 

has been thoroughly washed with soap and water for at least 15 minutes. 

BHW, BAHA/BALW/etc, barangay captain, 

sanitation officer, other officials 

Identification of 
bite victims  

Referral to a 

health facility 

Refer the bite victim/s to the nearest ABTC/ABC. 
REFER TO 

Ref 4. List of accredited ABP Providers (PhilHealth)  

ABTC/ABC staff 

Accommodate the walk-in bite victim/s or victim/s referred by the barangay. Conduct risk assessment. 

Administer PEP as recommended in the 

DOH guidelines. Ensure that the bite 

patients completes their vaccine doses. 

Patients may be reminded through SMS 

or followed-up by the BHWs. 

PEP administration 
to bite victims 

REFER TO 

Leg 2. DOH AO 2018-13 Revised guidelines on the management of 
rabies exposures 
 
Leg 3. DOH AO 2011-02&DA AO no1 s2011 Guidelines on managing 
exposures secondary to vaccinated dog bites 
 
Ref 13. Post-Exposure Prophylaxis (WHO) 

Referral to a 

health facility 

You may be approached by the bite victim again concerning the biting animal showing signs of rabies. 

Notify the PVO and CVO/MAO immediately. Provide all details including contact information to 

facilitate a rapid investigation. Coordination  

32 

Reporting to  
information system 

Report the patient details through the ESR reporting system. 

REFER TO 

Form 5. ESR Verification Report  

 Back to diagram 



 

 

Interview and 
counselling  

ABTC/ABC staff 

Interview the bite victim/s or relatives. 

If the bite was provoked and from a pet with 

seemingly no signs of rabies, instruct the bite patient 

to confine the animal at home away from other animals and humans and observe for 14 days. Explain the 

signs to look out for. Ensure that the bite patient has the contact details of the barangay, PVO/CVO/MAO. 

If the bite was from an animal with any of the following characteristics: (a) with rabies signs, (b) 

unknown free-roaming animal, or (c) involved in multiple bite incidents, notify PHO/CHO/MHO 

immediately and instruct owner to notify barangay staff or PVO/CVO/MAO. If there are other bite 

victim/s, inform the patient to inform them to proceed to the ABTC/ABC immediately. 

- OR -  

Animal 

quarantine 

If the animal was home quarantined, ask about the status of the biting animal every patient visit. If the 

animal is healthy after 14 days, instruct the owner to release the animal from confinement.  

FOR MORE INFORMATION 

Refer to Ref  2. Signs of animal rabies (Canine Rabies 
Blueprint) 

If the animal shows signs of rabies within 14 days, notify PHO and CHO/MHO immediately. Instruct the 

owner to also notify the barangay, PVO and CVO/MAO.  

- OR -  

Reporting to  
information system 

Report the patient details through NaRIS. 

Local human health - PHO/CHO/MHO 

Notify the PVO and CVO/MAO immediately about the animal that showed signs of rabies during home 

quarantine or that was involved in a high risk bite incident. Provide all details including contact 

information to facilitate a rapid investigation. Coordination  
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 Back to diagram 

REFER TO 

Form 1. Sample home quarantine form 



 

 

Local animal health - PVO/CVO/MAO 

Coordinate with the person who reported the animal that showed 

signs of rabies during home quarantine.  

 

Prepare all necessary forms and equipment and proceed to the site. 

Coordination  

REFER TO 

Form 2. BAI Case Investigation Form 

Conduct animal health investigation and response as described 

in page 6 onwards. 
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 Back to diagram 

Suspect animal 

trigger 



 

 

Suspect human case 
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Specimen collection 

  

Suspect human rabies 

case detected 
Referral to a health facility 

Interview and counselling 
of relatives 

Coordination  

Loc human RESU-ESR 
Hospital 

Hospital 

Hospital 

Loc animal 

Loc human 

Reg human RESU 

Loc ESU 

HESU 

DPCB EB - PIDSR 

Loc human 

Hospital 

Click here for a 1-page 

view of the flow diagram 

SUSPECT HUMAN 
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Laboratory 

confirmation 

Reporting to 
 information system 

Case classification 

Sharing of results to 
stakeholders  

Identification of 
exposed persons 

  

PEP administration to 
exposed persons 

  

Ring vaccination 

Reporting to 
 information system 

Case investigation 

Conduct of community 

education Sharing of results to LCE 

Clinical diagnosis 

Lab 

Hospital 

HESU Lab 

HESU Loc ESU 

RESU 

HESU Loc ESU 

RESU 

Reg animal Loc animal 

Loc ESU 

RESU 

Loc human 

Reg human 

Loc ESU 

RESU 

Loc human 

Reg human 

ABTC/ABC 

ABTC/ABC 

Loc animal Loc human 

Bgy 

Loc animal Loc human 

Hospital 

Hospital 

Hospital 



 

 38 

Conduct a community education campaign to counsel  and educate the affected families and 

communities together with the PVO/CVO/MAO and barangay officials. 

Coordinate with your counterpart animal and local/regional human rabies coordinators. Inform your LCE 

about the human rabies case in your locality and lobby for support for the LGU’s rabies program. 
Sharing of 

results to LCE 

Conduct of  community 

education 

Local human health - PHO/CHO/MHO 

Assess patients consulting in the RHU who present with rabies-like symptoms. Interview the patient and 

relatives and collect the patient’s detailed history including exposure to animals. 

Referral to a 

health facility 

Refer all suspect human rabies cases to a hospital that has a facility for rabies patients. Coordinate 

with the hospital ahead of time to enable the hospital staff to prepare for the admission of the 

suspect rabies patient. 

Regularly conduct death certificate reviews for all deaths due to rabies. 

Suspect human 

rabies case detected 

Report the suspect human rabies case to the next higher level human rabies coordinator and your ESU 

counterpart. Inform your animal health coordinator counterpart as well. 

Coordination  

Case investigation 

Coordinate with your ESU counterpart and other human 

health coordinators. Conduct case investigation using EDCS 

Rabies Case Investigation Form and ESR Verification Report. 

Identify other persons who may have been exposed to the same animal. 

Identify also other persons exposed to the patient. 

Interview the exposed persons and conduct risk 

assessment. 

Refer them to the nearest ABTC/ABC. 

REFER TO 

Ref 4. List of accredited ABP Providers (PhilHealth) 

Identification of 
exposed persons 

REFER TO 

Form 6. EDCS Rabies Case Investigation Form 
Form 5. ESR Verification Report  

 Back to diagram 



 

 
 Back to diagram 

Clinical diagnosis 

Hospital staff 

Referral to a 

health facility 

Admit patients presenting with rabies-like symptoms. Re-assess the patient to rule out any differential 

diagnosis.  

Ensure that the patient is provided a quiet, draft-free isolation room. The room should also have grilled 

windows and doors that can be locked from outside. 

Specimen 

collection 

Obtain consent from the relatives and collect ante-mortem 

specimen for laboratory testing.  

If the patient dies, obtain consent from the relatives and 

collect post-mortem specimen for laboratory testing. 

If the patient dies, inform the morgue and funeral services 

about the cause of death. Ensure that biosafety practices 

are observed when handling the body. 

If the patient dies, assess the signs and history of exposure 

of the patient to form a clinical diagnosis. Consider using 

the verbal autopsy questionnaire particularly if no 

specimens have been collected for laboratory testing. 

Interview and 
counselling of 

relatives 

Interview the patient and/or relatives and obtain a detailed history of the patient and exposure to dogs, 

cats, bats, or other domestic animals. Counsel the relatives and explain to them that rabies is 99.9% fatal 

and that the patient will receive palliative care. 

Report the suspect human rabies case to the HESU. If the hospital does not have a HESU, report 

directly to the CESU/MESU, PESU, RESU, and EB. 

Coordination  
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REFER TO 

Ref 14. Clinical Management (NRPCP) 
Ref 15. Clinical Management (RITM) 

REFER TO 

Ref 16. Collection of samples (NRPCP) 
Ref 17.  Laboratory techniques in rabies (WHO) 
Ref 18. Specimen collection, handling, storage, and 

transport guidelines (RITM) 

REFER TO 

Form 7. Verbal autopsy questionnaire (WHO) 

Ensure that the specimen is stored properly. Coordinate with the laboratory staff before sending to the 

rabies diagnostic laboratory.  



 

 

Hospital staff / Hospital Epidemiology & Surveillance Unit 

Report the suspect human rabies to the CESU/MESU, PESU, RESU, and EB within 24 hours. 

Coordination  

Coordinate with the hospital and laboratory staff regarding the clinical diagnosis and laboratory result of 

the patient. Report these immediately to the CESU/MESU, PESU, RESU, and all local and regional human 

rabies coordinators. Sharing of 
results to 

stakeholders 

If there are no laboratory tests done, classify the patient as Suspect or Probable based on the DOH case 

definitions. You may also use the guide found at the back of the verbal autopsy tool. 

 

If there are laboratory tests  done, classify the patient as Confirmed if the result is positive. 

Case 

classification 

Reporting to 
information system 

Report to PIDSR. 

- OR -  

REFER TO 

Ref 19. Classification of human rabies cases (NRPCP) 
Ref 20. Guide to decide on the likelihood of human rabies using 
the verbal autopsy tool (WHO) 
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 Back to diagram 

Review reports about suspect human rabies cases and verify these reports immediately with the sender. 

Collect information on the status of the patient, location, and contact information of sender for easy 

coordination with the local human health office. Suspect human 

rabies case detected 

Regional Epidemiology and Surveillance Unit - ESR staff 

Report the verified suspect human rabies case to the local and regional 

human rabies coordinators and ESUs, DPCB, and EB. 
Coordination  

REFER TO 

Form 5. ESR Verification Report  



 

 

Conduct laboratory tests on the ante- and/or post-

mortem specimens collected from the patient. 
REFER TO 

Ref 17. Laboratory techniques in rabies (WHO) 

Laboratory staff 

Report results to the hospital staff and HESU immediately. 

Sharing of results to 
stakeholders 

Laboratory 
confirmation 

Local Epidemiology and Surveillance Units 

Report the suspect human rabies case to the next higher level ESUs, EB and your human rabies 

coordinator counterpart. Ensure that the animal health coordinator counterpart has been informed as 

well. Coordination  

Case investigation 

Coordinate with your human health coordinator counterpart and other ESUs and conduct case 

investigation using EDCS Rabies Case Investigation Form and ESR Verification Form. 

Identify other persons who may have been exposed to the same animal. 

Identify also other persons exposed to the patient. 

Interview the exposed persons and conduct risk 

assessment. 

Refer them to the nearest ABTC. 

REFER TO 

Ref 4. List of accredited ABP Providers (PhilHealth)  

Identification of 
exposed persons 

If the human rabies case has been reported from the hospital, coordinate with the HESU regarding the 

clinical or laboratory diagnosis. If the person is to 

be classified as a rabies case, classify as Suspect, 

Probable, or Confirmed. 

 

If the human rabies case was reported through death certificate review, classify the case as Suspect or 

Probable. Ensure that this case has not been reported previously. 

Case 

classification 

Reporting to 
information system 

Update or report to PIDSR. 

REFER TO 

Ref 19. Classification of human rabies cases (NRPCP) - OR -  
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Regional human rabies coordinator 

Report the human rabies case to DPCB immediately. Inform also the regional animal rabies coordinator. 

Coordinate with the PHO/CHO/MHO and ensure that investigations have been done. Coordination  

Case investigation 

Provide support in the case investigations if needed. 

Ensure that all exposed persons have been identified and given PEP. 

Identification of 
exposed persons  

Regional Epidemiology and Surveillance Unit 

Report the human rabies case to EB immediately. 

Coordinate with the PESU, CESU/MESU and ensure that investigations have been done. Coordination  

Case investigation 

Provide support in the case investigations if needed. 

Ensure that all exposed persons have been identified and directed to the ABTC/ABC. 

Identification of 
exposed persons 

Coordinate with the PESU and CESU/MESU regarding 

the classification of the case. Provide support as 

needed. 
Case 

classification 

Reporting to 
information system 

Coordinate with the PESU and CESU/MESU regarding the reporting to PIDSR. Provide support as needed. 

REFER TO 

Ref 19. Classification of human rabies cases (NRPCP) 
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Epidemiology Bureau - PIDSR 

Report the human rabies case to WHO. 

Coordination  Ensure that BAI has been informed of the human rabies case. 

Disease Prevention and Control Bureau 

Ensure that BAI has been informed of the human rabies case. 

Coordination  Ensure that investigations have been done and that PEP has been provided to all exposed persons. 

Barangay staff -  

Assist the PVO/CVO/MAO and PHO/CHO/MHO in the conduct of a community education campaign to 

counsel  and educate the affected families and communities. 

BHW, BAHA/BALW/etc, barangay captain, other officials 

Generate and disseminate surveillance reports to stakeholders. 

Conduct of  community 

education 

ABTC/ABC staff 

Administer PEP as recommended in the DOH guidelines. Ensure that the patients completes their 

vaccine doses. Patients may be reminded through 

SMS or followed-up by the BHWs. 

Report the patient details through NaRIS. 

REFER TO 

Leg 2. DOH AO 2018-13 Revised guidelines on the 
management of rabies exposures 
 
Ref 13. Post-Exposure Prophylaxis (WHO) Reporting to  

information system 

PEP administration 
to exposed persons 



 

 

Regional animal rabies coordinator 

. Provide vaccines, manpower, and/or supplies as necessary to support the ring vaccination campaign. 

Report the accomplished vaccination campaign to BAI. 
Ring vaccination 

Local animal health - PVO/CVO/MAO 

Conduct animal ring vaccination.  

Ring 

vaccination 

Report the accomplished ring vaccination campaign to the next higher level animal rabies coordinator 

(i.e. PVO and regional rabies coordinator). 
Reporting to 

information system 

Conduct a community education campaign in the community together with the PHO/CHO/MHO and 

barangay officials. 

Coordinate with your counterpart animal and human rabies coordinators. Provide support in informing 

your LCE about the human rabies case in your locality and lobby for support for the LGU’s rabies 

program. Sharing of 
results to LCE 

Conduct of  community 

education 
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7 June 2011 


 


Department of Agriculture  


Administrative Order No. 09 


Series of 2011 


 


 


SUBJECT:  AMENDMENTS TO SECTION 6.2.a.a AND SECTION 7 OF DA 


ADMINISTRATIVE ORDER NO. 13, SERIES OF 2010 ON THE 


REVISED RULES AND REGULATIONS ON THE EUTHANASIA OF 


ANIMALS  


 


Section 6.2.a.a on use of carbon monoxide and Section 7 on use of acceptable agents and 


methods of euthanasia for cats and dogs as prescribed in DA Administrative No. 13, series of 


2010 are hereby amended as follows:  


 


 


1. Section 6.2.a.a Commercially compressed carbon monoxide may be used.  


 


2. Section 7. The agents and methods of euthanasia for animals  


 


SPECIES ACCEPTABLE 


Cats & Dogs (domestic and 


wild)  


Barbiturates, inhalant anesthetic, carbon dioxide (in cylinder), 


carbon monoxide, potassium chloride, magnesium sulfate in 


conjunction with general anesthetics, gunshot.  


 


 


This Order shall take effect fifteen (15) days after its publication in the Official Gazette or in 


any newspaper of general circulation and its filing with the UP Law Center. 


 


 
 


 


Republic of the Philippines 
Department of Agriculture 


OFFICE OF THE SECRETARY 
Elliptical Road, Diliman 
Quezon City 1100, Philippines 







 


 


 


 


 


18 May 2010 


 


Department of Agriculture  


Administrative Order No. 13 


Series of 2010 


 


This  


SUBJECT:  REVISED RULES AND REGULATIONS ON THE EUTHANASIA OF 


ANIMALS 


 


This Administrative Order shall be known as the Revised Rules and Regulations on the 


Euthanasia of Animals amending DA Administrative Order 21 issued on April 26, 1999 


pursuant to the provisions of Republic Act. No. 8485, otherwise known as the Animal 


Welfare Act of 1998, as well Section 7(9) of Republic Act. No. 9482 otherwise known as the 


Anti Rabies Act of 2007.  


SECTION 1. BASIC POLICY  


It is the policy of the state to protect and promote the welfare of animals in the Philippines 


and to monitor the strict implementation and observance of R.A No. 8485 as well as pertinent 


provisions of R.A. No. 9482 to ensure that only the acceptable and most humane manner of 


killing of animals are observed under given circumstances.  


This Revised Rules and Regulations on the euthanasia of animals takes into consideration the 


freedom of animals from physical discomfort and pain and their freedom from fear and 


distress during the conduct of euthanasia.  


SECTION 2. OBJECTIVE  


This Administrative Order is established to set standards and to regulate all activities relating 


to the conduct of euthanasia of animals.  


SECTION 3. SCOPE 


This Administrative Order shall cover all persons, including government and non government 


institutions, private companies or organizations, associations and the like including peoples 


organizations, who in one way or another may be handling animals either as pets, part of their 


profession, functions, advocacy or business. This rule shall cover all animals while alive.  


Republic of the Philippines 
Department of Agriculture 


OFFICE OF THE SECRETARY 
Elliptical Road, Diliman 
Quezon City 1100, Philippines 







Euthanasia of food animals for purposes of slaughter shall be governed by DA AO No. 18 


series of 2008 on Rules and Regulation on Humane Handling in the Slaughter of Animals for 


Food.  


SECTION 4. DEFINITION OF TERMS  


For purposes of this Rules and Regulations , the following terms shall be used:  


Animal refers to every non-human species of animal both domestic and wild including but 


not limited to dogs, cats, livestock and fowl.  


Barbiturate refers to a group of organic compounds derived from barbituric acid that 


depresses the nervous system and is used to induce apathy and sleep. In high doses, is also 


used as an anesthetic.  


Domestic Animal refers to an animal that has been bred and raised to live in about the 


habitation of humans and is dependent on people for food and shelter.  


Escaped Animal refers to any animal that is outside its designed cage, corral, yard or 


enclosure without the control of its owner or handler.  


Euthanasia refers to the process of inducing humane and painless death to animals.  


Sharpshooter refers to a skilled marksman in the use of a firearm.  


S-2 refers to a license issued by the Philippine Drug Enforcement Agency (PDEA), 


authorizing veterinarians to prescribe and/or make use of appropriate dangerous drug 


preparations.  


Veterinary Officer refers to a licensed veterinarian employed by the government as 


veterinarian of the municipality, city, province, local units, or Department of Agriculture, 


Regional Field Units for the purpose of dealing with animal welfare.  


Wild Animal refers to an untamed non-domesticated animal, moving and unrestrained in its 


natural environment/habitat.  


Zoo Animal refers to any wild animal kept in close or open confinement usually for public 


viewing.  


SECTION 5. GENERAL PRINCIPLES  


5.1 Section 6 of R.A. 8485 prohibits the killing of any animal except as provided in the same 


law. However, killing shall be done through humane procedures at all times which shall mean 


the use of the most scientific methods available as may be determined and approved by the 


Committee on Animal Welfare. Such methods shall be identified in these rules.  


5.2 Euthanasia shall only be allowed under the following conditions or circumstances and 


performed by a duly licensed veterinarian:  







5.2. a When the animal is afflicted with an incurable or communicable disease as 


determined and certified by a duly licensed veterinarian;  


5.2. b When the killing is deemed necessary to put an end to the misery suffered by 


the animals as determined and certified by a duly licensed veterinarian. 


5.2. c When done for purposes of animal population control. 


5.2. d When the animal is killed after it has been used in authorized research or 


experiments.   


5.2. e When done to prevent imminent danger to the life or limb of a human being.  


5.2. f Any other grounds analogous to the above as determined and certified by a 


duly licensed veterinarian.   


5.3 Persons Authorized to Perform Euthanasia  


 The conduct of Euthanasia of animal is vested on the duly licensed veterinarian.  


 


5.4 Proper Euthanasia Procedure  


 


5.4. a In case a firearm is used, the following are required: 1) Only licensed firearms 


shall be used. 2) Only sharpshooters and members of the Philippine National 


Police and other law enforcement agency deputized by the Bureau of Animal 


Industry and authorized by the concerned local government unit.  


5.4. b The person performing euthanasia should have the technical competence. This 


should be performed by a duly licensed veterinarian.  


5.4. c The preferred method of euthanasia shall always be by injection. 


5.4. d Euthanasia shall be done rapidly and humanely and must occur with the least 


fear, anxiety, pain and distress to the animal. Consideration must be given to 


how the animal is handled during the procedure.   


5.4. e Euthanasia shall always be done away from public view and away from other 


animals.  


5.4. f In case barbiturates are used, veterinarians involved shall secure an S2 license 


from the PDEA.   


5.4. g The veterinarian shall ensure that the animal is dead. He shall be guided by the 


following signs of death:  


  5.4. g.a. absence of respiration 


  5.4. g.b. absence of heartbeat 


  5.4. g.c. dilation of the pupils 


  


SECTION 6. APPROVED METHODS OF EUTHANASIA 


 Euthanasia shall only be performed by a duly licensed veterinarian.  


6.1 Non-inhalant (Barbiturate)  


6.1. a Intravenous injection of a barbiturate is the preferred method for euthanasia in 


animals.  


6.1. b Intraperitoneal and Intracardiac injection of the barbiturate may be used in 


situations when an intravenous injection would be distressful or even 







dangerous. This method is better when the animal is heavily sedated, 


unconscious or anesthetized.  


6.1. c Neuromuscular blocking agents such as Magnesium sulfate or Potassium 


chloride which are administered to stop the heart must be used only after the 


administration of Tiletamine with Zolazepam or Ketamine with Diazepam or 


other sedative combinations. 


6.2 Inhalants  


 


   6.2. a  Carbon Monoxide  


6.2.a.a Carbon monoxide produced by any gasoline powered engine or commercially 


compressed carbon monoxide may be used.  


6.2.a.b The chamber shall be designed that the animals inside are not too crowded and 


could be viewed from the outside.  


 


   6.2. b Carbon Dioxide 


6.2.b.a . Carbon dioxide is acceptable for euthanasia in appropriate species.   


6.2.b.b  Compressed carbon dioxide gas in cylinders is the only recommended source 


of Carbon dioxide because the inflow to the chamber can be regulated 


precisely.  


6.2.b.c  Carbon dioxide generated by other methods such as dry ice, fire extinguishers 


or chemical means (e.g. antacids) is unacceptable.  


    


6.3 Physical Methods  


 6.3. a  Firearms (gunshot)  


Firearms may likewise be used in euthanasia of specific animals. Shooting 


however, should only be performed by highly skilled personnel trained in the 


use of firearms such as those who are members of the Philippine National 


Police, the Armed Forces of the Philippines and other law enforcement 


agencies. Only licensed and authorized firearms shall be used in the euthanasia 


of animals.  


  


 The following must be considered when firearms are used in euthanasia:  


6.3.a.a  Firearms shall be with no less than 22 caliber using non expansive 


bullets provided that the animal is pursued until death.  


 


6.3.a.b  The person using the firearm should aim or target the brain for the 


quick and immediate death of the animal. This should be done under 


the supervision of a duly licensed veterinarian.   


 


6.3.b  Penetrating Captive Bolt  


Use of penetrating captive bolt is an acceptable and practical method of 


euthanasia for horses, ruminants, swine, crocodile, turtles and tortoises. Its 


mode of action is concussion and trauma to the brain. Adequate restraint is 


important to ensure the proper placement of the captive bolt.  







SECTION 7. The agents and methods of euthanasia for animals 


 


AGENT AND METHODS OF EUTHANASIA BY SPECIES 


SPECIES ACCEPTABLE 


Amphibians  double pithing, inhalant anesthetics (in appropriate species), carbon 


dioxide (in cylinder), ether and chloroform 


Birds cervical dislocation, barbiturates, inhalant anesthetics, carbon dioxide (in 


cylinder) decapitation, drowning for pips or hatchlings. 


Cats & Dogs 


(domestic and 


wild) 


barbiturates, inhalant anesthetics, carbon dioxide (in cylinder), carbon 


monoxide (from a car exhaust using gasoline engine), potassium 


chloride, magnesium sulfate in conjunction with general anesthetics, 


gunshot 


Crocodiles pithing, gunshot, penetrating captive bolt, sharp blow to the head, 


decapitation 


Fish (aquarium 


fishes) 


decapitation, percutaneous anesthetic overdose (immersion), benzocaine 


hydrochloride (intramuscular) 


Horses (domestic 


and wild) 


gunshot, penetrating captive bolt, barbiturates, potassium chloride in 


conjunction with general anesthetics 


Marine Mammals barbiturates, etorphine hydrochloride (intravenous), gunshot 


Non-humane 


Primates 


barbiturates, inhalant anesthetics, gunshot 


Pigs (domestic 


and wild) 


barbiturates, carbon dioxide (in cylinder), penetrating captive bolt, 


gunshot, sharp blow to the head (under 3 weeks of age), drowning (day 


old) 


Rabbits decapitation, cervical dislocation, barbiturates, inhalant anesthetics, 


carbon dioxide (in cylinder), potassium chloride in conjunction with 


general anesthetics 


Rodents and other 


small mammals 


barbiturates, inhalant anesthetics, carbon dioxide (in cylinder), cervical 


dislocation, decapitation 


Ruminants 


(domestic and 


wild) 


barbiturates, penetrating captive bolt, gunshot 


Snakes and 


Lizards 


pithing, barbiturates, sharp blow to the head, carbon dioxide (in 


cylinder), decapitation, gunshot 


Turtles and 


tortoises 


pithing, gunshot, penetrating captive bolt, sharp blow to the head, 


decapitation 


 


 


 


 


 


 







SECTION 8.  HANDLING OF INJURED, DISABLED, SICK OR UNABLE TO 


WALK ANIMALS.  


 


When an animal is injured, disabled, sick or unable to walk, it shall be handled as humanely 


as possible. Where an animal is unable to walk, there shall be a humane means of conveyance 


made available to transport the animal or euthanized immediately.  


SECTION 9. HANDLING OF ESCAPED ANIMALS  


 


When an animal escapes it shall be:  


 9.a retrieve by the use of humane handling methods 


9.b retrieve by the use of a mechanical stunner (penetrating or percussions) 


including cartridge and pneumatic captive bolt types. 


9.c. humanely destroyed if the owner or its agent does not wish the animal 


to be treated.  


9.d the use of water sprays for the wetting pigs, cattle, carabao, horses, 


goats is recommended in hot water. The use shall be kept to minimum.  


 


SECTION 10. ROLE OF THE BUREAU OF ANIMAL INDUSTRY, LGU’s AND 


OTHER CONCERNED AGENCIES  


 


The Bureau of Animal Industry that was tasked to implement RA No. 8485 shall register all 


facilities or structure for the confinement of animals where they are bred, treated, maintained, 


or kept either for sale or trade or for training purposes pursuant to the provisions of DA-AO 


No. 8 series of 1999, DILG Memo Circular 2005-01 and RA No. 9482, where euthanasia 


shall also be conducted. It shall facilitate information exchange; review and monitor 


approved facilities and provide policy advice. The Director may call upon any government 


agency for assistance consistent with its powers, duties and responsibilities for the purpose of 


ensuring the effective and efficient implementation of the rules and regulations promulgated 


there under. It shall be the duty of such government agency concerned to assist said Director 


when called upon for assistance using any available fund in its budget for the purpose. 


SECTION 11. PROHIBITED ACTS AND PENALTIES  


Any activities or practices not considered acceptable and humane method under the foregoing 


rules and regulations is hereby considered prohibited.  


Any person, firm, company, government or non-government institution, peoples organization 


and the like who violates any provision of this Administrative Order and performs euthanasia 


of animals contrary or not in accordance with guidelines set forth herein shall upon 


conviction by final judgment be punished with imprisonment of not less than six (6) months 


to two (2) years or a fine of not less than One Thousand Pesos (P1,000.00) nor more than 


Five Thousand Pesos (P5,000.00) or both at the discretion of the Court. If the violation is 


committed by an alien, he or she shall be immediately deported after service of sentence 


without any further proceedings. This is without prejudice to whatever administrative 







sanction that may be imposed in addition to such fine and imprisonment such as cancellation 


of permit of registration with the Bureau of Animal Industry, revocation of accreditation of 


the establishment and the cancellation of license in the case of veterinarians.  


SECTION 12. NON EXCLUSIVITY CLAUSE 


All existing rules and regulations, policies, procedures and standards not inconsistent with 


this order shall continue to be in full force and effect.  


SECTION 13. REPEALING CLAUSE 


All existing administrative orders, rules, and regulations or parts thereof which are 


inconsistent with the provisions of this order are hereby repealed or modified accordingly.  


SECTION 14. SEPARABILITY CLAUSE 


If any provision of this Order is declared unconstitutional or invalid, the remaining portions 


thereof which are not affected thereby shall continue to be in full force and effect.  


SECTION 15. EFFECTIVITY 


This order shall take effect fifteen (15) days after its publication in the Official Gazette or in 


any newspaper of general circulation and its filing with the UP Law Center.   


 


 
Secretary 








Department of Health
and


Department of Agriculture


February 2,2411


DEPARTMENT OF I{EALTH
ADMINISTRATIVE ORDER NO. 2 O II - OOO2


DEPARTMENT OF AGRICULTURF-
ADMINISTRATIVE ORDER NO. ? I
SERIES 2011


SUBJECT:


BACKGROI JIID/RATIONALE


Rabies, present in all continents and endemic in most African and Asian countries, is


a fatal zoonotic viral disease, transmitted to humans through contact with infected


animals, both domestic and wild. Rabies is estimated to cause at least 55,000 deaths per


year worldwide, about 56% of which occur in Asia and 43.6Yo in Africa" particularly in


rural areas on both continents. In the Philippines, although rabies is not among the


leading causes of morbidity and mortality, it is considered a significant public^health


probleir for several reasons: l) it is one- of the most acutely fatal infections; 2) it is


responsible for the death of 200-fOO Filipinos annually and 3) post-exposure prophylaxis


(PEP) for victims of animal bites entails considerable expense'


The Departrnent of Health and Department of Agriculture continues to be committed


to the fighi against rabies and has set the goal of rabies elimination in 2020. An essential


part of tttir tttut"gy is the provision of Fnp to bite victims as mandated by the Anti-


itabies Act of 2007. pursuant thereto, guidelines for the appropriate as well as cost-


effective management of animal bite patients have been issued.


Historically the management of animal bite cases had to be updated every five (5)


years and the guidelinesleed to be revised accordingly to incorporate new and better


ireatnent modalities based on research results and recommendations of inte-rnational


bodies. The first revision was made rnlggT,the second in2002 and the 3'd in 2007


which was amended in 2009.


Since the release of the latest guidelines in 2009, the issue on the management of


rabies exposure secondary to bites from vaccinated dogs and cats has not been


adequately addressed. Thii has been consistently raised by veterinarians in many for4


particulariy the issue on g1ing PEP to all bite cases even those involving vaccinated


iogs and cats. Given the above situatiorU a joint DA- DOH Administrative Order is


hereby issued. 
I


AI\D CATS.







U. DECLARATION OF POLICIES


These operational guidelines shall be guided by- fhe follou{ng legal mandates md
policies:


A. Republic 
^ct 


9482 or the Anti-Rabies Ae of 2O$7 * An Act Providing for the Cantrol
and Elimination of Humam and Animal Rabies, Prccribing Penalties for Violation
Thereof and Appropriating Funds Therefor.


B. Memorandum of Agrement entered into by the Secretaries of the Department of
Agriculture, Health, Education, Culture and Sport and &e Interior and Local
Gor,-ernment on May 8, l9gl.


C. Batas Pambansa Blg. 9? - An Act Pro*.iding for the Compulsory Immunization of
Livestock, Poultry and OtherAnimals Against Dangerous Communicable Diseases.


D. DOH Administratile Order iqol eoOZ- 0o29: Guidelines on Management of Animal
Bite Patients


E. DOH Administrdiv-e Order No. 2009- 0027: Amendment to AO 2W7- OO29


regarding the Revised Guidelines on Management of Animal Bite Patients


A. WHO Expert Consultation on Rabies. WHO Technical Report Series 931 First Report
2AA5


GOALS AI{D OBJECTIVES


To provide updated guidelines and procedures to ensure the effective and efficient
rnanagemefi of rabies €xposures toward eventual reductioq ifnot eliminatiorq of human
rabies


SCOPE AND COVERAGE


All govemment heatth workers at atl levels shall adopt these Post Exposure
Prophylaxis (PEP) guidelines to eRsure standardized and rational management of animal
bite patients. Private practitioners in the country are strongly encouraged to adopt these
guidelines.


DEFINITION OF TERMS


A. Post Exposure Proplryla:ris (PEP) - formerly post enposrre ireafinent (PETi;
refers to mti-rabies treafrnent administered afier anexposure {such as bitg
scratctr, lick, etc-) to poteirtially rabid animals- It includes local wound carg
administration of rabies vaccine with or without Rabies Immune Globulin
(RIG) d€effdir€ on the calegory of exposure.


B. Updated rabis vaccindion- Dog/cat mustbe at least 1 yr6 nnnths old and
has updatd vaccination certificate from aduly licensed veterinarian for the
last 2 years with the last vaccination within the past 12 months.


C. Rabid Animal - refers to biting animal with clinical manifestation of rabies
and/or confirmed laboratory findinss of rabies.


ilr.


rv.


v.







vr. GENERAL GUIDELII\{ES


A. The Department of Health in collaboration with the LGUs shall be resporxible
for the managern€nt of animal bite victims including provision of human
rabis vaccine to alrgmenl stryplies of the LGUs.


B. The Rabies Control Prograrn shall be integrated with the regular health
services provided by local health facilities.


C. PEP shall be carried out both by the Departrrnent of Health and Local
Govemment Units.


D. The funding requirements to operationalize this issuance shall be secured prior
to its implementation.


E. Advocacy througfu informafion dissernindion and training of health workers
shall be conducted at all levels.


F. Collaboration among govemment agencies, non-govemment and private
organizations to ensure successful implementation shall be sre,ngthend.


VII. SPECIFIC GUII}ELINES AND PROCEDURES :


A. Categorizatioa of Babies Exposurrc:


Table l. Categories of Rabies Expsure


Category of
exposune


Type of ExFlsune


CATEGORY I a) Feeding/touching an animal


b) Licking of intaa skin (with reliable history and thorough physical
examinaion)


c) Expozure to patient with signs and rymptoms of rabies by sharing
of eating or drinking utensils


d) Casual contact (talking to, visiting and feeding suspected rabies
cass) and routine delivwy of health care to pdient with signs and
symptoms of rabie







CATEGORY II a) Nibbling of uncovered skin with orwithout bruising/hematoma


b) Minor scratcheslabrasions without bleding


c) Minor scratches/abrasions which are induced to bleed


d) All Category II exposrnes on the head and nwk area are considered
Category III and should be managed as such


CATEGORY III a) Transdermal bites (puncture wounds, lacerations, avulsions) or
scratches/ abrasions with spontaneous bleeding


b) Licks on broken skin


c) Expozure to a rabis patient through bites, contarrirdion of
mucous membranes (eyes, oral/nasal mucos4 gelritayanal mucous
membrane) oropen skin lesions with body fluids through
splattering and mouth'to-mouth resuscitation.


d) Handling of infected carcass or ingestion of raw infected meat


e) All Category il expos.nes onhead and neck area


B. Managernent


I. PEP is not rccomnended for all Categorlr I exmsurcs.
II. PEP can be delayed for @ providd that ALL of the


following conditions are satisfied:
i. Dog/cat is healthy and available for observation for 14 days
ii. Doglcat was vaccinated against rabies for the past 2 years.


a- Dog/cat must be at least 1 yr 6 monttu old and has updated
vaccination certificate from a duly licersed veterinarian for the
last 2 years


b. The last vaccination must be within the past 12 months, the
immunization status af the do$cat will not be considered
updated if the animal is not vaccinatsd on the due date of the
next vaccinalion


* If biting dog/cat becomes sick or dies within the observation period, PEP should
be started immediatelv


III. PEP should bc given immediatety for ANY of the following conditions:
i. Ths rabies s(posure is caregory III;
ii. The dog/cd is proven rabidlsicld dead with no laboratory exam for


rabies/not available before or during ihe consultation;
iii. The dog/cal is involved in at least 3 biting incid€r$s within 24 hows or
iv. Doglcat manifests the following behavior change zuggestive of rabies


before, during or after the biting incideirt:







Table 2. Clinical Si of Animal Rabies
Prodromal Stace (uzuallv lasts 2-3 davs: sometime onlv a few hous)


A. Changes in attitude/behavior/temperanrent sudr as unusual shyness or
aggressiveness


L Friendly animal becomes aggressive
b. Solitude
c. Rstlessness
d. Snapping at imaginary objects
e. Apprehension
f Nervousness
g. Anxiefy
h. Brkiag/vocalization at the slightest provocation


B. Dilated pupils; become myotic in advance state
C. Mydriasis and/or sluggish palpebral or comeal reflexes
D. Slisht rise in body temperature (slisht fever)


Clinical Rabies
Furious Stage (usually lasts 1-7 days) ParalSrtic (dumb) shge (develops 2-10


days after clinical signs; usually last2-4
davs)


L Increased response to auditory
and visual stimulation such as


o Restlssness
o Photophobia
I Hyperaesthesi4
r Eating unusual objects
t Aggression
o Attacking any live or


inanimate objects
II. Erratic behavior


r Bitingor snapping
r Licking or chewing of


wound/bite site
o If caged, biting of their


cage
o Wandering and roaming
o Excitabili8:


rtrritability;
o Vicioumess


III. Sellmutilation
IV. Muscular in-coordination and


seizures
V. Disorientation


r Roams and bites
inanimate object and also
other animals including
ilun


Paralysis
a Paralysis may begin at the bite


area
And progress until entire CNS
involvement
Following paralysis of the head
and neclg the entire body
becomes paralyzs
Change in tone of
vocalization/barking (indicative
of laryngeal/phryngeal
paralysis)
Hypersalivation or frothing ;
drooling/slobbering of saliva
(indicative of
taryngeaVpharyngeal paralysis)


Dysphagia/diffi culty/inability to
swallow (indicative of
laryngeaVpharyngeal paralysis)
"Jaw drop"/Dropped jaw due to


masseter muscle paralysis
(suspects foreign body in mouth
or esophagus)
Pupil dilation or pupil
constriction
Protrusion of third eyelid
Ataxia, progressive paralysis and
cannibalism (terminal stage)


Coma andlor respiratory
paralysis resulting in death
within 24 davs







IV. PEP is not required for bite/s of the following biting animals: rds, mousg
rabbits, makes and other reptiles, birds and other avian, insects and frsh.


VIIL IMPLEMENTINGMECHANISM:


a Roles and Responsibilities
i. Departrnent ofHealth


1. The National Center for Disease Prevention and Control


{NCDPC) shall be rmponsible for disseminating &is Joint AO
to all Centers for Health Development.


2. All Centers for Health Developmort (CHD) through the
Directors and the Rabie Control Program Coordinators shall
ensure that this Joint AO is disseminated to all
ProvinciaUCity/Ivlunicipal Health Offices, Animal Bite
Treatrnent Centers and private practitioners, hospitals and
animal bite clinics in their respective regions.


Department o f Agriculture
l. The Bureau of Animal Industry (BAI) shall be responsiblq for


disseminating this Joint AO to all DA- Regional Field Units
2. The Department of Agriculture - Regional Field Units (DA-


RFUs) ttnoughthe Regional Executive Directors and the
Rabies Control Program Coordinators shall ensure that this
Joint AO is disseminated to all ProvinciaVCity/Municipal
Veterinary Offices or their equivalents in their respective
regions.


Local Govemment Units:
The Provincial Health Offices shall be responsible for


disseminating this Joint AO to all Cityllvlunicipal Health Offices,
Animal Bite Treatment Centers and private practitioners, hospilals and
animl bite clinics in their rspective provinces. Likewise, The
Provincial Veterinary Offices shall be responsible for disseminating
this Joint AO to all City/efmicipal Veterinary Offices or their
equivalents in their respective provinces.


Ix. REPEALING CLAUSE


The provisions of the National Rabies Prevention and Control Program Manual of
Operations, National Rabies Cornmittee CY 20Sl and any other issuances inconsistent
here$.ith are hereby rescinded"
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X. EFFECTTYITY


This order shall take effect immediatel-v.


ENRTQUE T. ONA, MD, FPCS, FACS
Secretarv of Health
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Republic ofthe Philippines
DepartmentofHealth


OFFICEOF THE SECRETARY


APR lfi 2018


ADMINISTRATIVE ORDER
No. 2018- ()0 l5


SUBJECT: Revised Guidelines on the Management of Rabies Exposures


I. BACKGROUND AND RATIONALE


Rabies is a fatal disease in developingcountrieswhere animal immunizationand control
ofdogs are inadequate. In View of the 100% case fatalityofhuman rabies, the prevention


, of rabies infection after exposure is ofutmost importance.


The DepartmentofHealth (DOH), having committed itself to the prevention of human
deaths due to rabies, provides vaccines to high—risk exposedpatients for Post-Exposure
Prophylaxis (PEP) through the Animal Bite Treatment Centers (ABTCs). In 1997, the
National Rabies Prevention and Control Program introduced the intradermal (ID)
administrationof rabies cell culture and embryonatedegg—based vaccines (CCEEV), an
economical regimen that reduces the cost of PEP by as much as 60— 80%. The DOH
maintains the use of the intradermalregimen for PEP at the ABTCs. The DOH procures
human anti-rabies vaccines which are registered by the Philippine Food and Drug
Administration (FDA), listed in the Philippine National Drug Formulary and pre-
qualified by theWorld Health Organization (WHO).


Over the past two years, the number of animal bite Victims seeking PEP has increased
to over 1 Million cases per year. While the demand for human rabies vaccine is
increasing in the country, there is an anticipated global shortage of the said vaccine due
to issues in the productionof one WHO prequalified vaccine.


Of recent, WHO provided recommendationson shorter and more feasible protocols for
PEP and Pre—Exposure Prophylaxis (PrEP).


This AD is to update the guidelines on PEP and PrEP and to provide guidance on the
selection and use of human rabies vaccine to help address the global shortage ofWHO
pre-qualified human rabies vaccines.


All government health workers at all levels shall adopt these treatment guidelines to
ensure standard and rational management of rabies exposures. Private practitioners in
the country are strongly encouraged to adopt these treatment guidelines.


a) W
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II.


III.


IV.


OBJECTIVE


To update policy guidelines and procedures on provision of PEP and PrEP to addressthe global shortage ofhuman rabies vaccine and immunoglobulins.


COVERAGE


All government health workers at all levels shall adopt these treatment guidelines to
ensure standard and rational management of rabies exposures. Private practitioners inthe country are strongly encouraged to adopt these treatment guidelines.


DEFINITION OF TERMS


A.


B.


Active Immunization— refers to the administrationof a vaccine to induce protectiveimmune response.
Cell Culture & Embryonated Egg —based Vaccine (CCEEV) - vaccines that usemammalian cell lines (cell-culture) as well as embryonated eggs in the isolation,titration of animal viruses and cultivation to produce vaccines. CCEEV includePurified Vero Cell Rabies Vaccine (PVRV), Human Diploid Cell Vaccine (HDCV)and Purified Chick Embryo Vaccine (PCEC). CCEEV will replace everything thatrefers to Tissue CultureVaccine (TCV).
Immunocompromisedhost — refers to patients receiving immunosuppressivedrugssuch as systemic steroids (not topical or inhaled) and chemotherapeutic drugs for
cancer, AIDS and HIV infectedpatients and patients with immune deficiency. Thesepatients are expected to have lower immune response to immunization.Incubation Period — refers to the period from the time of exposure up to the
appearanceoffirst clinical symptomsof rabies. It is extremelyvariable ranging from4 days to 7 years; but generally 20 to 90 days.
ObservationPeriod — refers to animal observation for 14 days from the time of biteuntil the appearanceof expected symptoms of rabies.
Passive Immunization — refers to the administration of pre-formed antibodies(immune globulins or passive immunization products) to provide immediate
protection. These antibodies come from either human or animal source.
Post-ExposureProphylaxis (PEP) — formerlypost exposure treatment (PET); refersto anti-rabies treatment administered after an exposure (such as bite, scratch, lick,
etc.) to potentially rabid animals. It includes local wound care, administration ofrabies vaccine with or without Rabies Immune Globulin (RIG) depending oncategoryof exposure.
Pre-exposureprophylaxis (PrEP) — refers to rabies vaccination administered beforean exposure to potentially rabid animals. This is usually given to those who are at
high risk of getting rabies such as veterinarians, animal handlers, staff in the rabies
laboratory, hospitals handling rabies patients and school children from high risk
areaS, etc. fl
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I. Prodromal Period — refers to the period lasting for 10 days with non—specific
manifestations, which include fever, sore throat, anorexia, nausea, vomiting,generalized body malaise, headache and abdominal pain. Paresthesia or pain at thesite of the bite is due to viral multiplicationat the spinal ganglionjust before it entersthe brain.


J. Rabid Animal — refers to biting animal with clinical manifestation of rabies and/orconfirmed laboratoryfindings.
K. Suspected Rabid Animal — refers to biting animal with a potential to have rabiesinfection based on unusual behavior, living condition like stray dogs, endemicityofrabies in the area and no history of immunization.
L. Rabies Immunoglobulin (RIG) - is an injectable preparation of rabies antibodyadministered to unvaccinated persons to provide immediate but temporaryprotection until the body can actively produce antibodies of its own induced by thehuman rabies vaccine.
M. Vaccine Potency ~ refers to the amount of acceptable active ingredients in a rabiesvaccinewhich is expected to provide at least minimumprotection.


GENERAL GUIDELINES


A. Managementof animal bite cases, including provision ofhuman rabies vaccine, is ajoint responsibilityof the DepartmentofHealth and the Local GovernmentUnits.B. Rabies Control Program shall be integrated to the regular health services providedby local health facilities ofbite victims, as a measure.
C. PEP and PrEP shall be carried out by Local GovernmentUnits through the AnimalBite Treatment Centers with the technical and logistical assistance from the
DepartmentofHealth.


D. Funding requirementsneeded for managementof rabies exposuresand pre-exposureprophylaxis and for operational systems shall be planned, secured and allotted for bythe implementing agencies, particularly, the Department of Health and the LocalGovernmentUnits.
E. Advocacy through informationdisseminationand trainingofhealth workers shall beconducted at all levels.
F. Collaboration and coordination among government agencies, non-government andprivate organizationsto ensure successful implementation shall be strengthened.


SPECIFICGUIDELINES AND PROCEDURE


A. Managementof Potential Rabies Exposure
1. Initiation of post-exposure prophylaxis (PEP) shall not be delayed for any reasonregardless of interval between exposure and consultation as it increases the risk ofrabies and it is associatedwith treatment failure.
2. Immediate washing of the bite wound/ exposed area with soap and water andapplicationof an antiseptic solution reduces the risk of rabies transmission.
3. There are no absolute contraindicationsto rabies PEP. Patients allergic to a specificvaccine/RIGor its components shall be given the alternativevaccine/RIG.







. Table shows the categories of exposure to a rabid animal or to an animal suspected to be
rabid, with their correspondingmanagementguidelines:


Table 1. Categories ofRabies Exposure with CorrespondingManagement


Category of exposure Management


CATEGORY I


a) Feeding/touchingan animal 1. Wash exposed skin immediatelywith soap
b) Licking of intact skin (with reliable and water.


history and thorough physical 2. No vaccine or RIG needed
examlnation) 3. Pre-exposure prophylaxis may be


c) Exposure to patient with signs and considered for high risk persons.
symptoms of rabies by sharing ofeating or
drinking utensils


(1) Casual contact (talking to, visiting and
feeding suspected rabies cases) and
routine delivery of health care to patient
with signs and symptoms of rabies


CATEGORY II
a) Nibbling of uncovered skin with or 1. Washwound with soap and water.


w1thout bru1s1ng/hematoma 2. Start vaccine immediately.
b) Mltrlllor/tsiperglc1al. lsdcratctlllles/abraiswn; 3. Complete vaccination regimen until


W1 ou ee 1ng, me u mg ose 1n uce Day 7 regardless of the status of theto bleed . . .b1t1ng anlmal
c) All Category II exposureson the head and 4. RIG is not indicatedneck area are consideredCategory III and


shall be managed as such.







a)


b)


d)


e)


f)


g)


CATEGORY III
Transdermal bites (puncture wounds,
lacerations, avulsions) or scratches/
abrasions with spontaneous bleeding
Licks on broken
membrane


skin or mucous


Exposure to a rabies patient through
bites, contamination of mucous
membranes (eyes, oral/nasal mucosa,
genital/analmucous membrane) or open
skin lesions with body fluids through
splattering and mouth-to-mouth
resuscitation.


Unprotectedhandlingof infected carcass
Ingestionof raw infected meat


Exposure to bats
All Category II exposures on head and
neck area


. Washwoundwith soap and water.


Start the vaccine and RIG immediately.


. Completevaccinationregimenuntil Day
7 regardlessof the status of the biting
Animal.


10. Dog owners have the responsibility to keep their dogs for observation under the Rabies
Act of 2007, with penalties to violators provided for by the law.


11. Only the Intradermal Regimen will be used in the administration of vaccine in all
government facilities except for conditions that require IM administrationas described in
Section C. 1 .d Post-ExposureProphylaxisunder Special Conditions.


B. Immunization


1. Active Immunization


a. Administration
Vaccine shall be administered to induce antibody and T-cell production in order to


neutralize the rabies virus in the body. It induces an active immune response in 7-10 days
after vaccination, which may persist for years provided that primary immunization is
completed.


b. Types of Rabies Vaccines and Dosage
The National Rabies Prevention and Control Program (NRPCP) shall provide the
following CCEEV a) Purified Vero Cell Rabies Vaccine (PVRV) — 0.5 ml/vial and b)
Purified Chick Embryo Cell Vaccine (PCECV)— 1.0 ml/vial.(Table2)


ai.







Table 2. List of CCEEV provided by the NRPCP to Animal Bite Treatment Centers
with CorrespondingPreparation and Dose
Generic Name Preparation Dose


Purified Verocell Rabies Vaccine 0 5 ml/via1 ID - 0.1 m1


(PVRV) ' IM - 0.5 m1


Purified Chick Embryo Cell
1 ml/vial ID — 0.1 ml


Vaccine (PCECV) IM — 1.0 ml


c. Recommendations on the intradermal administrationof anti-rabiesvaccines:


The NRPCP introducedthe intradermal (ID) use of rabies tissue culture vaccines in the country
in 1997. The Philippineswas among the first countries to adopt this regimen as recommended
by the World HealthOrganization, in order to totallydiscontinuethe use ofnerve tissue vaccine
(NTV) which was associatedwith vaccine induced encephalopathy. To mitigate the expected
increase in the cost of PEP with the shift from NTV to CCEEV, the ID use of these vaccines
was introduced. According to WHO, the ID use ofCCEEV can decrease the cost of PEP by as
much as 60- 80%.


However, only a limited number of commercially available rabies vaccines have been proven,
to date, as safe and efficacious for PEP when administered by the ID route. Recently, local
manufacturers in rabies-endemiccountrieshave started to produce rabies vaccines. The ID use
of these vaccines shall be based on adherence to WHO requirements for that route and approval
by national health authorities as follows, “New vaccine manufacturers should provide clinical
evidence that their products are immunogenic and safe when used intradermally. Clinical
evidence should include clinical trials involving a vaccine of known immunogenicity and
efficacy when used by this route as control, serological testing with rapid fluorescent focus
inhibition test, and publication in internationallypeer-reviewedjournals”.


To ensure complianceto these recommendationsand guaranteethat animal bite patients seeking
treatment in governmentAnimal Bite TreatmentCenters receive only CCEEVs that have been
proven to be safe and effective, the program shall utilize for its intradermal regimen only
CCEEVs that satisfy the following criteria :


C1 The vaccine is WHO prequalified (http://www.who.int/immunization standards/
vaccine guality/ PQ_vaccine_1ist_en/en/index.html) and registered and approved by
FDA;


c.2 Forvaccinesthat are non-prequalified,the vaccine shall be registeredwith and approved
by the Food and Drug Administration;


C3. The vaccine must have gone through clinical trials on safety, immunogenicity and
efficacy in comparisonwith a vaccine of demonstratedefficacy which are published in
peer reviewed trials;
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c.4 The potency of vaccines for ID use shall be at least 0.5 IU/ID dose as evidencedby their
lot release certificate. The potency of the vaccine batch shall be provided by the
manufacturer;


c.5 The product insert shall contain the vaccine’s approved ID dose and consistentwith its
Certificate ofRegistration (CPR); and


c.6. Non-WHO prequalified vaccines may be used only during shortage of WI-.O
prequalified vaccines. The same criteria shall apply except for c.1.


2. Passive Immunization


Rabies immunoglobulinor RIG (also called passive immunization products) shall be given in
combinationwith rabies vaccine to provide the immediateavailabilityofneutralizing antibodies
at the site of the exposurebefore it is physiologicallypossible for the patient to begin producing
his or her own antibodies after vaccination. This is especially important for patients with
Category III exposures. RIGs have a half-life of approximately21 days.


a. Types ofRabiesRIG
a. 1. HumanRabies Immune Globulin (HRIG) derived from plasma ofhuman donors


administeredat a maximumof 20 IU per kilogram body weight. Availablepreparation
is 2 ml/vial; 150 IU/ml


a.2 Highlypurified antibodyantigenbinding fragments [F(ab’)2] produced from equine
rabies immune globulin (ERIG) administeredat amaximumof40 IU per kilogrambody
weight. Availablepreparation is 5 ml/vial; 200 IU/ml


a.3 .Equine Rabies Immunoglobulin(ERIG) derived from purified horse serum administered
at 40 IU per kilogrambody weight. Availablepreparation is 5 ml/vial; 200 IU/ml


Table 3. List of Rabies Immunoglobulins provided by the NRPCP to
Animal Bite Treatment Centers


Generic Name Preparation Dose


Human Rabies Immune Globulin 150 IU/ml at
(HRIG) 2 ml/vial 20 IU/kg


Equlne Rables Immune Globuhn 200 IU/ml at 40 IU/kg(ERIG, a.2 or a.3) 5 ml/vial


fl
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b. Rabies Immunoglobulin Criteria:
To ensure that only safe and efficacious RIG are provided by the National Rabies
Prevention and Control Program to all ABTCs, the program shall be guided by following
criteria in procuring the RIG :


b.l RIG must be registered and approvedby FDA;
b.2 RIG must be proven to be safe and effectivewhen used together with human rabies


vaccine as evidenced by publication on peer reviewedjournals. These include
studies on:


Safety;
Efficacy;
Immunogenicityon non- interference when used with anti-rabies vaccine;
Animal survivorship, if any; and
Post-marketingsurveillance


b.2.3. Results ofRFFIT showing antibody content as claimed by the manufacturer


c. Who should be prioritized to be given RIG
c.1.


c.2.


0.3.


Even if RIG is not available or affordable, prompt local treatment of all bite
wounds or scratches, and for category II and III exposures a complete course of
rabies vaccine is indicated.
For patientswho can reliablydocument previouspost exposure prophylaxis (PEP
of 6 doses (3 visits) or PrEP of 4 doses (2 visits) using WHO pre-qualifled
CCEEVor PEP of 8 doses (4 visits) or PrEP of 6 doses (3 visits) using non-WHO
pre-qualifiedCCEEV, RIG is not indicated.
In cases of shortage or unaffordability,the followinggroups should be prioritized
for RIG allocation:
- Multiple bites
- Deep wounds
- Highly innervatedparts of the body, as head, neck, hands, genitals
- Immunocompromisedpatients
- Historyofbiting animal indicative of confirmed or probable* rabies
- A bite or scratch or exposure of a mucous membraneby a bat can be
ascertained


d.3 Computationand Dosage of Rabies Immune Globulin
o HRIG at 20 IU/kg. body weight (150 IU/ml)


50 kg. patient x 20 IU/kg. = 1000 IU
1000 IU + 150 IU/ml
= 6.7 ml.


0 ERIG/ F(ab’)2 at 40 IU/kg. body weight (200 IU/ml)


2000 IU + 200 IU/ml
50 kg. patient x 40 IU/kg. = 2000 IU / /10 ml.
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e.4 Administration


0.4. l.


c.4.2.


c.4.3


c.4.4


c.4.5


c.4.6.


c.4.7.


c.4.8.
c.4.9


The total computed RIG shall be infiltrated around and into the wound as much as
anatomicallyfeasible, even if the lesion has healed. In case some amountof the total
computed dose of RIG is left after all wounds have been infiltrated, the remaining
volumeofRIG that is not infiltrated into the wound does not need to be injected IM.
It may be reserved for the next patient who needs RIG, ensuring aseptic retention of
the RIG i.e. fractionated in smaller individual syringes.
A gauge 23 or 24 needle, 1 inch length shall be used for infiltration.Multiple needle
injections into the same wound shall be avoided.
Equine immunoglobulins (ERIG) are clinically equivalent to human rabies
immunoglobulins (HRIG) and are considered safe and efficacious life- and cost-
saving biologics. Skin testing for ERIG is highly recommended.
If a finger or toe needs to be infiltrated, care shall be taken to ensure that blood
circulation is not impaired. Injection of an excessive amount may lead to cyanosis,
swelling and pain.
RIG shall not exceed the computeddose as it may reduce the efficacyof the vaccine.
If the computed dose is insufficient to infiltrate all bite wounds, it may be diluted
with sterile saline 2 or 3-fold for thorough infiltration of all wounds.
RIG shall always be given in combination with rabies vaccine. RIG shall be
administeredat the same time as the first dose of rabies vaccine (Day 0). In case RIG
is unavailable on DAY 0, it may still be given until 7 days after the first dose of the
vaccine. Beyond Day 7, regardlessofwhetherday 3 and day 7 doses were received,
RIG is not indicated because an active antibody response to the rabies CCEEV has
alreadystarted and interferencebetween active and passive immunizationmay occur.
In the event that RIG and vaccine cannot be given on the same day, the vaccine shall
be given before RIG because the latter inhibits the level of neutralizing antibodies
inducedby immunization.
RIG shall be given only once during the same course of PEP.
All bite centers shall be equipped to handle allergic reactions, should they occur.


c.4. 10. Patient shall be observed for at least one hour after injectionofERIG for immediate
allergic reactions.


c.4.11 Severe adverse events or perceived lower efficacyofRIG (e.g. batches of insufficient
potency or lower purification degree) should be monitored, recorded and reported,
so that biological producers receive immediate feedback and can respond
accordingly. A classification of adverse events is available in Table 6. Post—


marketing surveillance is recommended.







c.5 Management of Adverse Reactions
Adverse reactions shall be managed as follows:


c.5.1 Anaphylaxis
Give 0.1% adrenaline or epinephrine (121,000 or 1mg/ml) underneath the skin or
into the muscle.


Adults - 0.5 ml
Children — 0.01ml/kg, maximumof 0.5 ml


Repeat epinephrinedose every 10-20 minutes for 3 doses
Give steroids after epinephrine


c.5.2. Hypersensitivity reactions
Give antihistamines, either as single drug or in combination
If status quo for 48 hrs despite combinationof antihistamines, may give short course
(5-7 days) of combinedoral antihistamines plus steroids
Ifpatientworsens and condition requires hospitalizationorbecomes life threatening,
may give IV steroids in addition to antihistamines


C. Treatment
1. Post— Exposure Prophylaxis


a. Local Wound Treatment
a.1.1.


a.1.2.
a.1.3.


Wounds shall be immediately and vigorously washed and flushed with soap or
detergent, and water preferably for 10 minutes. If soap is not available, the wound
shall be thoroughly and extensivelywashedwith water.


Apply alcohol, povidone iodine or any antiseptic.
Suturing ofwounds shall be avoided at all times since it may inoculateVirus deeper
into the wounds. Wounds may be coaptated using sterile adhesive strips. If suturing
is unavoidable, it should be delayed for at least 2 hours after administration ofRIG
to allow diffusionof the antibody to occur through the tissues.


. Any ointment, cream or wound dressing shall not be applied to the bite site because
it will favor the growth ofbacteria and will occlude drainageof the wound, if any


. Anti-tetanus immunization may be given, if indicated. History of tetanus
immunization (TT/DPT/Td) should be reviewed. Animal bites shall be considered
tetanus prone wounds. Completionof the primary series of tetanus immunization is
recommended.







Table 4. Guide to Tetanus Prophylaxis in Routine Wound Management


. .
Vaccination History


indication .
for TT Unknownor <3 Doses 3 orMore Dosesmmumzatlon


Td* TIG/ATS Td* TIG/ATS
All Animal Bites YES YES NO** NO


*Tdap may be substitutedfor Td ifthe person has not received Ta'ap and is 10years or older;
DPTmay be given forpatients < 7years old; TTmay be given ifTd not available
**Yes, ifmore than 5 years since last dose


b. Routine Wound Management
b.1. The most common organism isolated from dog and cat bites is Pasteurella multocida.


Other organisms include S. aureus, Bacteroia’es Sp, FusobacteriumandCapnocytophaga.
Antimicrobials shall be recommended for the following conditions:
b. 1.1. All frankly infectedwounds
b.l.2. All category III cat bites
b. 1 .3. All other category 111 bites that are either deep, penetrating,multiple or extensive
or located on the hand/face/genital area


b.2. Recommendedantimicrobials for frankly infected wounds include:
b.2. 1. Amoxicillin/clavulanic


I Adults - 500 mg p.o. TID
I Children - 30-45 mg/kg/day in 3 divided doses


b.2.2. Cloxacillin
I Adults - 500 mg p.o. QID
I Children - 10-150-100 mg/kg/day in 4 divided doses


b.2.3. Cefuroxime axetil
I Adults - 500 mg p.o. BID
I Children - 10-15 mg/kg/day in 2 divided doses


b.2.4. For penicillin allergic patients
I Adults - Doxycycline
I Children— Erythromycin


b.2.5. For those instances where there are no obvious signs of infection, amoxycillin as
prophylaxismay suffice


I Adults - 500 mg p.o. TID
I Children - 30-45 mg/kg/day in 3 divided doses


0 The public shall be educated in simple local wound treatment and warned not to use
procedures that may further contaminate the wounds (e.g. tandok, bato, rubbing
garlic on the wounds and other non-traditionalpractices)
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c. Vaccination


c.l. General Principles
c.1.1. Storage


c.1.1.1. Vaccines shall be stored at +2 to + 8 °C in a refrigerator, not freezer
c.1.1.2. Once reconstituted,vaccines shall be kept in the refrigerator and used


within 8 hours
c.1.2. AdministrationArea


0.1.2.1. Injections shall be given on the deltoid area of each arm in adults or at
the anterolateral aspect of the thigh in infants.


0.1.2.2. Vaccine shall never be injected in the gluteal area as absorption is
unpredictable


c.2. Treatment Regimen Schedule
c.2.1. Updated2-Site Intradermal Schedule (2-2-2-0-2)


0.2.1.1. One dose for ID administrationis equivalent to 0.1 ml for
PVRV and PCECV


0.2.1.2 One dose shall be given on each deltoid on Days 0, 3, 7 and 28
C213 One intradermaldose should have at least 0.5 [U vaccine


potency


Table 5. Updated 2-Site Intradermal Schedule


Day of PVRV/ Site of injection
immunization PCEV
Day 0 0.1 ml Left and right deltoids or anterolateral thighs in infants
Day 3 0.1 ml Left and right deltoids or anterolateral thighs in infants
Day 7 0.1 m1 Left and right deltoids or anterolateral thighs in infants
Day 28* 0.1 ml Left and right deltoid or anterolateral thighs in infants


* For WHO pre-qualified vaccines, the day 28 dose may be omitted following the IPC
Institute Pasteur du Cambodge (IPC) Intradermal regimen (2-2-2-0-0)


Table 6. IPC Institute Pasteur du Cambodge (IPC) Intradermal regimen (2-2-2-0-0)


Day of PVRV/ Site of injection
immunization PCEV
Day 0 0.1 m1 Left and right deltoids or anterolateral thighs in infants
Day 3 0.1 m1 Left and right deltoids or anterolateralthighs in infants
Day 7 0.1 ml Left and right deltoids or anterolateralthighs in infants







c.2.1.4.The ID injection shall produce a minimumof 3 mm wheal. In the
event that a dose ofvaccine is inadvertentlygiven subcutaneouslyor
IM, the dose shall be repeated


c.2.1.5 A one (1) m1 syringe with gauge 27 needle, preferably auto-
disposable syringe, shall be used for ID injection


c.2.1.6 Should a vaccine dose be delayed for any reason, the PEP regimen
should be continued (not restarted).


c.2.3. Intramuscular Regimens approvedby WHO
c.2.3.1 Zagreb Regimen Schedule (2-0-1—0-1) IntramuscularSchedule


Table 7. Zagreb Regimen Schedule (2-0-1-0-1) Intramuscular Schedule


Pay . .
0f PVRV PCECV Site ofinjectionImmunization


DayO 0.5 ml 1.0 ml Left and right deltoids or
anterolateral thigh in infants


Day7 0.5 ml 1.0 ml One deltoid or anterolateral
thigh in infants


Day 21 0.5 ml 1.0 ml One deltoid or anterolateral
thigh in infants


c.2.3.2. Shortened Intramuscular Schedule (CDC) (1-1-1-1-0)


Table 8. Shortened Intramuscular Schedule (CDC) (1-1-1-1-0)


Pay . .°f PVRV PCECV Site ofinjectionimmunization


DayO 0.5 ml 1.0 ml One deltoid or anterolateral
thigh in infants


Day3 0.5 ml 1.0 ml One deltoid or anterolateral
thigh in infants


Day7 0.5 ml 1.0 ml One deltoid or anterolateral
thigh in infants


Day 14 0.5 ml 1.0 ml One deltoid or anterolateral
thigh in infants


d. Post-Exposure Prophylaxis under Special Conditions


d.1. Pregnancy and infancy shall NOT be contraindications to treatment with purified
CCEEV (PVRV, PCECV) and RIG.


d.2. Babies who are born of rabid mothers shall be given rabies vaccination as well as
RIG as early as possible at birth. /
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d.3. Patients with hematologic conditions where IM injection is contraindicated shall
receive rabies vaccine by ID route.


d.4. Patientswith chronic liverdisease and those taking chloroquine,and systemic steroids
shall be given standard IM regimen as the response to ID regimen is not optimum for
these conditions. Vaccination shall not be delayed in these circumstances as it
increases the risk of rabies.


d.5. Immunocompromisedindividuals(such as thosewithHIV infection, cancer/transplant
patients, patients on immunosuppressivetherapy etc.) shall be given vaccine using
standard IM regimen and RIG for both Category II and III exposures.


d.6. Exposed persons who present for evaluation or treatment weeks or months after the
bite shall be treated as if exposure has occurred recently. However, if the biting
animal has remainedhealthy and alive with no signs of rabies until 14 days after the
bite, no treatment shall be needed.


d.7. Changes in the human rabies vaccine product and/or the route during the same PEP
course are acceptable, if unavoidable to ensure PEP course completion. Restarting
PEP is not necessary.


d.8. Bites by rodents, guinea pigs and rabbits shall not require rabies post-exposure
prophylaxis.


d.9. Bites by domestic animals (dog, cat) and livestock (cows, pigs, horses, goats etc) as
well as wild animals (bats, monkeys, etc) shall require PEP.


e. Post-Exposure Prophylaxis of Previously Immunized Animal Bite Patients


e.1. Local wound treatment shall always be carried out.
e.2. Persons with repeat exposure after having previously received complete primary


immunization or Pre- Exposure Prophylaxis against rabies with CCEEV shall be
given a booster dose of 0.1 ml ID dose at 1 site on DO and D3 or 4 ID doses on Day
0. To maximize use ofCCEEV, the use of an IM booster dose is discouraged.


Table 9a. Managementof Previously Vaccinated Individuals


PEP/PrEPHistory RIG Management
Patient received complete PrEP (Day 0 and 7) OR No Determineifhigh or low
Patient received at least days 0 and 3 doses of PEP risk bite (see Table 9b)
ID/IM
Patient received complete PrEP (Day 0 and 7) OR Yes, if Give full course PEP
Patient received at least days 0 and 3 doses of PEP indicated
ID/IMAND
Patient is immunocompromisedOR bitten by a bat
Patient did not complete PrEP OR Patient received Yes, if Give full course PEP
only 1 dose ofPEP indicated
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Table 9b. Criteria for high and low risk exposures
Risk of Criteria Recommendation
exposure
High Risk ANYONE OF THE FOLLOWING: Immediately provide the


1.Biting animal cannot be observed, dies booster injections to the
or is sick patient


2. Site ofbite is in highly innervatedparts Booster doses:
of the body — neck, head, genital area, 0.1 m1 ID at 4 sites on day 0
hands and toes OR


3.Multiple deep bites 0.1 ml ID/IM at 1 site on days
4.Patient is coming from GIDA* areas, 0 and 3


Le. infrequent transportation to and
'- from ABTC/ABC


5.* GIDA — Geographically Isolated and
Disadvantagedareas


Low Risk Last dose of vaccine was within the previous Observe biting animal for 14
3 monthsAND days.
Biting animal is healthy, owned, kept on a If animal remains healthy,
leash or can be confined and is available for withhold booster dose
observation
AND ANYONE OF THE FF:
1. Biting animal is the same animal that bit


the patient previouslyOR
2. Biting animal is previously immunized


OR
3. Bite is on the extremities/trunk


e.3. Patients who have previously received complete primary immunization with rabies
vaccine have the advantage that booster doses will rapidly induce a large increase in
antibodyproduction(a “secondaryresponse”). Therefore,there is no need to give RIG.


e.4 Patients who have not completed the primary immunization as described above shall
receive full course includingRIG if needed.


I


f.Management ofRabies Exposures from bites of animals vaccinated against rabies:


f.1. For Category 1 exposure, PEP is not needed.


f.2. For Category II exposures, the following are recommended:
f.2.1 Immediate washing of the bite wound for ten minutes and application of an
antiseptic solution.
f.2.2 No human rabies vaccine shall be provided, provided that ALL of the
followingconditions are satisfied:
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f.2.2.1 Dog/cat is healthy and available for observation for 14 days
£2.22. Dog/catwas vaccinated against rabies for the past 2 years:


i. Dog/catshall be at least 1 year 6monthsold and has updatedvaccination
certificate from a duly licensed veterinarian for the last 2 years


ii. The last vaccination shall be within the past twelve (12) months, the
immunization status of the dog/cat shall not be consideredupdated if
the animal is not vaccinatedon the due date of the next vaccination


f. 2.3. If the biting animal starts to show signs of rabies, immediatelygive
vaccine and RIG.


f.2.4. If the biting animal remains to be healthywithin 14 days, there is no need to
administerCCEEVagainst rabies.


f.3. For Category III exposures, the following are recommended:
f.3.1 Immediate washingof the bite wound for ten minutes and applicationof


an antiseptic solution.
f.3.2 CCEEV and RIG are immediatelyadministered regardless of the status


of the biting animal.
f.4. PEP shall not be required for bite/s of the followingbiting animals: rats, mice, guinea


pigs, hamsters, rabbits, snakes and other reptiles, birds and other avians, insects and
fish.


Table 10. Clinical Signs of Animal Rabies
Prodromal Stage (usually lasts 2-3 days; sometimes only a few hours)
A. Changes in attitude/behavior/temperamentsuch as unusual shyness or aggressiveness


Friendly animal becomes aggressive
Solitude
Restlessness
Snapping at imaginaryobjects
Apprehension
Nervousness
Anxiety
Barking/vocalizationat the slightestprovocation


B. Dilated pupils; becomemyotic in advance state
C. Mydriasis and/or sluggishpalpebral or corneal reflexes
D. Slight rise in body temperature (slight fever)
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Clinical Rabies
Furious Stage (usually lasts 1-7 days) Paralytic (dumb) stage (develops 2-10


days after clinical signs; usually last 2-4
days)


I. Increased response to auditory and Visual Paralysis
stimulationsuch as o Paralysis may begin at the bite area
0 Restlessness and progress until entire CNS
0 Photophobia involvement
0 Hyperaesthesia, 0 Followingparalysis of the head and
0 Eating unusual objects neck, the entire body becomes
0 Aggression paralyzes
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o Attacking any live or inanimate objects 0
II. Erratic behavior


Biting or snapping
Licking 0r chewing ofwound/bite site 0


If caged, biting of their cage
Wandering and roaming
Excitability;
Irritability;
Viciousness


III. Self—mutilation
IV.Muscular in-coordinationand seizures
V.Disorientation


o Roams and bites inanimate object and also
other animals including man


Change in tone of
vocalization/barking (indicative of
laryngeal/pharyngealparalysis)
Hypersalivation or frothing ;


drooling/slobbering of saliva
(indicative of laryngeal/pharyngeal
paralysis)
Dysphagia/difficulty/inability to
swallow (indicative of
laryngeal/pharyngealparalysis)
“Jaw drop”/Dropped jaw due to
masseter muscle paralysis (suspects
foreign body in mouth or
esophagus)
Pupil dilation or pupil constriction
Protrusionof third eyelid
Ataxia, progressive paralysis and
cannibalism (terminal stage)
Coma and/0r respiratory paralysis
resulting in deathwithin 2-4 days


D. Pre—exposure Prophylaxis
a. Benefits


The need for passive immunizationproduct (RIG) is eliminated
PET vaccine regimen is reduced from five to two doses
Protection against rabies is possible if PET is delayed
Protection against inadvertentexposure to rabies is possible
The cost of PEP is reduced


b. Target population
Personnel in rabies diagnostic laboratories
Veterinariansand veterinary students
Animal handlers
Health care workersdirectly involved in care of rabies patients
Individuals directly involved in rabies control
Fieldworkers
It is recommendedthat children 2-10 yrs old also be immunized because of the
increased risk and severityof animal bites in this age group







c. Regimen:
Table 11. Pre-exposure Prophylaxis Schedule


PVRV PCECV
Regimen Day 0 Day 7 Day Day 0 Day 7 Day


21/28** 21/28**
Intradermal 0.1 ml 0.1 ml 0.1 ml 0.1 ml 0.1 ml 0.1 ml
(2 doses)
Intramuscular* 0.5 ml 0.5 ml 0.5 ml 1.0 ml 1.0 ml 1.0 m1


* Immunocompromisedindividuals should receive the full intramuscular regimen (Day
0, 7 and 21/28).


** For Immunocompetentindividualsgiven WHO Pre-qualifiedCCEEV, Day21/28 is not
given.
For Immunocompetentindividualsgiven non-WHO prequalifiedCCEEV, Day 21/28 is
given)


(1. Routinebooster schedule for individual given Pre- ExposureProphylaxis: (Table 12)


Not all individuals who have completed the PrEP shall receive routine booster doses of
anti- rabies vaccine. Only high risk individuals whose exposures may not be known are
recommendedto have routine booster doses.


Table 12. Routine booster Schedule for individuals given Pre- Exposure Prophylaxis
(PreP)


. . . Recommended Booster ScheduleType of RlSk Population at RlSk (Without definite exposure)
High Risk 1. Health workers
( exposures handling rabies -1 Booster dose 1 year after primary
may not be cases immunization:
known) 2. Workers in rabies a .One (1 site) 0.1 m1 ID dose of


laboratories, PVRV or PCEC on DO; OR
3. Veterinarians, b. One (lsite) Vial of0.5 m1 PVRV
4. Veterinary or 1.0 ml PCEC given


students, intramuscularlyon DO
5. Animal handlers


(dog trainers, -Thereafter, 1 booster, if Ab titers
workers in pet fall below 0.5 IU/ml
shops, zoos, etc.)


OR
- In the absence of serologic testing,
1 booster dose every 5 years


Low Risk
( exposures are
known)


General Population No routine booster after
immunization


primary
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E. Management of the Biting Animal


1. The biting animal shall be observed for 14 days. Adequateanimal care shall be provided
during the observationperiod.


2. It is advisable for patients to consult a veterinarian,wheneverpossible, regarding
biting animal managementespeciallywhen any of the following is observed:


sudden change ofbehavior (from mild to vicious temperamentor vice versa)
characteristichoarse howl
watchful, apprehensiveexpression of the eyes, staring, blank gaze
droolingof saliva
paralysis or uncoordinatedgait ofhind legs
marked restlessness,pacing in cage
if at large runs aimlessly, biting anything in its way
depraved appetite, self-mutilation
in some cases, lies quiescent, biting whenprovoked
snaps at imaginaryobjects
paralysis of lower jaw and tongue; inability to drink
suddendeath without associated S/Sx
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3. PEP utilizing non-WHO prequalified vaccine shall be discontinued if the biting animal
remains healthy after the 14—day observationperiod. If the animal dies or gets sick, the
head shall be submitted to the nearest rabies diagnostic laboratory for testing.


F. Dispensing of Anti-Rabies Immunizing Agent


1. Patients needing PEP shall be referred to the nearest Animal Bite Treatment
Center/AnimalBite Clinic where anti-rabies immunizingagents (vaccines and RIG) are
administered.


2. The following procedures shall be observed when assessing animal bite patients and
dispensing anti-rabies immunizing agents:


a. Assess the victim thoroughly and record in the Municipal/City/HospitalRabies
SurveillanceForm (Facility-based form).


b. Decide whether or not to initiate treatmentusing the Revised Guidelines on the
ManagementofAnimal Bite Patients as reference.


c. If the situationwarrants immunization(Category II and Category III), the patient
shall be given the intradermal regimen. The other approved regimens may be
used if the ID regimen is not feasible


d. If indicated, the patient shall be provided the required dose of passive
immunizationproducts/RIG, if available, preferablyERIG or F(ab’)2.


e. Explain your decision to the patient with particular emphasis on adherence to
treatment schedules, if immunization is indicated.
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f. Observecourtesy and tactfulnesswhen dealingwith patients particularly among
individualswho need not be immunized.


g. Give advice on the practice ofResponsiblePet Ownership.


G. Priorities forDispensing Vaccines
The following shall be the program’s order ofpriority for dispensingvaccines:
a.


b.
c.
d.


e.


Patients bitten by animals found to be positive by IFAT or for “Negri bodies”
regardlessof type ofbite exposure
Patients with Category III exposure
Patients bitten by animals that are not available for observation (stray/slaughtered)
Individuals exposed to humanrabiespatients throughbite/non—bite exposureas defined
in table 1.
Patients with Category 11 exposure


H. Injection Safety:
A safe injection is defined by the WorldHealth Organization as an injection that:
0 Does not harm the recipient
a Does not expose the health staff to any avoidable risks
0 Does not result in waste that is dangerous to the community.


1. Injection Equipment
b. Auto-Disable (AD) Syringes— are disposable injection devices that are especially


made to prevent re—use and are therefore less likely than standard disposable
syringes to cause person-to-persontransmissionofblood-bornediseases.


The program recommends that health workers shall use AD syringe in their
respectiveABTC.


c. Conventional Syringes— are plastic syringes with steel needles that are provided
usually by the manufacturer in sterile package. The needle may either be fixed to
the syringe when it is produced or attachedby the health staffjust before use.


2. Management ofSharp Wastes


3.


Used syringes and needles shall neverbe dumped in open areas where peoplemightpick
them up, step on them, or come in contactwith them in any way.


The need to bettermanageused or contaminatedsharps shall be through the use of safety
boxes or sharp containers. These are puncture-resistant containerswhere used syringes
and needles can be immediatelyand temporarily stored after use until its final disposal.


Waste Disposal
Collector boxes filled with used syringes and needles shall be immediatelybrought to
its final disposal. The program recommends the followingmethodsof disposal:


0 Use of septic vault
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o Pit burial; and
0 Waste treatment and final disposal to landfill


I. Roles and Responsibilities


1. Central Office
The Disease Prevention and Control Bureau shall be responsible for procurement,
allocation and distribution of vaccines and RIG and shall augment vaccine requirements
for low — income municipalities with high incidence of rabies.
All DOH Regional Offices shall be given allocation every quarter subject to availability of
the immunological products.


DOHRegionalOffice
The Regional Office, through the Director and the Rabies Control Program Coordinator
shall be responsible for distribution of vaccines to the Provincial/City Health Offices.


3. Local Government Units (LGUs)


VII.


VIII.


IX.


The LGUs shall be encouraged to enact and strictly enforce ordinance relevant to rabies
control. The Provincial Rabies Control Coordinators shall distribute the augmented
vaccines of the Department ofHealth to the established Animal Bite Treatment Centers
where human anti-rabies immunizing agents (vaccines and RIG) are administered. The
LGUs shall encourage to allocate funds for its procurement.


TRANSITORYPROVISION


Procurement of NON—WHO PREQUALIFIED CCEEV for government agencies shall
cease when WHO pre-qualified vaccines become available and supplies become stable
in the market.


REPEALING CLAUSE


Administrative Order No. 2014-0012 entitled “New Guidelines on the Management of
Rabies Exposures” and all other issuances inconsistent or contrary to the provisions of
this Order are hereby repealed or modified.


EFECTIVITY


This Order shall take effect immediately.


FRAN SC . DUQ , M.D., M.Sc.
Secre ry ofHealth
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Region Regional Executive Director Address Email Contact number Rabies Coordinator Division


BARMM


MOHAMMAD S. YACOB, Ph.D.
Ministry of Agriculture, Fisheries, and 


Agrarian Reform (ARMM) - ARMM 


Compound, Governor Gutierrez Avenue, 


9600 Cotabato City


ors_dafarmm@yahoo


.com  
 (064) 421.1248 


(Cotabato)
Seeham S. Pangol


CAR Cameron P. Odsey BPI Complex, Guisad, Baguio  City (074) 445.4973 Dr. Arlene Sagayo Integrated Laboratory Division


I Nestor D. Domenden
Aguila Road, Sevilla Norte, City of San 


Fernando, La Union 2500
(072) 888.0341 Dr. Allen Mae M. Doctolero Regulatory Division 


II Narciso A. Edillo, M.A. Ed. San Gabriel, Tuguegarao City, Cagayan


lra@yahoo.com / 


da_rfu2000@yahoo.c


om


(078) 3961328 / 


(078) 8441031
Dr. Manuel M. Galang, Jr. Regulatory Division 


III Crispulo G. Bautista, Jr. 


Capitol Compound, Sto. Niño Capitol 


Compound, City of San Fernando, 


Pampanga


rfo3.da@gmail.com (045) 9613472 Dr. Milagros Mananggit Integrated Laboratory Division


IV-A Vilma M. Dimaculangan 9285375 Dr. Jerome G. Cuasay Regulatory Division 


IV-B Antonio Gerundio, CESO III
3rd flr. ATI Compound, Elliptical Road, 


Diliman, Quezon City
ored4b@yahoo.com


9274350 / 


4264784
Dr. Dave Christopher G. ViñasIntegrated Laboratory Division


V Rodel P. Tornilla, MABE San Agustin, Pili, Camarines Sur da5ored@yahoo.com (054) 4770381 Dr. Josefina U Bañadera Regulatory Division 


VI Engr. Remelyn R. Recoter, MNSA, CESO III Port San Pedro, Iloilo City darfu6@yahoo.com


(033) 336.4221 / 


337-3549 / 337-


1262


Dr. Pacifico Lumauag III Regulatory Division


VII Atty. Salvador D. Diputado, LLM., PhD.
KRC Building, Subangdaco Highway, 


Mandaue City, Cebu
(032) 238.2163 Dr. Ana Marie Cristina V. MigriñoIntegrated Laboratory Division


VIII Angel C. Enriquez, CESO III Kanhuraw Hill, Tacloban City


da8ored@yahoo.com


darfy8ored@yahoo.c


om


agr@yahoo.com


(053) 321.2024 / 


920.1767
Dr. Norietta F. Orsua Integrated Laboratory Division


IX Rad Donn L. Cedeño General Vicente Alvarez Street, Zamboanga City 
(062) 993.3201 / 


(062) 991.2715
Dr. Marie France Que Jalao Regulatory Division


X Carlene C. Collado, CPA A. Luna Street, Cagayan de Oro City


agri10cdo@gmail.co


m / 


ictu10@yahoo.com.p


h


(088) 856.6871 Dr. Oryza Kristy B. Baylo Integrated Laboratory Division
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Region Regional Executive Director Address Email Contact number Rabies Coordinator Division


XI Engr. Ricardo M. Oñate, Jr. F. Bangoy Street, Davao City
da11_ored@yahoo.co


m; 


(082) 224.0284 / 


(082) 221.9697
Dr. Armie Capuyan Regulatory Division


XII Arlan M. Mangelen CSA Bldg., Gensan St., Koronadal City
da12_red@yahoo.co


m.ph
(083) 520.0460 Dr. Jeneffer Bulawan Integrated Laboratory Division


XIII Abel James I. Monteagudo Capitol Site, Butuan City dacaraga@yahoo.com
(085) 341.4546 / 


920.1849
Dr. Esther B. Cardeño Integrated Laboratory Division



mailto:da11_ored@yahoo.com;

mailto:da11_ored@yahoo.com;
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Region


BARMM


CAR


I


II


III


IV-A


IV-B


V


VI


VII


VIII


IX


X


Email Contact number Alternate Division Email Contact number


hams.pangol@gmail.com


inanrayan@yahoo.com.ph 9183323331 Dr. Cecilia B. CapuyanRegulatory Division cecilonly07@gmail.com 9175452304


allenmaedoctolero@gmail.com 9171886793 Nicolene Fines Regulatory Division regdarfo1ahw@gmail.com 9751441049


mgalangjr@gmail.com 9066942159 Dr. Judith Z. Tattao Integrated Laboratory Division judith_tattao@yahoo.com 9175194639


ild.darfo3@gmail.com


jeromecuasay@gmail.com 9178310446 Dr. Mary Ruth CallantaIntegrated Laboratory Division da.raddl.lipa@gmail.com 9055216144


davevinasdvm@gmail.com 9563871056 Dr. Vida Francisco Regulatory Division daregulatory@gmail.com 9778393516


regulatoryrfo5@gmail.com 9472011245 Ms. Claire Sales Regulatory Division clairevalen8882@gmail.com 9293344620


pacificoiiilumauag@gmail.com 9053044059


raddl.da7@gmail.com 9257324097


noryforsua@yahoo.com 9179889218 Dr. Ernestine P. IbañezIntegrated Laboratory Division ernestine_pasagui@yahoo.com 9151841883


que_france@yahoo.com 9177103613 Dr. Ken Yee Palma Integrated Laboratory Division yeeken70@yahoo.com 9066541938


oryzakristy@gmail.com 9363155226 Dr. Julesben Ceasar C. MaquilingRegulatory Division julesbenceasarmaquiling@gmail.com91737201711



mailto:hams.pangol@gmail.com

mailto:inanrayan@yahoo.com.ph

mailto:cecilonly07@gmail.com

mailto:allenmaedoctolero@gmail.com

mailto:regdarfo1ahw@gmail.com

mailto:mgalangjr@gmail.com

mailto:judith_tattao@yahoo.com

mailto:ild.darfo3@gmail.com

mailto:jeromecuasay@gmail.com
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mailto:davevinasdvm@gmail.com

mailto:daregulatory@gmail.com
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XI


XII


XIII


Email Contact number Alternate Division Email Contact number


vphec.davao@gmail.com 9755735013 Dr. Mark Kenneth DinoRegulatory Division vphec.davao@gmail.com 9163498259


jenefferbulawan@yahoo.com 9157173036 Dr. Jobienaur MoscosoIntegrated Laboratory Division raddlrfo12@gmail.com 9088730482


redbrahman16@yahoo.com 9173053441 Dr. Lifeiz Grace V. AgutoIntegrated Laboratory Division poohbear_es20@yahoo.com



mailto:vphec.davao@gmail.com
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PROVINCIAL, CITY AND MUNICIPAL VETERINARIANS LEAGUE OF THE PHILIPPINES


LIST OF MEMBERS


PROVINCIAL VETERINARIANS


PROVINCIAL PROVINCIAL OFFICE
CONTACT NUMBERS / EMAIL 


ADDRESS


CAPITOL VETERINARIAN ADDRESS


(074) 382-2192


0905-8078500


0916-6806130


0939-396-4282


docralph_01@yahoo.com


0921-2528747


mariano_dunwan@yahoo.com


(074) 462-4310


0936-7999194 


(074) 422-2091


0918-5222690


vetmiriam523@gmail.com


0927-8705099


(077) 770-4423


0917-5663082


lmvalenzuela62@yahoo.com


(077) 603-4793


dranidagapuz@gmail.com


pgluopvet@gmail.com


0917-5242226


drjoey6065@yahoo.com


No. PROVINCE REGION


1 IFUGAO LAGAWE CAR


4
MOUNTAIN 


PROVINCE
BAGUIO CITY CAR DR. BERNABE S. MASWENG


Provincial Veterinary Office, Provincial Capitol, 


Mountain Province


3 KALINGA TABUK CAR DR. MARIANO M. DUNWAN
Office of the Provincial Veterinarian, Capitol Hill, 


Balanao Tabuk, Kalinga 


DR. JAMES S. GOPENG Provincial Veterinary Office, Lagawe, Ifugao 3600


2 APAYAO KABUGAO CAR DR. RALPH M. VERZON
Provincial Veterinary Office, San Isidro Sur, Luna, 


Apayao


7 PANGASINAN LINGAYEN I


6 ABRA BANGUED CAR DR. RUSTOM P. VALERA Office of the Provincial Veterinarian, Bangued, Abra


5 BENGUET LA TRINIDAD CAR DR. MIRIAM V. TIONGAN
Provincial Veterinary Office, Capitol, Poblacion, La 


Trinidad, Benguet


10 ILOCOS SUR VIGAN CITY I DR. CELSO GAO-AY
Provincial Veterinary Office, Provincial Capitol, Vigan 


City, Ilocos Sur


9 LA UNION SN. FERNANDO I DR. NIDA N. GAPUZ
Office of the Provincial Veterinarian, San Fernando, 


La Union


8 ILOCOS NORTE LAOAG CITY I DR. LOIDA M. VALENZUELA
Office of the Provincial Veterinarian, Gomburza Street, 


Laoag City, Ilocos Norte
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mailto:lmvalenzuela62@yahoo.com
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(078) 321-2701


0918-3484709


cgseraspi@yahoo.com.ph


(078) 692-5088


(078) 622-2378/622-2671


0908-8142369


doc_alz@yahoo.com.ph


0920-9615077 


0916-5055077


provetcagayan@gmail.com


0916-6888857


voltairegb@yahoo.com


0922-8279201


jenaverilla@yahoo.com.ph


(045) 455-0412/ 861-1424/ 9613214 


0999-9969731 


0908-8601307


jcniedo@yahoo.com


(047) 237-2704


0917-5760224


vet@bataan.gov.ph


0998-9520038


malorna_baculanta@yahoo.com


0999-9919615


angelorsilvestre@yahoo.com


(042) 373-2753


0942-3660775


provetquezon@yahoo.com


13 ISABELA ILAGAN II DR. ANGELO C. NAUI Provincial Veterinary Office, Ilagan City, Isabela


12 QUIRINO CABARROGUIS II DR. MARCELINO G. DELSON, JR.
Provincial Veterinary Office, Capitol, Cabarroguis, 


Quirino


11 NUEVA VIZCAYA BAYOMBONG II DR. CHRISTOPHER G. SERASPI
Provincial Veterinary Office, Capitol Compound, 


Bayumbong, Nueva Vizcaya


16 BULACAN MALOLOS III DR. VOLTAIRE G. BASINANG
Provincial Veterinary Office, Provincial Capitol, 


McArthur Hi-way, Malolos, Bulacan


15 CAGAYAN TUGUEGARAO II DR. JAIME A. GUILLERMO
Provincial Veterinary Office, Tuguegarao City, 


Cagayan


14 BATANES BASCO II DR, AUREA PEREZ Provincial Veterinary Office, Basco, Batanes


19 ZAMBALES IBA III DR. JULIUS CEASAR P. NIEDO
Provincial Veterinary Office, Palanginan, Iba, 


Zambales


18 PAMPANGA SAN FERNANDO III DR. AUGUSTO B. BALUYUT, JR.
Provincial Veterinary Office, Provincial Capitol, San 


Fernando, Pampanga


17 NUEVA ECIJA PALAYAN III DR. JENNILYN M. AVERILLA
Provincial Veterinary Office, Provincial Capitol, 


Gabaldon St., Cabanatuan, Nueva Ecija


22 AURORA BALER III DR. ANGELO R. SILVESTRE
Provincial Veterinary Office, Capitol Building, Baler, 


Aurora


21 TARLAC TARLAC III DR. MA. LORNA S. BACULANTA
Provincial Veterinary Office, Romulo, Boulevard, 


Tarlac City


20 BATAAN BALANGA III DR. ALBERTO S. VENTURINA
Provincial Veterinary Office, Capitol Compound, San 


Jose, Balanga City, Bataan


23 QUEZON LUCENA CITY IV-A DR. FLOMELLA A. CAGUICLA


Provincial Veterinary Office, G/F Social Services 


Building, Provincial Capitol Compound, Lucena City, 


Quezon
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(049) 501-4204


0920-9780166


mgbustamante@yahoo.com


(036) 419-2008


0917-8079507


provetcavite@yahoo.com


dab_vetservices@yahoo.com.ph


(043) 702-2509


620-2400 Local 5702 / 5704


0917-3457105


0918-5952900


(043) 288-1743


(042) 332-0405


0939-9100115


jmvictoria_dvm87@yahoo.com


0999-9983448


lifelinepalawan@yahoo.com


(043) 491-4829


0922-8267282


kris_gonzales79@yahoo.com


(052) 481-2555 / 742-0123


0919-8182724


(056) 578-2200


0917-798-6388


25 CAVITE TRECE MARTIRES IV-A DR. GLORIA DIGMA
Provincial Veterinary Office, Brgy. Luciano, Trece 


Martires City, Cavite


24 LAGUNA STA. CRUZ IV-A DR. MARY GRACE M. BUSTAMANTE
Provincial Veterinary Office, Callos, District 4, Sta. 


Cruz, Laguna


28 ROMBLON ROMBLON IV-B DR. PAUL M. MINANO Provincial Veterinary Office, Romblon, Romblon


27 RIZAL PASIG CITY IV-A DR. REYNALDO L. BONITA


Provincial Veterinary Office, Capitol Compound, 


Circumferential Road cor. P. Oliveros St., Ynares 


Center Complex, Antipolo City


26 BATANGAS BATANGAS IV-A DR. ROMELITO MARASIGAN 
Provincial Veterinary Office, Diversion Road, Bulbok, 


Batangas City 4200


31 PALAWAN PUERTO 


PRINCESSA


IV-B DR. JUANITO PIO L. LLEDO
Office of the Provincial Veterinarian, SPS Government 


Center, Bancao 2, Puerto Princesa City, Palawan


30 MARINDUQUE BOAC IV-B DR. JOSUE M. VICTORIA
Office of the Provincial Veterinarian, Boac, 


Marinduque


29 ORIENTAL MINDORO CALAPAN CITY IV-B DR. GRIMALDO C. CATAPANG
Provincial Veterinary Office, Capad Complex, 


Camilmil, Calapan City


34 MASBATE MASBATE CITY V DR. HERNANDO P. DORONGON City Veterinary Office, Masbate City 5400 Masbate


33 ALBAY LEGASPI CITY V DR. FLORENCIO F. ADONAY
Provincial Veterinary Services, 3/F Capitol Annex 


Building, Legaspi City, Albay


32
OCCIDENTAL 


MINDORO
MAMBURAO IV-B DR. KRISTOFFERSON B. GONZALES


OPV Capitol Complex Brgy. 9, Mamburao, Occidental 


Mindoro 
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(056) 421-5070


0939-908-3761


hypndok@yahoo.com


(054) 571-2825


0939-9159089


ru_diezmo@yahoo.com.ph


0915-2699705


janerubio1@yahoo.com


0920-9497897


celybinuya2@gmail.com


(036) 621-4160


0998-5188789


opvetcapiz@yahoo.com


(036) 268-9058


0939-9227988


mabel_sinel@yahoo.com


Provincial Veterinary Services Office 0930-5516607


Provincial Capitol, San Miguel pvso_guimaras@yahoo.com


Jordan, Guimaras (033) 581-3151 / 581-3345


0917-4718941


opv_antique@yahoo.com


(036) 621-0595 / 621-4160


0918-4972425


(033) 337-2193 / 337-0939


silvinojr23@yahoo.com.ph


(034) 433-6264


0919-6590174


vet_negocc@yahoo.com


37 CATANDUANES VIRAC V DR. JANE C. RUBIO
Office of the Provincial Governor, Provincial Capitol, 


Virac, Catanduanes 4800


36 CAMARINES NORTE DAET V DR. RONALDO U. DIEZMO
Office of the Provincial Veterinarian, Provincial Capitol 


Building, Daet, Camarines Norte


35 SORSOGON SORSOGON CITY V DR. ENRIQUE D. ESPIRITU
Provincial Veterinary Office, Capitol Compound, 


Burabod, Sorsogon City


40 AKLAN KALIBO VI DR. MA. CYROSA LEEN MABEL. SINEL
Provincial Veterinary Office, Capitol Site, Kalibo, 


Aklan


39 CAPIZ ROXAS CITY VI DR. LEONEL P. ABORDO
Office of the Provincial Veterinarian, Corner Mabini-


Bolbao Streets, Cadimahan, Roxas City


38 CAMARINES SUR PILI V


Ms. Cely Binuya (OIC), Provincial Agriculture Office, 


Provincial Capitol Complex Cadlan, Pili, Camarines 


Sur


Office of the Provincial Veterinarian, T.A. Fornier St., 


San Jose de Buenavista, Antique


43 ILOILO ILOILO CITY VI DR. SILVINO R. TEODOSIO, JR.
Office of the Provincial Veterinarian, Provincial 


Capitol, Iloilo City 5000


41 GUIMARAS JORDAN VI DR. MA. THERESA B. MACAINAN


42 ANTIQUE SAN JOSE VI DR. ROMEO S. MAGDATO


45 NEGROS ORIENTAL DUMAGUETE CITY


44
NEGROS 


OCCIDENTAL 
BACOLOD CITY NIR DR. RENANTE J. DECENA


Office of the Provincial Veterinarian, Provincial Vet. 


Building, Gatuslao St., Bacolod City 6100 Negros 


Occidental
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(038) 501-0801


0908-8888803 


opvbohol@gmail.com


(035) 377-2510


0926-4212419 


pvosiquijor@yahoo.com


(032) 255-4031


(032) 888-2328 Local 3060-65


0920-9327549


cheroseb@gmail.com


0998-5468776


jla_animals@yahoo.com


(053) 500-9581


0917-3219586


apurasuzette@gmail.com


(053) 381-4036


(053) 382-2299


0906-8966786


(053) 256-3101 / 255-5156


0917-3061379/ 0908-8638423


teofilomendoza58@yahoo.com


(055) 560-9026


0917-7051603


rbdevora@yahoo.com


(053) 356-1671


0910-2411483


wintertjd@yahoo.com


0917-6295111


guy_manlosa@yahoo.com


46 BOHOL
TAGBILARAN 


CITY
VII DR. STELLA MARIE D. LAPIZ


Office of the Provincial Veterinarian, OPV-Capitol 


Annex, Tagbilaran City 6300 Bohol


49 NORTHERN SAMAR CATARMAN VIII DR. JOSE LUIS A. ACOMPAÑADO
Provincial Veterinary Office, DA Compound, Dalakit, 


Catarman, Northern Samar 6400


48 CEBU CEBU CITY VII DR. MARY ROSE B. VINCOY


Provincial Veterinary Office, 2/F Provincial Capitol 


Bldg., Escario Street, Capitol Site, Cebu City 6000 


Cebu


47 SIQUIJOR SIQUIJOR VII DR. BERNARDITA S. TABADA
Provincial Veterinary Office, Helen, Larena, Siquijor 


6226


52 LEYTE TACLOBAN CITY VIII DR. TEOFILO D. MENDOZA
Provincial Veterinary Office, Corner Jones & Pilar 


Streets, Tacloban City 6500


51 SOUTHERN LEYTE MAASIN CITY VIII DR. FRANCISCO B. CABARRUBIAS
Provincial Veterinary Office, Provincial Capitol, 


Maasin City, 6600 Southern Leyte


50 BILIRAN NAVAL VIII DR. SUZETTE B. APURA
Provincial Veterinary Office, Capitol Compound, 


Calumpang, Naval, Biliran 6543


55
ZAMBOANGA DEL 


NORTE
DIPOLOG CITY IX DR. ELMER A. ATIENZA


Office of the Provincial Veterinarian, Upper Turno, 


Dipolog City, Zamboanga del Norte 7016


54 WESTERN SAMAR CATBALOGAN VIII DR. JULIE T. DAYAP 
Provincial Agriculture Office, Catbalogan, Western 


Samar 6700 


53 EASTERN SAMAR BORONGAN CITY VIII DR. ROMEO B. DEVORA
Provincial Veterinary Office, Capitol Site, Borongan, 


Eastern Samar
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0998-9709700


joelsabellanojr@yahoo.com


(062) 333-5778


0917-8544812


artes_079@yahoo.com


(08822) 725151


0917-7064631


vetmison@gmail.com


(088) 531-2099


(088) 545-1830


(088) 545-1747


(063) 341-5221 


0920-2141999


usodansamporna@yahoo.com


(088) 387-0902


0917-6250225


camiguinprovlvetoff@yahoo.com


(088) 813-3587


0917-3507436


pvo_bukidnon@yahoo.com


(084) 376-0142


0928-3877413


rrembate@yahoo.com


0928-2151587


pvodavaodelsur@yahoo.com


(087) 388-3948 /388-4593


0928-6785835


ericdagmang@yahoo.com


58  MISAMIS ORIENTAL
CAGAYAN DE 


ORO CITY
X DR. BENJAMIN S. RESMA


Provincial Veterinary Office, Capitol Compound, 


Cagayan de Oro City


57
ZAMBOANGA 


SIBUGAY
IPIL IX DR. ELMER E. NUEVA


Provincial Veterinary Office, Ipil Heights, Ipil, 


Zamboanga Sibugay


56
 ZAMBOANGA DEL 


SUR
PAGADIAN CITY IX DR. JOEL M. SABELLANO 


Office of the Provincial Veterinarian, Capitol 


Compound, Pagadian City, Zamboanga del Sur 7016


61 CAMIGUIN MAMBAJAO X DR. LOUIS S. BOLLOZOS
Office of the Provincial Veterinarian, Mambajao, 


Camiguin Province


60 LANAO DEL NORTE ILIGAN CITY X DR. USODAN D. SAMPORNA
Provincial Veterinary Office, DA Compound, Tubod, 


Lanao del Norte


59
MISAMIS 


OCCIDENTAL
OZAMIZ CITY X DR. MARINA PAROJINOG


Provincial Veterinary Office, Capitol Bldg., Oroqueta 


City 7207 Misamis Occidental


64 DAVAO DEL NORTE TAGUM CITY XI DR. RENATO R. EMBATE
Provincial Veterinary Office, Provincial Center, 


Manlikan, Tagum City, Davao del Norte


63
COMPOSTELA  


VALLEY
NABUNTURAN XI DR. ROLANDO S. SIMENE


Provincial Agriculture Office, 3/F Capitol Building, 


Cabidianan, Nabunturan, Compostela Valley


62 BUKIDNON
MALAYBALAY 


CITY
X DR. NANCY V. DIEZ


Provincial Veterinary Office, Provincial Capitol, 


Malaybalay, Bukidnon


66 DAVAO ORIENTAL MATI XI DR. ERIC R. DAGMANG
Office of the Provincial Veterinarian, Matiao, City of 


Mati, Davao Oriental 8200


65 DAVAO DEL SUR DIGOS CITY XI DR. RUSSEL B. CELIS
Provincial Veterinary Office, Lapulapu St., Digos City, 


Davao del Sur 8002
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0928-2151587


XI


(083) 508-2278


0919-8938416


drgleyo@yahoo.com


0918-9480264 / 0919-6335392


(083) 228-4054


0919-6665363


edwinnacito@yahoo.com


(064) 278-7066


0918-6918439 /0939-6543088


rufino_sorupia@yahoo.com


0999-777-7582


(085) 342-5219


0908-8616024


(088) 231-7559


(088) 320-3512


(086) 211-3212/ 211-3323 


0939-9390153 


gyvet@yahoo.com


0999-5727441


jrzelevazo@yahoo.com


0921-6227926


Office of the Provincial Veterinarian, Surigao Del Norte72 SURIGAO DEL NORTE CARAGA DR. LIFE SHIELA L. CUBILLANES


67 DAVAO OCCIDENTAL DR. NESTOR BARROGA
Office of the Provincial Veterinarian, Provincial 


Capitol, Malita, Davao Occidental


68 SARANGANI ALABEL XII DR. JOSELITO B. GLEYO
Office of the Provincial Veterinarian, Capitol CPD, 


Alabel, Sarangani Province


71 NORTH COTABATO KIDAPAWAN CITY XII DR. RUFINO C. SORUPIA
Office of the Provincial Veterinarian, Provincial 


Capitol, Amas, Kidapawan City, North Cotabato


70
SULTAN KUDARAT


ISULAN XII DR. EDWIN S. NACITO 
Office of the Provincial Veterinarian, PVOEJC 


Montilla, Tacurong City 9805 Sultan Kudarat


69 SOUTH COTABATO
KORODONAL 


CITY
XII


Provincial Veterinary Office, Alunan, Koronadal City, 


South Cotabato


75 SURIGAO DEL SUR TANDAG XIII DR. GERVACIO A. YPARRAGUIRRE
Office of the Provincial Veterinarian, Boax, Tandag, 


Surigao del Sur 8300


74
SURIGAO DEL 


NORTE
SURIGAO CITY XIII DR. JULIO A. DOMINGUEL 


Office of the Provincial Veterinarian, Capitol Road, 


Surigao del Norte 8400


73 AGUSAN DEL NORTE BUTUAN CITY XIII DR. BELEN M. ARUELO
Office of the Provincial Veterinarian, Capitol Site, 


Butuan City 8600 Agusan del Norte 


77 DINAGAT ISLANDS XIII DR. AIMEE A. JIMENO
Office of the Provincial Veterinarian, San Jose, 


Dinagat Islands


76 AGUSAN DEL SUR PROSPERIDAD
XIII


DR. JORIS G. ELEVASO
Provincial Veterinary Office, D.O. Plaza Government 


Center, Patin-ay, Prosperidad, Agusan del Sur 8530
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(062) 210-7018/ 520-3727/200-7018


0919-7187486


(064) 429-0120


pvetomag@yahoo.com


CITY VETERINARIANS


CITY


VETERINARIAN


(077) 772-0566


0925-3550127


(077) 676-1076


0916-5383857


cgb.cityvet2014@yahoo.com


0917-5552465


drmaranion@gmail.com


(077) 722-3838


(072) 607-8949


0918-9273384


flosdecena@yahoo.com


(075) 551-2701


0921-6879796


doc_abarra@yahoo.com


0918-2669634


0935-7614130


0929-4779018


d.brixon@yahoo.com


78 BASILAN ARMM DR. SURHAIDA T. AGUISANDA
Provincial Veterinary Office, Tabuk, Isabela 7300 


Basilan


79 MAGUINDANAO SHARIFF AGUAK ARMM DR. MELVIN Q. LIMPOT


2 BATAC ILOCOS NORTE I DR. ROBERT S. PUNGTILAN
Office of the City Veterinarian, I-S Valdez, Washington 


St., Batac, Ilocos Norte


CONTACT NUMBERS / EMAIL 


ADDRESS


1 LAOAG ILOCOS NORTE I DR. ARTURO M. CABELLO
Office of the City Veterinarian, Laoag Slaughterhouse, 


Laoag City, Ilocos Norte 2900 


Provincial Veterinary Office, Shariff Aguak, 


Maguindanao


No. CITY PROVINCE REGION OFFICE ADDRESS


5 SAN FERNANDO LA UNION I DR. FLOSIE P. DECENA
City Veterinary Office, P. Burgos St., Tanqui, San 


fernando City, La Union


4 VIGAN ILOCOS SUR I
DR. RAYETH ZHEENE LEIGH 


ROBENIOL


City Veterinary Office, Vigan City Hall, Pantay Laud, 


Vigan City 2700 Ilocos Sur


3 CANDON ILOCOS SUR I DR. ROLANDO G. MARANION
City Veterinary Office, Calaoan, Candon City, Ilocos 


Sur


8 SAN CARLOS PANGASINAN I DR. SOLOMON T. GABUYAN
City Veterinary Office, San Pedro Slaughterhouse, 


San Carlos City, Pangasinan


7 DAGUPAN PANGASINAN I DR. MICHAEL P. MARAMBA City Veterinary Office, Dagupan City, Pangasinan


6 ALAMINOS PANGASINAN I DR. RONALDO B. ABARRA
City Veterinary Office, Quezon Avenue, Poblacion, 


Alaminos City, Pangasinan
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0917-5538585


pjctumaliuanjr@yahoo.com


(078) 652-2205


(078) 305-1291


0916-2548487


doc_aga7@yahoo.com


0917-924-9566


0917-5661876


ccmirador26@gmail.com


(044) 456-4247 / 456-5020


0917-5597584


0949-8893717


0920-9824374


cvo_pc@yahoo.com


0917-5014452


0922-8750461


rvp.kokoy@yahoo.com.ph


abayganda@yahoo.com


322-0485


0927-2310162 / 0923-6848725


docmario1959@yahoo.com


11 SANTIAGO ISABELA II DR. SOLOMON D. MAYLEM City Veterinary Office, Santiago City, Isabela 3311


10 CAUAYAN ISABELA II DR. RONALD C. DALUIDAO
City Veterinary Office, Cauayan City Hall, Cauayan, 


Isabela 3305


9 TUGUEGARAO CAGAYAN II DR. PASTOR C. TUMALIUAN, JR.
City Veterinary Office, Carig Sur, Tuguegarao City, 


Cagayan


14 GAPAN NUEVA ECIJA III DR. CAROLINA CAMAYA MIRADOR
City Veterinary Office, Km 92 Maharlika Hi-way, 


Bayanihan, Gapan City, Nueva Ecija


13 MALOLOS BULACAN III DR. JORGE V. CRISOSTOMO
City Veterinary Office, Malolos City Hall, Malolos City, 


Bulacan


12
SAN JOSE DEL 


MONTE
BULACAN III DR. ARVIN H. AGAPITO


City Veterinary Office, Productivity Center, Sapang 


Palay Proper, City of San del Monte, Bulacan


17 SAN JOSE NUEVA ECIJA III DR. RUSTAN V. PATACSIL
Office of the City Veterinarian, San Jose City, Nueva 


Ecija


16 PALAYAN NUEVA ECIJA III DR. CELSO D. MANANGGIT
City Veterinary Office, Singalat, Palayan City, Nueva 


Ecija


15 MUÑOZ NUEVA ECIJA III DR. JERRY A. RIGOS
City Veterinary Office, 2/F Justice Hall, City Hall 


Compound, Science City of Munoz, Nueva Ecija


19 ANGELES PAMPANGA III DR. MARIO B. SAMSON, JR.
City Veterinary Office, New City Hall, Pulung maragul, 


Angeles City, Pampanga


18 CABANATUAN NUEVA ECIJA III DR. LORNA F. RIVERA City Veterinary Office, Cabanatuan City, Nueva Ecija
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963-9490


961-3328


0919-3804698


navy_cobalt@yahoo.com


(045) 982-0615


(045) 222-2206


(045) 223-7066


jarnoldlopez@yahoo.com


24 BALANGA BATAAN III DR BILLY ANDRES SAMSON billyandrewsamson@gmail.com


0917-5060761


(043) 784-2542


 0917-5040022


drsamcomia@gmail.com


spc3791@yahoo.com


(043) 778-6190


0920-7780015


ariesgarcia22@yahoo.com


0917-5230564


elladvm@yahoo.com


(046) 431-8450


0917-5091023


annateresabaleda@yahoo.com


20 SAN FERNANDO PAMPANGA III DR. RYAN PAUL S. MANLAPAZ
City Veterinary Office, San Fernando City Hall, San 


Fernando, Pampanga


23 OLONGAPO ZAMBALES III DR. JOSEPH ARNOLD C. LOPEZ City Veterinary Office, Balic, Sta. Rita, Olongapo City


22 TARLAC TARLAC III DR. JULIETA R. PARAIRO City Slaughterhouse, Tibog, Tarlac City 2300 Tarlac


21 MABALACAT PAMPANGA III DR. ABEL ARCHIEVALD P. CANLAS Brgy. Poblacion, Mabalacat City, Pampanga


27 TANAUAN CITY BATANGAS IV-A DR. ARIES P. GARCIA City Veterinary Office, Tanauan City, Batangas


26 LIPA CITY BATANGAS IV-A DR. SAMUEL P. COMIA
City Veterinary Office, Interior A, Tanco Drive, 


Marawoy, Lipa City, Batangas


25 BATANGAS CITY BATANGAS IV-A DR. ESTELITA G. LACSAMANA
Office of the City Veterinarian and Agricultural 


Services, Bolbok, Batangas City 4200 


29 CAVITE CITY CAVITE IV-A DR. ANA TERESA B. BALEDA
City Veterinary Office, Alejandro St., Sta. Cruz, Cavite 


City


28 BACOOR CITY CAVITE IV-A DR. ELLA MAE D. GANDIA
City Veterinary Services Office/Animal Welfare 


fronting Curve Pool, Salinas 1, City of Bacoor, Cavite


City Veterinary Office, Balanga City, Bataan
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(046) 431-0976


(046) 431-1681


 (046) 416-5874


0917-8044949


agnesbaylon@yahoo.com


(046) 472-6710


 0917-8994473


mdepayso@yahoo.com


0916-2547865


drmarcellana@gmail.com


(049) 545-6789 Local 8003-4004


0917-5039715


docbing2@yahoo.com


0917-9182427


farajayne_7@yahoo.com


(049) 534-4540


0917-803-0412


city_veterinary@yahoo.com


(049) 808-2020 Local 209


0917-4329033


m_templado@yahoo.com


(042) 696-3495


(042) 713-2003


0921-5984286


cityvet_tayabas@yahoo.com


30 TAGAYTAY CITY CAVITE IV-A DR. JOSELITO R. LAGUARDIA


City Veterinary Office, Kaybagal South, Tagaytay City 


4120 


33 BIÑAN CITY LAGUNA IV-A DR. DONOVAN V. MARCELLANA
City Veterinary Office, City Hall Building, Zapote, 


Biñan, Laguna


32 IMUS CAVITE IV-A DR. MARIBEL A. DEPAYSO
Office of the City Veterinarian, Poblacion IV-A, City of 


Imus, Cavite


31 DASMARIÑAS CAVITE IV-A DR. AGNES A. BAYLON
City Veterinary Office, San Manuel II, DBB, 


Dasmariñas City, Cavite


36 STA. ROSA LAGUNA IV-A DR. JOSEPH MILKO U. BUSTAMANTE
City Veterinary Office, Tagapo, Sta. Rosa City, 


Laguna 4026


35 SAN PABLO CITY LAGUNA IV-A DR. FARA JANE C. ORSOLINO
City Veterinary Office, City Hall, San Pablo City, 


Laguna


34 CALAMBA CITY LAGUNA IV-A DR. SHIELA A. MATIBAG
City Veterinary Office, New City Hall Building, Real, 


Calamba City, Laguna


39 TAYABAS QUEZON IV-A DR. ISAGANI C. REQUIZO
Office of the City Veterinarian, San Isidro, Zone 3, 


Tayabas City, Quezon


38 LUCENA CITY QUEZON IV-A DR. WINSTON M. AVILLO
City Veterinary Office, Lucena City Hall, Isabang, 


Lucena City, Quezon 4310 


37 SAN PEDRO LAGUNA IV-A DR. MA. FE. V. TEMPLADO
City Veterinary Office, Poblacion, San Pedro City, 


Laguna
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(02) 630-3882; 696-3945


0920-923-4628


majal-67@yahoo.com


eyang_vergara@yahoo.com


0920-9545653


cityvetcalapan@gmail.com


equinox1967@gmail.com


0927-7392608


andes.nancy@yahoo.com


(052) 485-1385


(052) 485-1115


(052) 485-1032


0919-3215674


(054) 299-2045


0920-3902280


laure_nagrampa@yahoo.com


(054) 472-5919


0917-7931786


(056) 333-5844


(056) 333-2504


0919-642-3402


0939-2764508


alexander_destura@yahoo.com


42 PUERTO PRINCESA PALAWAN IV-B DR. INDIRA A. SANTIAGO
City Veterinary Office, Old City Hall Building, Sta. 


Monica, Puerto Princesa City, Palawan


41 CALAPAN CITY MINDORO OR. IV-B DR. FEBY DAR C. MANGLICMOT
City Veterinary Services Department, Old City Hall, 


Ibaba East, Calapan City


40 ANTIPOLO CITY RIZAL IV-A DR. CORNELIA VERGARA
City Veterinary Office, 4th Floor, City Hall, Antipolo 


City, Rizal 1870


45 TABACO ALBAY V DR. REINERIO C. ROCHA (OIC) City Veterinary Office, Tabaco City, Albay


44 LIGAO ALBAY V DR. ANNE LAWRENCE Q. SARION
Ligao City Veterinary Office, Ligao City Government 


Hall, Ligao City, Albay


43 LEGASPI ALBAY V DR. NANCY M. ANDES
City Veterinary Office, Legaspi City Hall Annex 


Building, Rizal St., Legaspi City 4500


48 MASBATE MASBATE V DR. ROLANDO A. FRANZUELA City Veterinary Office, Masbate City, Masbate 5400


47 NAGA CAMARINES SUR V DR. JUNIOS J. ELAD, JR.
City Veterinary Office, NCA Compound, Del Rosario, 


Naga City, Camarines Sur


46 IRIGA CAMARINES SUR V DR. LAURE LEON R. NAGRAMPA
City Veterinary Office, Sta. Cruz Sur, Iriga City, 


Camarines Sur


49 SORSOGON SORSOGON V DR. ALEXANDER S. DESTURA
City Veterinary Office, New City Hall, Diversion Road, 


Cabid-an, Sorsogon City
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(036) 621-4496


0918-9431408


dante_corros@yahoo.com


(033) 337-6572


(033) 311-5087


0919-4483308


 (034) 435-80881


 0921-6029525


(034) 461-0161


0995-4490228


tiny_bab68@yahoo.com


0939-2888812


josue_rabang@yahoo.com


(034) 744-7595


(034) 388-3504


(034) 471-2507 / 471-2291


0926-5968207


www.kabankalancitygov.ph


0923-1113088


 0925-4416713


catabascarlosceasar@yahoo.com


(034) 488-0154


0947-9430007


bdelorino2012@ymail.com


(075) 955-5452 / 995-5929


(075) 955-5826 / 634-1273


51 ILOILO ILOILO VI DR. TOMAS J. FORTEZA, JR. City Veterinary Office, City Hall, Iloilo City, Iloilo 5037


50 ROXAS CAPIZ VI DR. ROBERTO DANTE D. CORROS
Office of the City Veterinarian, Arzobispo St., Roxas 


City, Capiz


54 BAGO
NEGROS 


OCCIDENTAL
NIR DR. MARTIN TORRES


City Veterinary Office, No.4 MYTMCC, Poblacion, 


Bago City, Negros Occidental 6101


53 BACOLOD
NEGROS 


OCCIDENTAL
NIR


DR. MARIA AGUEDA TRINIDAD F. 


DELA TORRE


City Veterinary Office, Old City Hall, Luzurriaga St., 


Bacolod City 6100


52 PASSI ILOILO VI DR. REY A. LABIS
Office of the City Veterinarian, City Agriculture Office, 


Passi City, Iloilo 5037 


57 KABANKALAN
NEGROS 


OCCIDENTAL
NIR DR. LEO B. OQUIAS


City Veterinary Office, Kabankalan City, Negros 


Occidental 6111


56 HIMAMAYLAN
NEGROS 


OCCIDENTAL
NIR DR. JOSE REY TAMPARONG


City Veterinary Office, Himamaylan City, Negros 


Occidental 6130


55 CADIZ
NEGROS 


OCCIDENTAL
NIR DR. JOSUE R. RABANG


City Veterinary Office, Slaughterhouse Compound, 


Tinampaan, Cadiz City 6121


60 SAN CARLOS
NEGROS 


OCCIDENTAL
NIR DR. SOLOMON GABUYAN


City Veterinary Office, City Hall Building, Polaris, San 


Carlos City, Negros Oriental 6127


59 SAGAY
NEGROS 


OCCIDENTAL
NIR DR. BALTAZAR A. DELORINO


City Veterinary Office, New Government Center, Rizal, 


Sagay City 6122


58 LA CARLOTA
NEGROS 


OCCIDENTAL
NIR DR. CARLOS CEASAR C. CATABAS


City Veterinary Office, La Carlota City, Negros 


Occidental 6130
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(034) 495-6328


0920-718-0015


0917-7006113


rose_casia@yahoo.com


(034) 495-6282


0928-503-3625


399-3549


froi68@yahoo.com


(035) 402-3532


0922-8339306 


melaniefpescadilla@yahoo.com


(035) 430-0392


 0926-2228806


mgvalledor@yahoo.com


(035) 422-8120


0921-4345906


vetdgte@gmail.com


 0927-2860598


dinop.cadelina@yahoo.com


(038) 235-5661 / 411-5322


0908-5410383


vickylimbaga@yahoo.com


70 BOGO CEBU VII DR MEY GREGORIO


(032) 232-4483 / 232-6711


0922-8320631


alraj98@yahoo.com


63 TALISAY
NEGROS 


OCCIDENTAL
NIR DR. ALAN KAM PICK S. SO, JR.


Office of the City Veterinarian, Talisay City, Negros 


Occidental 6115


62 SIPALAY
NEGROS 


OCCIDENTAL
NIR DR. ROSALINA C. PADEROG


City Veterinary Office, New Government Center, Gil 


Montilla, Sipalay City, Negros Occidental 6113


61 SILAY CITY
NEGROS 


OCCIDENTAL
NIR DR. ENRIQUE B. BARCELONA


City Veterinary Office, City Hall Building, Silay , 


Negros Oriental 6116


66 BAYAWAN
NEGROS 


ORIENTAL
NIR DR. MA. GRETA G. VALLEDOR


City Veterinary Office, Villareal, Bayawan City, Negros 


Oriental 6221


65 BAIS
NEGROS 


ORIENTAL
NIR DR. MELANIE F. PESCADILLA


City Veterinary Office, Villanueva St., Bais City, 


Negros Oriental 6206


64 VICTORIAS
NEGROS 


OCCIDENTAL
NIR DR. FROILAN P. JUNTILLA


City Veterinary Office, Victorial City Hall, Victoria City, 


Negros Occidental 6119


69 TAGBILARAN BOHOL VII DR. VICTORIA B. LIMBAGA
City Veterinary Office City Hall, Dao District, 


Tagbilaran City, Bohol 6300


68 TANJAY
NEGROS 


ORIENTAL
NIR DR. FRANCIS DINO P. CADELIÑA


City Veterinary Office, Tanjay City, Negros Oriental  


6204


67 DUMAGUETE
NEGROS 


ORIENTAL
NIR DR. LOURDES S. SOCCORO


City Veterinary Office, 2/F Building 2, Public Market 


Complex, Barangay 3, Colon St., Dumaguete City, 


Negros Oriental 6200


71 CEBU CEBU VII DR. ALICE T. UTLANG


Department of Veterinary Medicine & Fisheries, 


Batiller St., North Reclamation Area, Mabolo, Cebu 


City 6000 


City Veterinary Office City , Bogo, Cebu
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(032) 262-1953


0906-2905191 


roquebullwhip@yahoo.com


(032) 341-2612


0906-587-6170


islandvet2006@yahoo.com


(032) 236-0769


0917-546-8416 


apr_daisy@yahoo.com


(032) 272-4105


0949-9207166 


(032) 468-8075


0927-3967324 


neldynamite@yahoo.co.uk


0918-9658941


0922-8022059


rvp_ramirez@yahoo.com


(032) 487-9511


0933-1940951


(053) 256-3101 / 255-7775


0922-8496785/0919-2166355


jacorong@yahoo.com


0908-869-5969 


urduja2k5@yahoo.com


0928-2146741


eunicecvet@yahoo.com


(053) 381-2138/570-8285


0920-5061310


73 LAPU LAPU CEBU VII DR. JANICE D. TOGONON
City Veterinary Office, Sitio Seabreeze, Pusok, 


Lapulapu City 6015


72 DANAO CEBU VII DR. ROQUE A. NOYA
City Veterinary Office, Poblacion, Danao City, Cebu 


6004 


76 TOLEDO CEBU VII DR. NELCE B. GARTON
Toledo City Veterinary Office, Badia Sports Complex, 


Toledo City 6038


75 TALISAY CEBU VII
DR. MARY THESSA LORRAINE L. 


ALO


City Veterinary Office, Talisay City Hall, Lawaan II, 


Talisay City, Cebu 6045


74 MANDAUE CEBU VII DR. KAREN M. SANCHEZ
Department of Veterinary Medicine, North Special 


Admin Zone, Mandaue City, Cebu 6014


79 ORMOC LEYTE VIII DR. JOSE ARNIL C. CORONG
City Veterinary Services, Allegria, Ormoc City, Leyte 


6541  


78 CARCAR CEBU VII
DR. MA. CHRISTINE HOPE I. 


DEJADENA
City Veterinary Office, Carcar City, Cebu


77 NAGA CEBU VII
DR. RAYMUNDO VALENTINE P. 


RAMIREZ


City Veterinary Office, Ecac Buidling, East Poblacion, 


City of Naga, Cebu 6037


82 MAASIN
SOUTHERN 


LEYTE
VIII DR. REY ALINSUB


City Veterinary Office, Maasin City, Southern Leyte 


6600


81 TACLOBAN  LEYTE VIII DR. EUNICE J. ALCANTARA
City Veterinary Office,2F MASA Building, 


Supermarket, Tarcela St., Tacloban City, Leyte 6500


80 BAYBAY 
 SOUTHERN 


LEYTE
VIII DR. ROMMEL P. GONZAGA


City Veterinary Office, New Baybay Slaughterhouse, 


Gaas, Baybay City, Southern Leyte 6521
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(055) 560-9052


0917-427-0091


jonstoked@yahoo.com


(055) 2091-725


(055) 209-1536 


0928-3223899 


0915-4493242


(063) 908-8385 / 8387


0918-2067934


0908-1811484


leonorasulay@yahoo.com


(062)926-1898


0917-7141946


king.animate@yahoo.com


0926-9699037


michele_miquiabas@yahoo.com


828-4272


0917-7022249


Samuel.Medidas@yahoo.com


223-5847


0917-7168082 


dahlvalera@yahoo.com


0917-5022045


docbenie@gmail.com


85 CATBALOGAN
WESTERN 


SAMAR
VIII DR. FREDA MARIE LOBIANO


City Veterinary Office, City Hall, San Roque St., City 


Proper, Catbalogan City, Western Samar  6700


84 CALBAYOG
WESTERN 


SAMAR
VIII DR. EDITHA ANCHETA


City Veterinary Office City Hall, Calbayog City 


Western Samar 6710


83 BORONGAN EASTERN SAMAR VIII DR. JOHN ADRIAN ANG
City Veterinary Office, City Hall, Borongan City, 


Eastern Samar


88 PAGADIAN
ZAMBOANGA DEL 


SUR
IX DR. LEONORA L. SULAY


City Veterinary Office, Pagadian City, Zamboanga del 


Sur 7016


87 DIPOLOG
ZAMBOANGA DEL 


NORTE
IX DR. RUSSEL T. GANUB


City Veterinary Office, Slaughterhouse, Dicayas, 


Dipolog City, Zamboanga del Norte


86 DAPITAN
ZAMBOANGA DEL 


NORTE
IX DR. NAPOLEON T. GINES


City Veterinary Office, Dapitan City Hall, Junction 


Polo, Dapitan Park National Road, Dapitan City, 


Zamboanga del Norte 7101


91 VALENCIA BUKIDNON X DR. SAMUEL A. MEDIDAS
City Veterinarian's Office, Bonifacio St., Valencia City, 


Bukidnon


90 MALAYBALAY BUKIDNON X DR. MICHELLE C. MIQUIBAS
City Veterinary Office, Barangay 9, Malaybalay City, 


Bukidnon 8700


89 ZAMBOANGA
ZAMBOANGA DEL 


SUR
IX DR. MARIO D. ARRIOLA


City Veterinary Office, San Roque St., Zamboanga 


City


93 OROQUIETA
MISAMIS 


OCCIDENTAL
X DR. JOHANNA BENISSA C. ABUTON


City Agriculture & Fisheries Office, Lower Lamac, 


Oroquieta City, Misamis Occidental


92 ILIGAN
LANAO DEL 


NORTE
X DR. DAHLIA M .VALERA


Office of the City Veterinarian, Slaughterhouse 


Complex Merila, Udlaya, Iligan City Lanao del Norte 


9200
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(088) 521-0100


0906-7857742


pengshell@yahoo.com


0927-4641974


algonzales@yahoo.com


0935-5640160


(087) 388-3948


0917-7018784


lydemarie_27@yahoo.com


(084) 628-5284


0917-3264290


edunelsala@gmail.com


(084) 216-4786


0927-5313456


j_edul@yahoo.com


(082) 225-3050 / 225-0511


0923-1740821 / 0917-7001399


cbpinili@yahoo.com


0939-7765901


verallofermin@yahoo.com


0928-5072378


agriculture_elsalvadorcity@yahoo.com.p


h


94 OZAMIS
MISAMIS 


OCCIDENTAL
X DR. EVELYN A. SUNICO


City Veterinary Office, 2/F Public, Ozamiz City, 


Misamis Occidental


97 EL SALVADOR 
MISAMIS  


ORIENTAL
X DR. FERNANDO P. BUNA


City Veterinary Office, Poblacion, El Salvador City, 


Misamis Oriental


96 GINGOOG
MISAMIS 


ORIENTAL
X DR. AL G. GONZALES City Veterinary Office, Gingoog City, Misamis Oriental


95 CAGAYAN DE ORO
MISAMIS 


ORIENTAL
X DR. PERLA T. ASIS


City Veterinary Office, Hayes St., BSP Bldg., Cagayan 


de Oro City


100
ISLAND GARDEN 


CITY OF SAMAL


DAVAO DEL 


NORTE
XI DR. EDUNEL C. SALA


City Veterinary Office, City Hall Drive, Brgy. 


Peñaplata, Island Garden City of Samal


99 PANABO
DAVAO DEL 


NORTE
XI DR. JOHN REY BAUTISTA


City Veterinary Office, Panabo City Hall, AH26, 


Panabo City 8105, Davao del Norte


98 MATI
DAVAO 


ORIENTAL
XI DR. MARITES B. LINSAG-ERISPE


City Veterinary Office, City Hall Drive, Mati City, 


Davao Oriental


103 DIGOS DAVAO DEL SUR XI DR. FERMIN G. VERALLO
City Veterinary Office, Lim cor Magsaysay Sts., Digos 


City, Davao del Sur


102 DAVAO DAVAO DEL SUR XI DR. CERELYN B. PINILI
City Veterinary Office, City Hall Annex, Pichon St., 


Davao City


101 TAGUM
DAVAO DEL 


NORTE
XI DR. JESUS G. EDULLANTES


City Veterinary Office, Energy Park, Apokon, Tagum 


City, Davao del Norte


104 GENERAL SANTOS
SOUTH 


COTABATO
XII DR. ANTONIO EMPHREIM S. MARIN


City Veterinary Office, G/F Old City Hall, City Hall 


Drive, General Santos City
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 0949-6007036


ocvetkidapawan@gmail.com


(083) 228-1984


0939-8428325 


charlie_cvetkor@yahoo.com


(064) 421-8969


(064) 200-5888


0927-507-2406


h_sanque@yahoo.com


0917-2471527


0998-977-0042


(086) 232-7588


0908-8762291


(086) 853-5478


(086) 211-5169


0939-6180014


tandagcityvet@gmail.com


0917-7229907


erwinroyjalao@live.com


703-4454


0919-8147745 


doctmr28@yahoo.com


CABADBARAN
AGUSAN DEL 


NORTE
110 CARAGA


City Veterinary Office, Cabadbaran City, Agusan del 


Norte
DR. KAYE V. ANDALAN


106 KORONADAL
SOUTH 


COTABATO
XII DR. CHARLEMAGNE S. CALO


City Veterinary Office, Korodonal City, South Cotabato 


9506


105 KIDAPAWAN
NORTH 


COTABATO
XII DR. EUGENE B. GORNEZ


City Veterinary Office, Ninoy Aquino Road, Kidapawan 


City, North Cotabato


109 BUTUAN
AGUSAN DEL 


NORTE
CARAGA DR. MANCIO DANILO A. ALEGADO OPV-Doongan, Butuan City, Agusan del Norte


108 TACURONG
SULTAN 


KUDARAT
XII DR. HERMENILGILDA S. SANQUE


Office of the City Veterinary Services, Alunan 


Highway, Tacurong City, Sultan Kudarat


107 COTABATO MAGUINDANAO XII DR. ROBERT R. MALCONTENTO
Office of the City Veterinarian, Cotabato City, 


Maguindanao


113 TANDAG
SURIGAO DEL 


SUR
CARAGA DR. ZENY E. GAMBE


City Veterinary Services Office, City Hall, Awasian, 


Tndag City, Surigao del Sur


112 BISLIG
SURIGAO DEL 


SUR
CARAGA DR. ROCHE REY N. BARRIOS


City Veterinary Office, Poblacion, Bislig, Surigao del 


Sur


111 SURIGAO
SURIGAO DEL 


NORTE
CARAGA DR. MACIO DANILO A. ALEGADO City Veterinary Office, City Hall Cmpd., Surigao City


115 CALOOCAN METRO MANILA NCR DR. TEODORO M. ROSALES
City Veterinary Office, City Hall, 10th Avenue, Mabini, 


Caloocan City


114 ISABELA BASILAN ARMM DR. ERWIN ROY L. JALAO
City Veterinary Office, City Hall, Sunrise, Isabela City, 


Basilan
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LAS PINAS METRO MANILA NCR
DR. AUGUST MICHAEL B. 


BASANGAN


0920-9149915


pinkycm13@yahoo.com


0921-211-2353


(02) 281-3485


0908-1231718


louie.encarnacion@yahoo.com


(02) 410-9584


0932-8474315


tomcoroela@yahoo.com.ph


(02) 475-4719


0920-4123577 


cvo.marikina@yahoo.com


(02) 862-3866


0917-6977682


pvhernandez70@yahoo.com


(02) 820-7783 / 826-8195


0915-3521988


paranaque.vso@gmail.com


(02) 834-1176


0919-6184600


0927-929-5323


(02) 628-0342


116


117 MAKATI METRO MANILA NCR DR. MA. VIVIAN C. MANALASTAS


120 MANILA CITY METRO MANILA NCR DR. VIRGIL BENEDICT C. DE JEUSUS
City Veterinary Office, PDO Compound, Bonifacio 


Avenue, Sta. Cruz, Manila


119 MANDALUYONG METRO MANILA NCR DR. LOUIE C. ENCARNACION
City Veterinary Office, Plainview Mandalutong, City 


Hall Complex, Mandaluyong City 1550


Makati Veterinary Services Office, Rembo, Makati 


City


118 MALABON METRO MANILA NCR DR. MA. SHIRLEY MARTIN-MARCIAL


City Veterinary Office, DHO I Building, Pabas 


Compound, Dagat-dagatan Avenue, Longo, Malabon 


City 1470


123 MUNTINLUPA METRO MANILA NCR DR. PAMELA V. HERNANDEZ
City Veterinary Office, 4th Floor, Annex Building, City 


Hall, National Road, Putatan, Muntinlupa City


122 MARIKINA METRO MANILA NCR DR. MANUEL C. CARLOS
City Veterinary Service Office, Gil Fernando Avenue, 


Sto. Niño, Marikin City 1800


121 NAVOTAS METRO MANILA NCR DR. ROELA C. TOMCO
City Veterinary Office, Navotas City Hall, M. Naval St., 


Navotas City 1485


126 PASIG METRO MANILA NCR DR. GLENN R. MANLAPID City Veterinary Office, Pasig City, Metro Manila


125 PASAY METRO MANILA NCR DR. RONALDO J. BERNASOR
City Veterinary Office, 5th Floor, New Pasay City Gen 


Hospital, P. Burgos St., Pasay City Metro Manila 1300


124 PARAÑAQUE METRO MANILA NCR DR. KAREN CAMILLE V. VICENCIO
Veterinary Service Office, G/F Paranaque City Hall, 


SAV-1, San Antonio, Parañaque City
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0906-5698795 


grmanlapid_vet@yahoo.com


(02) 988-4242 Local 8036


0927-6515755


anamariecabel@yahoo.com


0922-8923280


jerryalcantaradvm@gmail.com


(02) 642-358 / 211-0229


0917-5218798


(02) 292-0211 Local 283


0919-4475305 


bbsison@valenzuela.gov.ph


(074) 443-5332


0925-746-9831 


bpiok@yahoo.com.ph


MUNICIPAL VETERINARIAN


OFFICE


ADDRESS


0920-8573771


antonsoliven@yahoo.com


0927-2100846


(075) 518-4305


126 PASIG METRO MANILA NCR DR. GLENN R. MANLAPID City Veterinary Office, Pasig City, Metro Manila


129 TAGUIG METRO MANILA NCR DR. ALEX B. SIBLAG
City Veterinary Office, Taguid City Hall, General Luna 


St., Taguig City 1637


128 SAN JUAN METRO MANILA NCR DR. JERRY V. ALCANTARA
City Veterinary Office, Pinaglabanan St., Santolan 


Road, San Juan City


127 QUEZON CITY METRO MANILA NCR DR. ANA MARIA V. CABEL
Quezon City Veterinary Services, Elliptical Road, 


Diliman, Quezon City


No. MUNICIPALITY PROVINCE REGION MUNICIPAL VETERINARIAN CONTACT NUMBERS / EMAIL ADDRESS


131 BAGUIO CITY BENGUET CAR DR. BRIGIT P. PIOK
City Veterinary Office, Slaughterhouse Compound, 


Baguio City


130 VALENZUELA METRO MANILA NCR DR. BASIL B. SISON
City Veterinary Office, City Agriculture Office, Mc 


Arthur Hi-way, Valenzuela City 1469


4 STA. BARBARA PANGASINAN I DR. CIRILA R. CAPUA
Sta Barbara Municipal Hall, Sta. Barbara, Pangasinan 


2419


3 ASINGAN PANGASINAN I DR. ANTONIO S. SOLIVEN
Asingan Municipal Hall, Pob. East, Asingan, 


Pangasinan


2 VINTAR ILOCOS NORTE I DR. MYRNA C. SIMON
Vintar Municipal Hall, #2 San Nicolas, Vintar, Ilocos 


Norte


5 STA. MARIA PANGASINAN I DR. REYNALDO D. SEGUI, JR.
Sta. Maria Municipal Hall, Sta. Maria, Pangasinan 


2440
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(075) 574-2283


(075) 573-4911


(074) 422-2664


aguinaldo_ifugao@yahoo.com


(078) 622-1012


(078) 652-7026


(078) 652-7020


(078) 8228-752 


(078) 888-2309


(078) 304-6254


(078) 304-0399


(044) 958-1295


docsolgarcia@yahoo.com


0925-8009445


0917-6324864


nemesiodionisio@yahoo.com


0919-2894723


(044) 360-9476


7 BUGUIAS BENGUET CAR DR. NOEMI P. TAULI Buguias Municipal Hall, Buguias, Benguet 2607


6 SAN NICOLAS PANGASINAN I DR. REYNALDO R. DOTIMAS San Nicolas Municipal Hall, San Nicolas, Pangasinan


5 STA. MARIA PANGASINAN I DR. REYNALDO D. SEGUI, JR.
Sta. Maria Municipal Hall, Sta. Maria, Pangasinan 


2440


10 SAN MARIANO ISABELA II DR. LORELEI T. GONSAY 
San Mariano Municipal Hall, San Mariano, Isabela 


3332


9 QUEZON ISABELA II DR. CHESTER E. SABADO
Quezon Municipal Hall, Santiago, Tuguegarao Rd., 


Quezon, Isabela 3324


8 AGUINALDO IFUGAO CAR DR. ELSIE A. BANAGYO Kiangan Municipal Hall, Aguinaldo, Ifugao 3606


13 BONGABON NUEVA ECIJA III DR. LOIDA V. CABAUA
Municipal Veterinary Office, Municipal Hall, Bongabon, 


Nueva Ecija


12 PEÑABLANCA CAGAYAN II DR. HENRY A. TATTAO, JR.
Peñablanca Municipal Hall, Baggao Road, Baggao, 


Peñablanca, Cagayan 3502


11 APARRI CAGAYAN II DR. JULIE ANN M. ALTARES Apari Municipal Hall, Apari, Cagayan 3515


18 SAN MIGUEL BULACAN III DR. PABLITO L. PASCUAL
San Miguel Municipal Hall, Victor St., San Miguel, 


Bulacan 3011


16 LAUR NUEVA ECIJA III DR. NEMESIO M. DIONISIO
Municipal Veterinary Office, Tinio St., Brgy. II, Laur, 


Nueva Ecija


15 CABIAO NUEVA ECIJA III DR. MA. SOLEDAD D. GARCIA
Municipal Veterinary Office, Poblacion, Cabiao, Nueva 


Ecija



mailto:aguinaldo_ifugao@yahoo.com

mailto:docsolgarcia@yahoo.com

mailto:nemesiodionisio@yahoo.com





(044) 764-0154


polforonda@yahoo.com


0922-8267580


karl_gaza19@yahoo.com


 0977-2039276


(02) 676-2598


dokjayms71@yahoo.com.ph


mruthcallanta@yahoo.com


0916-4317501


(046) 414-0202 / 414-0207


(046) 509-1250


ndescanzo@yahoo.com


0917-6374904


 (043) 711-7950


(043) 711-1168


0917-4748531


0949-1346881


(048) 550-93000/ 9301


(054) 721-4304


0917-5555201


mel_court2000@yahoo.com


18 SAN MIGUEL BULACAN III DR. PABLITO L. PASCUAL
San Miguel Municipal Hall, Victor St., San Miguel, 


Bulacan 3011


21 RIZAL CAINTA IV-A DR. JACINTO JAIME O. INOCENCIO III
Municipal Veterinary Office, Cainta Municipal Hall, 


Cainta, Rizal


20 FLORIDA BLANCA PAMPANGA III DR. KARL EPHRAIM M. GAZA
Municipal Veterinary Office,  Mabical, District II, 


Florida Blanca, Pampanga


19 DINALUPIHAN BATAAN III DR. PAUL T. FORONDA
Dinalupihan Municipal Hall, San Ramon, Dinalupihan, 


Bataan


24 MAMBURAO
MINDORO 


OCCIDENTAL
IV-B DR. NATHANIEL S. DESCANZO


Mamburao Municipal Government, Municipal 


Compound, Barangay 8, Manburao, Occidental 


Mindoro


23 GENERAL TRIAS CAVITE IV-A DR. RENATO L. ESCUREL
Municipal Veterinary Office, General Trias Municipal 


Hall, General trias, Cavite 4108


22 SILANG CAVITE IV-A DR. MARY RUTH R. CALLANTA (OIC) Silang Municipal Government, Silang, Cavite 4118


27 EL NIDO PALAWAN IV-B
DR. PEDRO CHRISTOPHER A. 


FERNANDEZ


El Nido Municipal Hall, Bgy Buena Suerte, El Nido 


Palawan 5213


26 SOCORRO
ORIENTAL 


MINDORO
IV-B DR. EDROSLYN S. ABOROT


Municipal Veterinary Office, Municipal Agriculture 


Office, Socorro, Oriental Mindoro 5208


25 STA. CRUZ
MINDORO 


OCCIDENTAL
IV-B DR. EDGAR V. MANZANO


Municipal Veterinary Office, Sta. Cruz Municipal Hall, 


Sta Cruz Occidental Mindoro 5106


29 DAET
CAMARINES 


NORTE
V DR. MAM P. AJERO


Municipal Veterinary Office, Daet Municipal Hall, Brgy. 


Pamorangon, Daet, Camarines Norte


28 CAPALONGA
CAMARINES 


NORTE
V DR. HULSEY V. ORIT


Municipal Veterinary Office, Capalonga Municipal Hall, 


Capalonga, Camarines Norte 4608



mailto:polforonda@yahoo.com

mailto:karl_gaza19@yahoo.com

mailto:dokjayms71@yahoo.com.ph

mailto:mruthcallanta@yahoo.com

mailto:ndescanzo@yahoo.com

mailto:mel_court2000@yahoo.com





0920-6595479


(056) 333-2448


0920-3935155


(056) 582-0874


0955-216-1796


0912-7374728


0947-2732443


0930-1417494


055) 354-1316


(055) 354-1303


(055) 354-1310


39 SALUG
ZAMBOAGA DEL 


NORTE
IX DR ROY PAGADOR


Municipal Agriculture Office, Salug, Zamboaga Del 


Norte


40 POLANCO
ZAMBOAGA DEL 


NORTE
IX DR. DAGAYLOAN


Municipal Veterinary Office, Polanco, Zamboaga Del 


Norte


30 AROROY MASBATE V DR. MORENO B. DELA ROSA, JR. Aroroy Municipal Hall, Aroroy, Masbate


29 DAET
CAMARINES 


NORTE
V DR. MAM P. AJERO


Municipal Veterinary Office, Daet Municipal Hall, Brgy. 


Pamorangon, Daet, Camarines Norte


33 CAPUL
NORTHERN 


SAMAR
VIII DR. VICENTE C. CATUCOD (OIC)


Capul Municipal Hall, Barangay 3, Poblacion, San 


Ignacio St., Capul, Northern Samar


32 DANAO BOHOL VII DR. VLADIMIR E. VITOR 
Danao Municipal Hall, Jetafe Road, Danao, Bohol 


6334 


31 MILAGROS MASBATE V DR. MILAGROS M. DE JESUS Milagros Municipal Hall, Milagros, Masbate 4810


37 ROSARIO
NORTHERN 


SAMAR
VIII DR. REYNALDO A. OGALESCO


Municipal Veterinary Office, Rosario Municipal Hall, 


Rosario, Northern Samar


36 LAS NAVAS
NORTHERN 


SAMAR
VIII DR. PHILIP G. GAVINO


Municipal Veterinary Office, Las Navas Municipal Hall, 


Las Navas, Northern Samar


34 CATARMAN
NORTHERN 


SAMAR
VIII DR. LORETA C. LAWAS


Municipal Veterinary Office, Catarman Municipal Hall, 


Laong Road, Catarman, Northern Samar 6400


38 SAN ISIDRO
NORTHERN 


SAMAR
VIII DR. EMMA LINDA M. LINGLING


San Isidro Municipal Hall, San Isidro Northern Samar 


6409







41 IPIL ZAMBOANGA IX DR JOVEN RAY CASUPANG


SIBUGAY


088 356 1338


criscasino69@yahoo.com


0917-7162035


063-382-8313


063-382-8313


0939-9180132


(064) 229-9226


(064) 229-8018


(064) 201-3526


alexbugaoan@yahoo.com


0920-9764707


Certified by:


DR. MA. SOLEDAD D. GARCIA DR. PASTOR C. TUMALIUAN, JR.


Secretary, PCMVLP President, PCMVLP


43 CLAVERIA
MISAMIS 


ORIENTAL
X DR. CRISOLOGO G. CASIÑO


Claveria Municipal Hall, Poblacion, Claveria, Misamis 


Oriental


42 MARAMAG BUKIDNON X DR. VENANCIO F. QUIJANO Maramag Municipal Hall, Maramag, Bukidnon 8714


48 LORETO
AGUSAN DEL 


SUR
CARAGA DR. ALEXANDER C. BUGAOAN Loreto Municipal Hall, Loreto, Agusan del Sur


47 ISULAN
SULTAN 


KUDARAT
XII DR. JERRYLEN A. BANGIT


Isulan Municipal Hall, Municipal Compound, Ninoy 


Aquino Avenue, Isulan, Sultan Kudarat 9805


46 MIDSAYAP
NORTH 


COTABATO
XII DR. SILVERIA P. UNTAL (OIC)


Midsayap Municipal Hall, Midsayap, North Cotobato 


9410


45 HAGONOY DAVAO DEL SUR XI DR. WILFREDO T. GABUTAN
Hagonoy Municipal Hall, Poblacion, Hagonoy, Davao 


del Sur


44 KAPATAGAN
LANAO DEL 


NORTE
X DR. HECTOR E. PROVIDO, JR.


Kapatagan Municipal Hall, Aranaydo St., Kapatagan, 


Lanao Del Norte 9214








Joint DA, DOH, DepEd, DILG Administrative Order No. 01 
Series of 2008


Implementing Rules and Regulations Implementing 
Republic Act 9482 An Act Providing for the Control and Elimination of Human and 


Animal Rabies, Prescribing Penalties for 
Violation Thereof and Appropriating Funds Therefor


TITLE


Section 1. Title - This Act shall be known as the Anti-Rabies Act of 2007


Rule 1.  These Implementing Rules and Regulations (IRR) are issued and promulgated pursuant to Sec. 12 of Republic 
Act 9482. These rules are promulgated to prescribe the procedures and guidelines for the implementation of 
the Anti-Rabies Act of 2007 to facilitate compliance and achieve the objectives thereof.


DECLARATION OF POLICY AND DEFINITION OF TERMS


Section 2. Declaration of Policy - It is the declared policy of the state to protect and promote the right to health of 
the people. Towards this end, a system for the control, prevention of the spread, and eventual eradication of human 
and animal Rabies shall be provided and the need for responsible pet ownership established.


Section 3. Definition of Terms - For the purpose of this Act, the following shall mean:


(a) Bitten refers to an act by which a Dog seizes, cuts or grips with its teeth so that the skin of a person has been 
wounded, pierced or scratched.


(b) Concerned officials refer to barangay officials, health workers, police officers or government veterinarians.
(c) Direct supervision refers to range supervision where physical presence of the veterinarian within the barangay 


is necessary.
(d) Dog refers to a common quadruped domestic animal belonging to the order carnivora (male or female), 


scientifically known as canis familiaris.
(e)  Euthanasia refers to the process of painless death to Dogs and other animals.
(f) Impound refers to seize and hold in the custody of the law.
(g) Owner refers to any person keeping, harbouring or having charge, care or control of a Dog including his/her 


representative.
(h) Pound refers to a public enclosure for stray animals.
(i) Public Place refers to any place open to the public like parks, malls, markets, streets, etc.
(j)  Rabies refers to a highly fatal disease caused by a lyssa virus, transmitted mainly through the bite of an infected 


animal and is characterized by muscle paralysis, hydrophobia and aerophobia, and other neurological 
manifestations.
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(k)  Rabies transmission refers to the transmission or passage of the Rabies Virus through a bite by an infected 
animal, or through contamination with virus-laden saliva on breaks in the skin and of mucous membranes 
such as the eyes, the lips, the mouth, or the genital organs.


(1)  Rabies Vaccination/Immunoprophylaxis of Humans refers to the inoculation of humans, with modern day 
rabies vaccines or Rabies immunoglobulin, by a trained doctor or nurse under the supervision of a qualified 
medical practitioner.


(m)  Rabies Vaccination of Dogs refers to the inoculation of a Dog with Rabies vaccine by a licensed government 
or private veterinarian or trained individual under the direct supervision of a licensed veterinarian. The 
services of the said trained individual shall be limited only to Rabies Vaccination Injection in Dogs and only 
during government mass vaccination campaigns.


(n)   Post-exposure Treatment (P.E.T.) refers to an anti-Rabies treatment administered after an exposure to Rabies 
which includes local wound care, rabies vaccine, with or without anti-Rabies immunizing agent. 


(o)   Pre-exposure Prophylaxis (P.E.P.) refers to Rabies vaccination administered before an exposure to Rabies to 
those who are at high risk of getting Rabies. 


(p) Stray Dog refers to any Dog leaving its Owner’s place or premise and no longer under the effective control 
of the Owner. 


(q)  Veterinary or Human Barbiturates refer to drugs that depress the function of the central nervous system.


Rule 3.1.  The acronyms as used in this IRR are as follows:


(a) ABC - Animal Bite Clinic
(b) ABTC - Animal Bite Treatment Center
(c) AHD - Animal Health Division
(d) BAI - Bureau of Animal Industry
(e) BFAD - Bureau of Food and Drugs
(f) CHD - Center for Health and Development
(g) CHO - City Health Office
(h) DA - Department of Agriculture
(i) DA-RFUs - Regional Field Units of the Department of Agriculture 
(j) DECS - Department of Education, Culture and Sports
(k) DENR - Department of Environment and Natural Resources
(1) DepED - Department of Education
(m) DSWD - Department of Social Work and Development
(n) DILG - Department of Interior and Local Government
(o) DOH - Department of Health
(p) IEC - Information, Education and Communication
(q) IRA - Internal Revenue Allotment
(r) IRR - Implementing Rules and Regulations
(s) LGU - Local Government Unit
(t) LRCC - Local Rabies Control Committee
(u) MAO - Municipal Agriculture Office
(v) MHO - Municipal Health Office
(w) NCDPC - National Center for Disease Prevention and Control
(x) NGO- Non - Government Organization
(y)  NRPCC - National Rabies Prevention and Control Committee
(z)  OIE - Office International des Epizooties
(aa)  PCMVLP - Provincial, City and Municipal Veterinarians’ League of the Philippines
(bb)  PDEA - Philippine Drug Enforcement Agency
(cc)  PO - Peoples’ Organization


10







(dd)  PRC - Professional Regulation Commission
(cc) PTR - Professional Tax Receipt
(ff) RPO - Responsible Pet Ownership
(gg)  TTN - Tax Identification Number
(hh) WHO - World Health Organization


Rule 3.2. Other terms used in this IRR are defined hereunder:
(a) Adoption refers to taking up and making one’s own, homeless dogs/pets.
(b) Animal Bite Treatment Center refers to the government facilities providing PEP and PET for rabies.
(c) Animal control facility refers to a facility that accepts and/or seizes animals for the purpose of caring 


for them, through adoption, or carrying out law enforcement , whether or not the facility is operated for 
profit. This includes facilities such as, but not limited to pounds, shelters, animal rescue centers, airport 
quarantine and animal holding facilities, transportation  depots and stations.


(d) Carcass disposal refers to the acceptable and safe method of getting rid of the dead animals.
(e) Central database refers to the compilation of information regarding all registered and vaccinated dogs 


handled by a single entity.
(f) Committee in this document shall refer to the National Rabies Prevention  and Control Committee.
(g) Dog farming refers to the raising of dogs for meat, fur and other articles intended for human use/


consumption.
(h) Field Control refers to managing the movement of dogs in public places.
(i) High Risk Personnel refers to people who in the course of their occupation are directly or indirectly 


exposed to rabies such as but not limited to laboratory staff, veterinarian, animal handlers, and 
vaccinators


(j) High Risk Depressed Areas refers to areas defined and identified by the Committee as such.
(k) Human rabies high incidence areas refer to areas defined  and identified by the Committee as such.
(l) Information, Education and Communication refers to the approaches to disseminate information on 


rabies awareness and advocacy to RPO.
(m) Mandatory Registration  refers to the requirement for all dog to submit their dogs for registration.
(n) Mass Vaccination refers to the  inoculation of at least 80% of the unvaccinated dog Population within 


a month concerned
(o) Neutering refers to  the surgical removal under anethesia of the ovaries and uterus in the female and 


testicles for the male animals.
(p)  NGO refers to a private, non-stock and non-profit organization formed to provide welfare and 


development services.
(q) PO refers to non-profit organization with identifiable leaderships, structures and is membership-based, 


largely voluntary organizations that operate at the grass-roots level that promote their members interest 
and are established primarily to serve the needs of a particular sector.


(r) Pet Owner refers to any person keeping, harbouring or having charge, care or control of a dog including 
his/her representative.


(s) Properly immunized dogs refer to dogs inoculated against rabies yearly.
(t) Rabies Free Zones refers to areas/zones that have been declared by the DA and DOH as free from 


rabies as recommended by the committee.
(u) Rabies Surveillance system refers to the procedures set to monitor and detect occurrence of human or 


animal rabies cases.
(v) Responsible pet ownership refers to proper care of pet including veterinary care, vaccinations, de-


worming, feeding, shelter and provision of activities to promote health and development.
(w) “Tandok” refers to a person or the practice of applying traditional remedies in relation to dog bites.


NATIONAL RABIES PREVENTION AND CONTROL PROGRAM


Section 4. National Rabies Prevention and Control program. It is hereby mandated that there shall be a National 
Rabies Prevention and Control Program to be implemented by a multi-agency/multisectoral committee chaired by the 
bureau of Animal Industry of the Department of Agriculture. The program shall be a multi-agency effort in controlling 
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and eliminating Rabies in the Country. Among its component activities include: (1) mass vaccination of Dogs; (2) 
establishment of a central database system for registered and vaccinated Dogs; (3) impounding field control and 
disposition of unregistered, Stray and unvaccinated Dogs; (4) conduct of information and education campaign on the 
prevention and control of Rabies; (5) provision on pre-exposure treatment to high risk personnel and Post Exposure 
Treatment to animal bite victims; (6) provision of free routine immunization  or  Pre-Exposure Prophylaxis (P.E.P) of 
school children aged  five to fourteen in areas where there is high incidence of rabies as well as the (7) encouragement 
of the practice of responsible pet ownership. The program shall be implemented by the Department of Agriculture (DA), 
Department of Health (DOH), Department f Interior and local Government (DILG) and Department of Education 
(DePEd) as well as Local Government Units (LGUs) with assistance of the Department of Environment and Natural 
Resources (DENR), Non-Government Organizations (NGOs) and People’s Organizations (POs).


Creation of the National Rabies Prevention and Control Committee (NRPCC)


Rule 4.1. There shall be created a National Rabies Prevention and Control Committee (herein referred to as the 
Committee) chaired by the DA- BAI and vice-chaired by the DOH-NCDPC. The committee members 
shall be composed of one duly authorized representative for each of the following departments: DA, 
DOH, DILG and DepEd. One representative each for the following: DENR, NGOs, POs, academe, 
LGUs, and PCMVLP shall be appointed by the Chairman as members of the committee.


Rule 4.1.1. The Committee may create technical working groups which shall likewise be multi-sectoral or 
multi agency for the purpose of assisting the committee.


Rule 4.1.2. The DA-BAI shall act as secretariat for the Committee. The secretariat shall be responsible 
among others in sending of notices, keeping all minutes, records and documents relative to the 
meetings or deliberations of the committee.


Rule 4.1.3. The Committee shall have regular monthly meetings or as often as maybe necessary to 
implement the Program.


Rule 4.1.4. The Committee shall establish the appropriate organizational structure and internal rules 
governing its operation and management to ensure orderly, consistent and full cooperation of 
its members 15 days after the effectivity of the IRR.


Rule 4.1.5. The Committee shall be primarily responsible for formulating the National Rabies Prevention 
and Control Program hereinafter, referred to as the Program, and recommend additional rules 
and regulations as maybe necessary in the implementation thereof.


Rule 4.1.6. The programs initiated by the existing National Rabies Committee and the Rabies Control 
Consultative Committee created by virtue of a memorandum of agreement between DA, DOH, 
DILG and DECS (now known as DepEd) dated May 9, 1991 shall whenever possible be 
integrated/absorbed in the program.


Rule 4.1.7. The Committee shall likewise be responsible for the following:


a. It shall identify activities, projects and priority areas for rabies elimination.


b. It shall prepare and recommend the work and financial plan for the Program for inclusion in 
the respective agency budget proposals under the General Appropriations Act.


c. It shall identify other sources of funds and authorize receipt of grants/donations to support 
the implementation of the Program,


d. It shall prepare and recommend the operational budget of the Committee and its Secretariat 
for inclusion in the annual appropriations of the DA and DOH.
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e. It shall monitor the activities contained in the Program by the participating agencies and 
organizations.


f. It shall recommend and coordinate the conduct of researches on rabies, its prevention, 
control and eradication in coordination with other agencies.


g. It shall recommend the rabies-free areas for the joint declaration of the DA and DOH.


h. It shall conduct a national performance evaluation annually or as deemed necessary and 
assess if the objectives of the program were achieved. Corollarily, it shall prepare the 
national annual report.


Component Activities Of The National Rabies Prevention And Control Program


Rule 4.2. The Program shall have component activities including but not limited to: 


Rule 4.2.1. Mass Registration and Vaccination of Dogs


a. The LGUs shall implement the mass registration and vaccination of dogs in accordance with 
the program set forth by the Committee.


b. The initial national mass registration and vaccination shall commence not later than March 
31, 2008 to coincide with the Rabies Awareness Month and thereafter it shall be held 
annually.


c. In all cases, the vaccination of dogs shall be performed by a duly licensed veterinarian or by 
a trained vaccinator under direct veterinary supervision.


d. All dogs shall be registered by their owners with their respective LGUs. Owners with 
vaccinated dogs shall submit record or proof of vaccination signed by a duly licensed 
veterinarian upon registration.


e. Transfer of ownership of dogs and its subsequent registration shall be covered by appropriate 
rules to be set by the Committee.


f. The Committee shall prescribe the appropriate dog tagging/identification system to be used 
by the LGU and private practitioners and may impose collection of fees therefor.


g. Only inactivated rabies vaccines registered and licensed by the BAI and recommended by 
the Committee shall be used.


h. Vaccination protocol for special cases shall be issued by the Committee when necessary.


i. All mass vaccination conducted by NGOs, POs and private entities shall always be 
coordinated with the respective LGUs.


Rule 4.2.2. Establishment of a central database system for registered and vaccinated dogs


a. A central database system for registered and vaccinated dogs shall be established by the BAI 
as depository of records from the data submitted monthly by the LGU Veterinary Services.


b. The BAI shall collate from the submitted reports of LGUs copy furnished the DA-RFUs, 
the total registered, vaccinated dogs and other relevant information as basis for policy 
formulation. 
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Rule 4.2.3. Impounding, field control and disposition of unregistered, stray and unvaccinated dog


a. The Committee shall set and establish the standards/guidelines for the impounding, field 
control and disposition of unregistered, stray, unvaccinated dogs.


b. A central registry of government and private animal control facilities shall be established by 
the Animal Welfare Division of the DA-BAI.


Rule 4.2.4. Conduct of information and education campaign on the prevention and control of rabies


a. Rabies education and Responsible Pet Ownership (RPO) modules as approved by the 
Committee shall be included in elementary and high school curriculum.


b. Public lectures on responsible pet ownership and rabies awareness shall be conducted.


c. The Rabies Awareness Month (March) and the World Rabies Day (28th of September) shall 
be observed nationwide.


d. Rabies informational materials shall be made readily available by all concerned agencies.


Rule 4.2.5. Provision on pre-exposure treatment to high risk personnel and Post- Exposure Treatment 
to animal bite victims


a. All hired personnel or volunteers of private or government facilities including but not 
limited to veterinary clinics, hospitals and offices, hospitals with human rabies units, rabies 
diagnostic laboratories, animal control facilities and all other similar establishments shall 
receive rabies pre-exposure prophylaxis prior to working.


b. The Committee in consultation with the DOH shall set the guidelines for the implementation 
of the PEP including that for the establishment of ABTC and ABCs.


c. ABTCs shall be established to provide PET to all animal bite victims from all cities and/or 
municipalities.


Rule 4.2.6. Provision of free routine immunization or Pre-Exposure Prophylaxis (P.E.P) of school 
children aged five to fourteen in areas where there is high incidence of rabies


a. The Committee shall identify areas where there is high incidence of rabies necessitating 
P.E.P for school children aged five to fourteen.


b. The Committee shall ensure that the DOH, in coordination with the LGUs, DepEd and 
DSWD shall provide free routine pre-exposure prophylaxis of schoolchildren aged five to 
fourteen in those areas identified pursuant to 4.2.6.a.


c. The Program, through the DOH, shall encourage the inclusion of anti-rabies vaccination 
among the recommended childhood immunization.


Rule 4.2.7. Encouragement of the practice of responsible pet ownership


a. All committee members tasked to implement the program shall undertake activities in 
promoting Responsible Pet Ownership.


b. Concerned citizens shall report to the proper authorities the presence of stray or abandoned 
dogs, instances of abuse or irresponsible actions of dog owners such as but not limited to 
neglect and infliction of harm.


c.  Pet owners shall be provided information on RPO such as grooming, health care, proper 
nutrition, shelter, and others during registration and vaccination events.
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Section 5. Responsibility of Pet Owners. - All Pet Owners shall be required to:


(a) Have their Dog regularly vaccinated against rabies and maintain a registration card which shall contain all 
vaccinations conducted on their dog, for accurate record purposes.
Rule 5(a).1.  The pet owner shall keep the LGU issued registration card containing the permanent 


number, physical characteristics of the dog including but not limited to age, color, sex, breed, 
distinguishing marks and others.


Rule 5(a).2. The registration card shall be presented during annual revaccination and when deemed necessary.


Rule 5(a).3.  The registration card shall likewise contain all rabies vaccinations conducted on their Dog. 
The record shall indicate the registration number of the dog. date of vaccination, the attending 
veterinarian, with the corresponding updated PRC license, TIN and PTR numbers and shall be 
signed by the same.


(b) Submit their Dogs for mandatory registration.
Rule 5(b).1.  The pet owner shall renew the registration of their dogs with the LGU Veterinary Services, 


Municipal Agriculture Offices or appropriate government office annually.


(c) Maintain control over their Dog and not allow it to roam the streets or any Public Place without a leash.
Rule 5(c).1.  The length of the leash shall not be more than 1.5 meters (5 feet) and the required dog tag shall 


be attached to the dog collar/harness. Aggressive dogs shall be muzzled in public places.


Rule 5(c).2.  The Committee shall issue guidelines on the handling of dogs in designated dog activity areas.


Rule 5(c).3. The owner shall be responsible for the proper collection and disposal of excreta/feces.


(d) Be a responsible Owner by providing their Dog with proper grooming, adequate food and clean shelter.
Rule 5(d).1.  Pet owners shall maintain good human-animal relationship and provide good health management 


program for their dogs.


(e) Within twenty-four (24) hours, report immediately any Dog biting incident to the Concerned Officials for 
investigation or for any appropriate action and place such Dog under observation by a government or private 
veterinarian.
Rule 5(e).1.  The dog shall not be killed or euthanized during the observation period of 14 days from the 


biting incident.


Rule 5(e).2.  Should the dog die during the observation period, the pet owner shall immediately submit the 
dog for rabies laboratory examination.


Rule 5(e).3.  Unvaccinated dogs bitten by a confirmed rabid animal shall be euthanized immediately and 
disposed of properly.


Rule 5(e).4.  Dogs bitten by another dog suspected to be rabid or of unknown status should be confined and 
maintained under veterinary supervision for 6 mouths.


Rule 5(e).5.  If the animal has been vaccinated previously (and its vaccination certificate is available) and can 
be identified with certainty (e.g. tattoo) it should be revaccinated immediately and confined for 
at least 90 days. Post-exposure vaccination of uncertain effectiveness should be discouraged.


(f)  Assist the Dog bite victim immediately and shoulder the medical expenses incurred and other incidental 
expenses relative to the victim’s injuries.
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Rule 5(f).1. Humans bitten by dogs shall be provided treatment by the appropriate government or private 
medical practitioner. Animals bitten by dogs shall be provided treatment by the appropriate 
government or private veterinary practitioner.


Section 6. Responsibilities of Government Agencies. - The following government agencies, which shall jointly 
implement the National Rabies Prevention and Control Program, shall be tasked to:


A.     Department of Agriculture


(1) Improve and upgrade existing animal rabies laboratory diagnostic capabilities to ensure better services to the 
people.
Rule 6 A(1).1. It shall be the duty of the DA to ensure and maintain accurate diagnosis by improving and 


upgrading existing animal Rabies diagnostic laboratories with confirmatory capabilities through 
the following:


a. comply with WHO and OIE’s minimum standard requirements for the national, regional  
and satellite rabies diagnostic laboratories.


b. develop and maintain capable manpower complement for all the rabies diagnostic 
laboratories. The DA shall allocate funds for the incentives of laboratory personnel under 
the Magna Carta for public health workers and similar programs.


c. adopt guidelines drafted by the Committee on Quality Assurance and requirements of rabies 
diagnostic laboratories.


d. accredit rabies diagnostic laboratories (by the BAI).


e. ensure continuous availability of reagents and supplies in the regional laboratories for the 
diagnosis of animal rabies.


f. in cooperation with the DOH, shall conduct regular training/refresher courses for personnel 
of the rabies diagnostic laboratories including laboratory biosafety procedures and proper 
disposal of specimens and carcasses.


(2) Ensure availability and adequate supply of animal anti-rabies vaccines at all times.
Rule 6A (2).1.  The DA may seek assistance from other agencies to augment available dog rabies vaccines to  


effectively carry out this program.


(3) Undertake free anti-Rabies vaccination of Dogs giving priority to high risk depressed areas.
Rule 6A (3).1.The DA, in coordination with the LGU and other member agencies, shall spearhead mass    


vaccination in the high risk depressed areas identified by the Committee.


(4) Maintain and improve animal rabies surveillance system.
Rule 6A(4).l.  Considering that Rabies is a notifiable disease, the DA shall issue a directive for the compulsory 


reporting of dogs suspected of being rabid.


Rule 6A (4).2.  All owners/operators of animal facilities shall be required by the DA to report incidents of 
animal rabies in their facilities.


Rule 6A (4).3.  The DA shall ensure that laboratory tests are conducted to confirm reports of incidence of rabies.


Rule 6A (4).4.  The DA shall direct and ensure that there is a thorough investigation of all incidences of reported 
dog rabies cases.
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(5) Establish and maintain Rabies free zone in coordination with the LGUs. 
Rule 6A (5).1. In collaboration with the DOH, the DA shall establish and maintain Rabies- Free zones in 


accordance with OIE guidelines for declaration of Free zone.


(6)  Immediately facilitate for the approval of the sale and use of Veterinary and Human Barbiturate drugs and 
veterinary euthanasia drugs by the DOH and the Philippine Drug Enforcement Agency (PDEA).


(7) Strengthen the training of field personnel and the Information Education and Communication (IEC) activities 
on Rabies prevention, control, eradication and responsible pet ownership.


(8) Conduct research on Rabies and its prevention, control and eradication in coordination with other agencies.


(9) Formulate minimum standards and monitor the effective implementation of this Act.


(10) Encourage collaborative activities with the DOH, DepEd, DILG, DENR, NGOs, POs and other concerned 
sectors.


B.  Department of Health


(1) Ensure the availability and adequate supply of DOH pre-qualified human Anti-Rabies vaccine in animal bite 
treatment centers at all times and shall coordinate with other implementing agencies and concerned NGOs for 
this purpose.
Rule 6B (1).1.   DOH shall set the criteria for human rabies vaccines and immunoglobulins which shall be used 


in the human anti-rabies vaccination.


Rule 6B (1).2. It shall also encourage the LGUs to appropriate funds from Internal Revenue Allotment (IRA) 
for the purchase of rabies vaccines.


Rule 6B (1).3.Augmentation of rabies vaccines to all government ABTCs through the Center for Health 
Development (CHD) shall be provided by the DOH.


(2)  Provide Post-Exposure Treatment at the minimum expense to the individuals bitten by the animals suspected of 
being rabid which will consist of the initial vaccine and immunoglobulin dose.
Rule 6B (2).1.  The DOH shall coordinate with the LGUs in the establishment of additional ABTCs in 


underserved areas in order to make PET more accessible.


Rule 6B (2).2.  Through the ABTC, the DOH shall provide the initial vaccines and immunoglobulins for animal  
bite victims.


Rule 6B (2).3. The DOH shall also develop and regularly update the guidelines for the management of animal 
bite and human rabies cases based on recommendations of the WHO, Centers for Disease 
Control and other international experts, foreign and local literature, updated local data, etc.


Rule 6B (2).4. It shall be incumbent upon the DOH to conduct regular training and update of Animal Bite 
Treatment Center (ABTC) staff. In this connection, it shall develop a quality assurance system 
to include accreditation and monitoring of all government ABTCs and private rabies treatment 
center.


(3) Provide Pre-Exposure Treatment to high risk personnel such as, but not limited to laboratory staff, veterinarian, 
animal handlers, vaccinators and other persons working with Rabies for free.


(4) Coordinate with the DA in the development of appropriate health education strategy to inform the public on 
rabies prevention and control and responsible pet ownership.
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(5)  Develop and maintain a human rabies surveillance system.
Rule 6B (5).1.  The LGU-CHO/MHO shall be directed by the DOH to regularly submit monitoring reports of 


human rabies cases to CHD. 


Rule 6B (5).2.  All owners/operators of medical health facilities shall also be required to report all human rabies 
cases to DOH or CHD.


Rule 6B (5).3.  Ensure thorough investigation of all reported human rabies cases.


(6) Encourage collaborative activities with the DA, DepEd, DILG, DENR, NGOs, POs and other concerned 
sectors.


(7) Immediately approve the registration of Veterinary and Human Barbiturate drugs and veterinary euthanasia 
drugs in coordination with the PDEA.


C.  Department of Education


(1) Strengthen Rabies education program through school health teaching/ curriculum.
Rule 6C(l).l.  include programs for rabies prevention, control and RPO in school activities in all elementary, 


secondary student councils and campus organizations.


Rule 6C(1).2. Participate actively in rabies prevention and control programs, and training activities initiated 
by government agencies/NGOs in the community, and as part of their extension/co-curricular 
activities.


Rule 6C(1).3. Require schools to have special activities to increase awareness on RPO especially during the 
Rabies Awareness Month in March and World Rabies Day on September 28 of every year.


(2) Assist in the Dog mass immunization campaigns in the community.
Rule 6C(2).l.  Participate actively during dog mass vaccination and registration campaign primarily through 


information dissemination.


(3) Encourage collaborative activities with the DA, DOH, DILG, DENR, NGOs, POs and other concerned sectors.
Rule 6C(3).1.  Coordinate with the LGUs, other government agencies and NGOs in the various advocacy 


activities in schools and communities.


Rule 6C(3).2.  Coordinate with the DOH in the PEP of school  children.


(4) Integrate proper information and education on responsible pet ownership in the relevant subjects in the 
Elementary and High Schools Levels.
Rule 6C(4).1. Continuously develop, update and adopt learning packages to support the existing rabies 


education concepts/contents in the textbooks and other instructional materials.


Rule 6C(4).2.  Mobilize school health personnel to supplement and complement classroom instruction on 
rabies prevention/control messages and RPO to students and parents.


Rule 6C(4).3.   Integrate the concepts of rabies prevention, control and RPO in the Alternative Learning System.


Section 7.  Responsibilities of the LGUs. - LGUs in their respective localities shall:


(1) Ensure that all Dogs are properly immunized, registered and issued a corresponding Dog tag for every 
immunized and registered Dog.
Rule 7(1).1.  The LGUs shall register and vaccinate all dogs in their jurisdiction annually.
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Rule 7(1).2.  The LGUs shall adhere to the standard dog tagging system as prescribed by the Committee.


Rule 7(1).3.  In the transport of dogs, the LGU shall verify or require registration records as proof of 
ownership.


(2) Strictly enforce Dog Impounding activities and field control to eliminate Stray Dogs.
Rule 7(2).1.  Establish and maintain dog pounds as prescribed by the Committee.


Rule 7(2).2.  May enter into an agreement with the private service provider for impounding facilities.


(3) Ensure that Dogs are leashed or confined within the premises of the Owner’s house or Owner’s fenced 
surroundings.


(4) Allocate funds to augment the implementation of the National Rabies Prevention and Control Program, 
particularly on the financing of supplies and human and Dog vaccines needed for immunization.
Rule 7(4).1.  The Sanggunian shall allocate funds for the implementation of the LGU Rabies Control Program 


as prepared by the Local Rabies Control Committee.


Rule 7(4).2.  The LRCC shall source additional resources such as but not limited to the development funds of 
Legislators for the program.


(5) Ensure the enforcement of Section 6 of Republic Act No. 8485 or “The Animal Welfare Act of 1998”.


(6) Enact additional local ordinances that will support the National Rabies Prevention and Control Program that 
should include the regulation of treatment locally known as “tandok”.
Rule 7(6).1.  A model generic ordinance shall be formulated by the Committee for adoption of the LGUs 


including but not limited to the following provisions: a) registration and vaccination; b) 
Responsible Pet Ownership; c) regulation of ‘tandok’’; d) control of strays, leashing and 
confinement; e) establishment and operation of animal control facility; f) dog and dog meat 
trading, movement and consumption; g) dog population control; h) Information, Education 
and Communication campaign; i) fund sourcing and generation; j) incentives and penalties; k) 
appointment of LGU veterinarian and establishment of veterinary office/facilities; and 1) any 
other provisions relevant to the program.


(7) Prohibit the trade of Dogs for meat.
Rule 7(7).1.  Strictly enforce ordinances and other regulations prohibiting the trading of dogs for meat.


Rule 7(7).2.  The trade of dogs shall include but shall not be limited to buying and/or selling of dogs, dog 
meats and carcasses, dog farming, collecting, and/or slaughtering of dogs for commercial 
consumption.


(8) With respect to cities and first class municipalities, establish and maintain a Dog Pound where Impounded 
Dogs shall be kept, in accordance with Section 9 herein: Provided, That the other municipalities, shall, on their 
own, establish a Dog Pound or opt to share the expense of establishing and maintaining a Dog Pound with 
other adjoining municipalities and/or with private animal shelters and control facilities.
Rule 7(8).1.  The dog pound shall be established following the standards/guidelines set by the Committee 


and registered with the AWD as provided by Rule 4.2.3 (a) and (b) within the initial year of the 
implementation of the Program.
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(9)  Prohibit the use of electrocution as a euthanasia procedure.
Rule 7(9).1.  Impounded dogs not redeemed nor adopted or have gone beyond the allowable period for stay in 


the pound shall be euthanized by a method allowed under AO 21 B series of 1999. In no instance 
shall euthanasia by electrocution be performed.


(10)  Appoint a veterinarian and establish a veterinary office in every province, city and first-class municipality; 
Provided, That the other municipalities shall, on their own, opt to share the expense of having veterinary office.


(11) Require pet shops to post information regarding Rabies and responsible pet ownership.


(12) For purposes of ensuring the administrative feasibility of implementing the provisions of this Act and subject to 
paragraph 8 of this Section, the LGU shall collect the fines imposed under Section 11 subparagraphs (1), (3), 
(4), (5) and (6) hereof.


 Any and all fines collected pursuant to this Act shall be used for the enhancement of the National Rabies 
Prevention and Control Program within the locality concerned, as well as the achievement of the objectives 
envisioned in this Act.


The DILG shall ensure compliance of these responsibilities by the LGUs.
Rule 7.1  The DILG shall issue the relevant orders and circulars for the implementation and monitor compliance of 


the LGUs in support of the Program.


Section 8. Assistance of NGOs and the Academe - The agencies tasked to implement the anti-Rabies program 
shall seek the assistance and participation of NGOs in any of the following activities:


(1) Community mobilization


(2) Health education/information dissemination on Rabies and responsible pet ownership


(3) Mass anti-rabies campaign


(4) Promotion of the anti-rabies campaign during pet or any animal shows


(5) Surveillance/reporting of Rabies cases in animals and humans


(6) Any other activities geared towards the prevention and complete eradication of Rabies


Rule 8(6).1.  Any NGOs, POs, civic organizations and the academe shall ensure that its activities are 
consistent with and not in conflict with the Program.


Section 9. Impounding, Field Control and Disposition of Unregistered Stray and Unvaccinated Dogs-Unregistered, 
stray or unvaccinated dogs shall be put in Dog pounds and disposed of, taking into consideration the following 
guidelines:


(1) Unregistered, stray or unvaccinated dogs shall be impounded and kept in the LGU’s designated dog pound.


(2) Impounded dogs not claimed after three days from the dog pound shall be placed for adoption to qualified persons, 
with the assistance of an animal welfare NGO, when feasible, or otherwise disposed of in any manner authorized, 
subject to the pertinent provisions of Republic Act No. 8485, otherwise known as the “Animal Welfare Act of 1998“.


Rule 9(2).1.  Any animal impounded which is not reclaimed by its owner within 72 hours shall be deemed 
to be abandoned and shall be disposed of by the LGU through adoption or euthanasia. Provided 
however, that the said animal shall be euthanized immediately if:


(a) it is dangerous to retain;
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(b) it is suffering from pain or discomfort;


(c) it is diagnosed with a contagious and highly communicable disease either to humans or 
animals.


Rule 9(2).2.  In the event that an impounded dog is suspected with rabies it shall be isolated and observed 
accordingly and upon death must be submitted for laboratory examination. 


Rule 9(2).3.  The pound operator shall follow appropriate methods for the disposal of euthanized animals as  
prescribed by the Committee.


(3)  A fee shall be paid by owners of impounded dogs to the LGU concerned, pursuant to Section 7 hereof.
Rule 9(3).1.  To defray expenses in the operation of the pound, the operator shall be authorized to charge fees 


from the prospective foster owner upon adoption of the dog,


Section 10. Dog Population Control - In furtherance of the policy of this Act to eradicate Rabies, there is the need 
to control the dog population and minimize the number of unwanted stray dogs. As such, it is hereby mandated:


(1) That the DA, DOH, DILG, DepEd, LGUs, with the assistance of NGOs and POs shall undertake an educational 
and promotional campaign on responsible Pet Ownership, including the option of spaying or neutering their 
dogs.


(2) That the LGUs shall provide an incentive system whereby Owners of Dogs which have been spayed or neutered 
will be given a subsidized or discounted pet registration fee.


(3) That Dogs which have been impounded three times shall only be released after having been spayed or neutered, 
at the expense of the Pet’s Owner.


Section 11. Penalties


(1) Pet Owners who fail or refuse to have their Dog registered and immunized against Rabies shall be punished by a 
fine of Two Thousand pesos (P2,000.00).


(2) Pet owners who refuse to have their Dog vaccinated against Rabies shall be liable to pay for the vaccination of 
both the Dog and the individuals bitten by their Dog.


(3) Pet owners who refuse to have their Dog put under observation after said Dog has Bitten an individual shall be 
meted a fine of Ten Thousand Pesos (P10,000.00)


(4) Pet Owners who refuse to have their Dog put under observation and do not shoulder the medical expenses of the 
person Bitten by their Dog shall be meted a fine of Twenty five thousand pesos (P25,000.00).


(5) Pet Owners who refuse to put a leash on their Dogs while they are brought outside the house shall be meted a fine 
of Five hundred pesos (P500.00) for each incident.


(6) An impounded Dog shall be released to its Owner upon payment of a fine of not less than Five hundred pesos 
(P500.00) but not more than One thousand pesos (PI, 000.00).


(7) Any person found guilty of trading Dogs for meat shall be fined not less than Five thousand pesos (P5,000.00) per 
Dog and subjected to imprisonment for one to four years.


(8) Any person found guilty of using electrocution as a method of euthanasia shall be fined not less than Five thousand 
pesos P5,000.00) per act and subject to imprisonment for one to four years (1 - 4 years).


(9) If the violation is committed by an alien, he or she shall be immediately deported after service of sentence without 
any further proceeding.
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Section 12. Implementing Rules and Regulations. - The DA, in coordination with the DOH, DILG, DepEd, 
DENR, NGOs, POs shall issue the necessary rules and regulations within sixty (60) days from the effectivity of 
this Act.


Section 13. Appropriations. - The amount of One hundred million pesos (PI00,000,000.00) necessary to 
implement the provisions of this Act shall be initially charged against the appropriations of the DOH, DA, DILG 
and DepEd under the General Appropriations Act . For the LGUs, the requirements shall be taken from their 
Internal Revenue Allotment and other local funds. 


Thereafter, such sums as may be necessary for its continued implementation shall be included in the annual 
General Appropriation Act.


Rule 14.  Transitory provision. -  The Committee may from time to time, recommend the issuance of 
additional administrative orders in the pursuit of the objectives of the Anti-Rabies Act of 2007.


Rule 15.  Non-exclusivity Clause. – All existing rules and regulations, policies, procedures and standards not 
inconsistent with this Order shall continue to be in full force and effect.


Rule 16.  Repealing Clause. – All laws, decrees, executive issuances, rules and regulations inconsistent with 
this Act are hereby repealed or modified accordingly.


Rule 17.  Separability Clause. – In case any provision of this Act is declared unconstitutional, the other 
provisions shall remain in full force and effect.


Rule 17.1   The Legal Services of the DA, DOH, DepEd and DILG shall review the relevant  
Departmental Issuances to determine any amendments.


Rule 18. Effectivity. – This Act shall take effect fifteen (15) days after its publication in the Official Gazette 
or in at least two newspapers of general circulation, whichever comes earlier.


Rule 18.1.  These IRR shall take effect fifteen (15) days after publication in a newspaper of general 
circulation.
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The DOH, through the National Rabies Prevention and Control Program (NRPCP) in 


partnership with the Department of Agriculture Bureau of Animal Industry (DA BAI), other 


agencies and local government units , have jointly reviewed the National Rabies Manual of 


Procedures (MOP) version 2012-2016 and is please to present this  revised version for use of  


all rabies program implementers. 


The MOP aims to provide all rabies program-involved personnel direction and guidance on 


the proper management and control of rabies, with the ultimate goal of ending dog-


mediated rabies deaths among Filipinos by 2027, and a rabies-free Philippines by 2030. 


For decades , intervention such as safe and effective medicines, promotion of responsible 


pet ownership, early consultation when  bitten by animals, and timely administration of anti-


rabies vaccines have been made available to prevent rabies in both humans and animals. 


Despite all these efforts, the Philippines is still burdened by this highly preventable disease. 


The  statistics are alarming: Animal bite case rates across the country have increased from 


2014 to 2018. In 2018, a total of 1.1 million animal bites were registered. Moreso, in 2018, 276 


bite victims died due to rabies infection, with 42% bite victims are ages 15 years and below. 


As we usher the era of Universal Health Care, may this MOP serve as a tool to strengthen 


service delivery through consistency in implementation of the NRPCP among varied 


providers and stakeholders especially at the local level across the country. May this MOP also 


lead towards effective and efficient diagnosis of animal bites and human rabies, ultimately 


leading to near-elimination levels of rabies-related morbidity and mortality.  


Together, let us reach for a rabies-free Philippines. 
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The Manual of Procedures of the National Rabies Prevention and Control Program is a 


product of the collective efforts of implementing agencies and partners who contribute to 


the prevention, control and eventual elimination of rabies in the Philippines.  


The Program would like to acknowledge the following: 


• Infectious Disease Office of the Disease Prevention and Control Bureau of the 


Department of Health  


• Centers for Health Development of the Department of Health  


• San Lazaro Hospital and Research Institute of Tropical Medicine  


• Bureau of Animal Industry of the Department of Agriculture  


• Department of Education 


• Department of Interior and Local Government 


• Department of Agriculture Regional Field Units  


• Local Government Units  


• Partner government agencies  


• World Health Organization  
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ACRONYMS AND ABBREVIATIONS: 


 


AO   Administrative Order  


ABC   Animal Bite Center  


ABTC   Animal Bite Treatment Center  


BAI   Bureau of Animal Industry 


DA   Department of Agriculture 


DENR   Department of Environment and Natural Resources  


DepEd  Department of Education 


DILG   Department of Interior and Local Government 


DME   Direct Microscopic Examination  


DOH    Department of Health 


FAT   Fluorescent Antibody Test   


GOs   Government Organizations  


LGUs    Local Government Units  


MIT   Mouse Inoculation Test  


NGOs   Non-Government Organizations  


PAHC   Philippine Animal Health Center 


POs    People’s Organizations 


PEP   Post Exposure Prophylaxis  


PhilHealth  Philippine Health Insurance Corporation  


PrEP    Pre-Exposure Prophylaxis 


TCV    Tissue Culture Vaccine 


WHO   World Health Organization 
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INTRODUCTION TO THE MANUAL 


 


This Manual of Procedures (MOP) for Rabies is a tool designed to facilitate consistency in the 


implementation of the National Rabies Prevention and Control Program among clinicians, health 


service providers, program managers and coordinators and other stakeholders nationwide. The 


manual presents step by step reference guides for all health professionals to aid in the proper diagnosis 


of cases of animal bites and human rabies; as well as to deliver evidence-based management for 


patients and special group of people. 


While lifesaving in preventing rabies, immunoglobulin and/or vaccine, if administered prior to onset 


of clinical signs, nonetheless share the innate risks of any exogenous pharmaceutical product. Mild to 


serious adverse events, though rare, may occur in some patients following administration of rabies 


biologicals. Moreover, inappropriate or injudicious use of biologicals could lead to shortage of supplies 


of these products and could compromise efficient Post-Exposure Prophylaxis (PEP) for patients with 


higher risk exposures. Lastly, rabies biologicals and their administration entail significant costs. 


It is our aim to strengthen the competencies of our health care workers especially those in the far flung 


areas with limited resources towards an effective, efficient and cost-efficient diagnosis and 


management of animal bites and human rabies. 


In general, it is hoped that the use of this manual will help lower down morbidities and mortalities 


related with animal bites. Smart people manage problems but champions prevent them from 


occurring. Preventing rabies therefore should be easier and cheaper. The best cure for rabies is 


prevention. 
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1. Rabies: A global concern 


 


The Public Library of Science (PLOS) Neglected Tropical Diseases on the Global Burden 


of Endemic Canine Rabies states that globally canine rabies causes approximately 


59,000 (95% confidence intervals: 25-159000) human deaths, over 3.7 million 


disability-adjusted life years (DALYs) and 8.6 billion USD economic losses annually.  The 


largest component of the economic burden is due to premature death (55%), followed 


by direct cost of post exposure prophylaxis (PEP 20%) and lost income while seeking 


PEP (15.5%) with only limited costs to the veterinary.  
                   (PLOS Neglected Tropical Diseases│DOI:10.1371/journal.pntd.0003709  April 16, 2015)  


 


 


 


 


 


 


 


 


 


 


 


The map above shows that more than 95% of rabies deaths occur in Asia and Africa where 


the presence of 3 things are common: poverty, poor sanitation and crowding. The estimated 


annual figure of almost 60,000 human rabies deaths is probably an underestimate. (WHO 


2013). 


Fig.1 Countries or areas at risk for Rabies 
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With human rabies mediated by dogs claiming the lives of thousands of people every year 


worldwide, the World Organization for Animal Health (OIE) and the World Health 


Organization (WHO), in collaboration with the Food and Agriculture Organization of the 


United Nations (FAO) and with the support of the Global Alliance for Rabies Control 


(GARC), conducted a global conference on rabies in December 2015.  
 


The conference resulted in a new framework, which was jointly developed from fruitful 
discussions among nearly 300 participants – including experts, donors, as well as veterinary 
and public health officials. The framework identifies a multi-pronged, comprehensive 
approach and feasible actions that are needed to achieve an effective rabies elimination 
program. 
 
The conference called for a multi-pronged, comprehensive approach to ensure:  


(i) affordable human vaccines and antibodies;  
(ii) prompt treatment for bite victims; and 
(iii) mass dog vaccination in at-risk areas all supported through increased 


communication, awareness and education.  


Through this, nations are expected to be liberated from the burdens of this dreaded 
infection. 


Together with the abovementioned approach, member states are also expected to effectively 


implement the five pillars of rabies elimination (STOP-R): socio-cultural, technical, 


organizational, political and resources approaches: 


 S – Socio-cultural – The socio-cultural approach will encourage the promotion of 


responsible dog-ownership, and dog population management practices, including dog 
vaccination. 


 T – Technical – The technical approach will strengthen animal health and public 


health systems to ensure sustainable, safe, efficacious and accessible dog and human 
vaccines and immunoglobulins, and promote and implement mass dog vaccination as 
the most cost-effective intervention to achieve dog-mediated human rabies 
elimination. 


 O – Organizational – A good organizational set up will ensure sufficient supply of 


quality-assured canine rabies vaccines through vaccine banks.  


 P – Political commitment will be crucial in promoting the One Health concept and 


intersectoral coordination through national and regional networks while 
implementation will necessarily require investments in rabies elimination strategies. 


 R – Resources Create sustainable human and funding resources for the national rabies 


program 
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The global plan notably calls for three key actions: 


 making human vaccines and antibodies affordable; 


 ensuring people who get bitten receive prompt treatment; 


 implementing mass dog vaccinations in at-risk areas. 


The conference likewise cannot stop overemphasizing the importance of vaccination. During 


the conference, WHO Director-General Margaret Chan said, “Rabies is 100% preventable 


through vaccination and timely immunization after exposure, but access to post bite 


treatment is expensive and is not affordable in many Asian and African countries. If we follow 


this more comprehensive approach, we can consign rabies to the history books.”  


2. The ASEAN response 


There are more than 600 million people who are potentially at risk of 


rabies in Southeast Asia. Seven out of its ten ASEAN (Association of 


Southeast Asia Nations) Member States (AMS) are endemically infected 


with rabies. As early as 2014, the ASEAN saw the urgency of working as 


a region to eliminate rabies. It convened its AMS (Cambodia, Indonesia, 


Lao PDR, Myanmar, the Philippines, Thailand, Vietnam, Brunei, Malaysia 


and Singapore) and initiated a joint strategic development of rabies elimination. The strategy 


adapted the STOP-R action pillars. 


In September 2014, the ASEAN Rabies Elimination Strategy (ARES) jointly endorsed by the 


36th ASEAN Ministerial Meeting on Agriculture with Vietnam as the lead country for rabies 


control, through its Ministers of Agriculture and Rural Development and Health. Anchored on 


the “One Health Approach” through the use of STOP-R pillars, the ARES Action Plan identified 


and prioritized the regional activities to mobilize technical and financial support from relevant 


stakeholders and partners to effectively implement ARES. 


The ARES Action Plan was designed to complement the existing sub-regional frameworks 


leading to control and eliminate human rabies, such as those developed by the ASEAN Expert 


Group on Communicable Diseases (AEGCD) in 2010 and by the WHO South-East Asia Regional 


Office (SEARO) in 2012.  Each AMS proposed a strategy in line with their country’s 


uniqueness, capabilities and capacities to fully implement a rabies elimination program 


especially in high-risk areas. Individual AMS strategic plans developed likewise aimed to 


harness and galvanize partner support through sustained commitment, active involvement 


and collaboration.  
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The call to action ‘Towards the Elimination of Rabies in the ASEAN Member States and the 


Plus Three Countries’ in 2008 was the catalyst for the regional elimination of rabies in ASEAN.  


The ASEAN expressed confidence that through ARES, cooperation and collaboration between 


and among Member States and other stakeholders will be strengthened. 


Other partners who contributed to the development and implementation of the strategy are 


the Food and Agriculture Organization of the United Nations, World Organization for Animal 


Health (OIE), World Health Organization, World Animal Protection, and Global Alliance for 


Rabies Control. 


As the number of human rabies cases from dog bites continues to be alarmingly high at 95%, 


the global and ASEAN perspectives recognize that eliminating the virus from its animal host 


remains to be the most cost-effective way to contain the infection. Vaccination to cover 70% 


of dog population at high-risk areas was acknowledged to be key in successfully eliminating 


rabies in all endemic areas. 


To accomplish this, the action plan encourages the promotion of responsible dog ownership 


and dog population management practices, including dog vaccination, in accordance with OIE 


intergovernmental standards. 


The plan also reiterates the need to strengthen animal health and public health systems, to 


ensure sustainable, safe, efficacious and accessible dog vaccines and human vaccines and 


immunoglobulins, particularly the underserved. There is a need too, to promote and 


implement mass dog vaccination as the most cost-effective intervention to achieve dog-


mediated human rabies elimination. 


Thus, it is essential to ensure availability of quality-assured canine rabies vaccines. This is the 


reason why, the OIE has created a model of dog vaccine bank since 2012. The dog vaccine 


bank guarantees the availability of high-quality vaccines complying with its intergovernmental 


Standards as well as their rapid delivery on the ground and an adequate price obtained after 


a global competition between potential providers. This model has already supported the 


success of several dog vaccination campaigns in some of its Member Countries of Africa and 


Asia. 


To date, more than 15 million doses of canine rabies vaccines have been ordered or delivered 


in many countries through the OIE Vaccine Bank. 
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3. Rabies in the Philippines 


Rabies is endemic in the Philippines, and remains to be a public health concern. It has a 


fatality rate of almost 100%. However, being the most fatal among infectious diseases, rabies 


too, is 100% preventable. At least one-third of these deaths occur in children aged 15 years 


old and below. Data show that the number of animal bite cases reported in the country 


increased by 462 %, from 2009 (206,253 bite cases) to 2018 (1,159,711 bite cases). 


Conversely, the confirmed number of positive human rabies cases increased by 13.5  % in the 


last 9 years, from the 243 cases reported in 2009 to 276 in 2018.  


In terms of regions, Regions  3, 4-A, 5 and 12 reported the most number of cases from 2008 


to 2018. In 2018, there was significant increase in the number of cases in some regions. 
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   Table 1: Human Rabies Distribution per Region, Philippines, 2008-2018 


 


 


Though the number of human deaths has fluctuated over the years, much work still needs to 


be done as there are existing tools and interventions that make it possible to eliminate canine 


rabies. 


One of the measures by which rabies could be prevented is through the implementation of 


the Republic Act No. 9482, also called the Anti-Rabies Act of 2007, which mandated the 


creation of a National Rabies Prevention and Control Program (NRPCP). This is an inter-


sectoral initiative that aimed to strengthen the country’s national rabies prevention and 


control program. The National Rabies Prevention and Control Committee (NRPCC) serves as 


Region 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 


1 8 11 9 14 22 8 15 21 
18 10 20 


2 37 25 14 15 19 20 19 12 
7 6 16 


3 25 27 44 19 20 19 32 29 
30 37 58 


4A 31 40 32 22 37 37 38 20 
23 28 30 


4B 2 12 13 8 12 8 3 2 
4 4 10 


5 38 24 31 26 15 22 16 24 
22 18 11 


6 14 14 15 8 4 1 10 15 
9 14 16 


7 12 12 13 10 7 4 3 6 
8 21 25 


8 20 17 12 11 6 4 10 6 
10 8 5 


9 6 6 6 8 18 19 8 4 
9 7 12 


10 16 21 23 20 14 17 18 5 
17 14 11 


11 5 10 1 19 14 16 22 16 
13 9 16 


12 13 10 22 22 18 19 27 10 
17 33 21 


CARAG
A 12 2 12 9 3 6 13 10 


8 6 6 


ARMM  0     0 1 5 0 0 


NCR 8 5 7 7 4 3 2 7 3 1 15 


CAR 3 7 3 1 0 2 0 0 6 3 4 


TOTAL 250 243 257 219 213 205 236 217 209 219 276 
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its implementing body and is composed of representatives from the Department of Health 


(DOH), Department of Agriculture-Bureau of Animal Industry (DA-BAI), Department of Interior 


and Local Government (DILG), Department of Education (DepEd), Department of 


Environment and Natural Resources (DENR), Provincial, City, and Municipal Veterinarians 


League of the Philippines (PCMVLP), local government units (LGUs), non-government 


organizations (NGOs), People’s Organizations (PO), and academics. Although such a 


committee was initiated in 1991, early efforts to eliminate rabies were unsuccessful mainly 


due to inadequate funding since no definite budget was allotted for the execution of rabies 


prevention and control activities at the national and local levels.  


In line with the call for the global and regional elimination of rabies, the NRPCP endeavors to 


eliminate rabies and declare the Philippines as a rabies-free country by the year 2030. To 


achieve this, the NRPCP has aligned its program with the ASEAN ARES (STOP-R framework) 


and will emphasize implementing the following key components: based on its Manual of 


Procedures— Pre-Exposure Prophylaxis and Post Exposure Prophylaxis; dog vaccination; dog 


population management; health promotion; a central database system; and responsible pet 


ownership. 


Of these strategies, the DA with support from DOH would further intensify the vaccination of 


dogs. The DOH believes that one of the most viable strategies to curb the alarmingly high 


rabies cases in animals and humans is still massive dog vaccination.  Currently, the target is to 


reach at least 70% of total dog population. Given that almost all rabies cases are from dogs, 


the strategy is seen to reduce the number of rabies cases among dogs; thereby reducing the 


number of human rabies cases. 
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Source: Animal Disease Diagnostic and Reference Laboratory (ADDRL) of the Bureau of Animal Industry (BAI), 
Regional Rabies Animal Disease Diagnostic Laboratories (RADDL) of the Department of Agriculture 
Figure 2: Animal rabies cases in the Regions 2018 
 


Table 2 :  CY 2015 to 2018 Dog Vaccination Coverage 
 


Region 2015 2016 2017 2018 


I 40.34% 35.75% 51.45% 43.22% 


II 51.03% 51.30% 47.04% 50.27% 


III 49.90% 52.39% 65.18% 56.54% 


IVA 38.85% 40.76% 43.99% 40.67% 


IVB 25.42% 27.77% 32.82% 38.63% 


V 70.61% 63.29% 67.10% 40.17% 


VI 48.43% 61.62% 67.78% 69.46% 


VII 76.27% 70.32% 52.27% 74.09% 


VIII 55.56% 59.10% 60.86% 57.30% 


IX 37.46% 27.40% 43.12% 43.38% 


X 44.69% 48.60% 64.00% 65.84% 


XI 31.74% 53.75% 76.63% 69.77% 


XII 42.34% 55.22% 60.05% 57.80% 


CARAGA 52.61% 57.07% 50.30% 49.33% 


CAR 66.15% 62.37% 66.32% 70.42% 


ARMM 20.09% 12.95% 35.38% 70.00% 


NCR 32.29% 35.03% 51.08% 60.21% 


TOTAL (%) 45.47% 47.99% 55.74% 53.30% 


TOTAL Vaccinated 
(heads) 


3,847,447 4,132,594 4,874,549 4,758,226 


TOTAL Estimated 
Population (heads) 


8,461,398 8,611,183 8,745,169 8,927,551 
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Figure 3: Species Affected by Rabies 2018 
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         As of December 2018,  there were 613 animal treatment bite centers in the Philippines that give     


free anti-rabies shots.  


TABLE  3:    Bite Cases per Category of Exposure per Region CY 2018 


Region Cat I Cat II Cat III Total 
Percent of 


Contribution 


1 524 62960 11845 74805 6.53% 


2 291 74652 17936 92588 8.08% 


3 596 102746 25363 128109 11.18% 


4A 1635 69894 20945 90839 7.93% 


4B 982 24465 8341 32806 2.86% 


5 868 32830 9403 42233 3.69% 


6 131 50905 42476 93381 8.15% 


7 1651 65578 34936 100514 8.77% 


8 29 15861 11551 27412 2.39% 


9 1107 49928 24336 74264 6.48% 


10 0 47218 11166 58384 5.10% 


11 96 37896 6678 44574 3.89% 


12 572 34840 12589 47429 4.14% 


CARAGA 309 17549 4722 22271 1.94% 


CAR 656 20360 7814 28174 2.46% 


NCR 1154 128125 58443 186568 16.29% 


ARMM 156 809 460 1269 0.11% 


Grand 
TOTAL 


     
10,757  


   
836,616  


   
309,004  


           
1,145,620  100.00% 


 


*Discrepancy in the total is due to incomplete entries in the Rabies Exposure Registry 


Source: Infectious Diseases Office, Disease Prevention and Control Bureau, Department of Health 


 


 


 


 


 


TABLE 3A:  Animal Bite Cases Based on Age and Sex of Patients  and Species of Biting Animals CY 2018 
 


Animal Bite Cases Based on Age and Sex of Patients                      
(N= 1,159,711) 


Species of Biting Animals (N=1,170,821) 


Sex* Age* 
Dog Cat Others 


Total 


Male Female Total <15 >15 Total  


588,550 577,272 
1,165,822 492,427 667,284 1,159,711 815,902 339,394 15,525 1,170,821 
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Additionally, preventing the spread of rabies to humans is further complicated by the fact 


that children (below 15 years old) and the marginalized are the most commonly exposed to 


canine rabies. These victims are the ones that also lack the resources necessary to treat or 


prevent exposure.  


The total animal bite cases reported for the year 2018 shows that the number of animal 


bite cases reported in the country increased by 462 %, from 2009 (206,253 bite cases) to 


2018 (1,159,711 bite cases). wherein 44.26% or a total of 342,689 cases were among 


below 15 years old while 55.73% or 418,028  were among ages 15 years old and above. 


There is no significant difference as to sex of the bite patients,  588,550 males and 


577,272  females. 


 


The DOH recognizes that achieving a rabies-free country is a challenging task. One of the 


biggest challenge the program needs to address is the lackluster support and implementation 


of RA 9482. Often, and in many areas, the impact of rabies is considered insignificant by local 


chief executives. Political will is inadequate, and actions to reduce the risk of rabies are not 


taken.  


Together, the DOH and DA-BAI are working in tandem for human health as well as animal 


health for a more synchronized implementation of strategies and activities to diminish the 


number of animal (canine) bites; ensure enforcement of RA 9482 and eventually, eliminate 


rabies in the country.  


The NRPCP fully understands that because almost all rabies cases are dog mediated, 


elimination of rabies in dog populations through intensive vaccination campaigns will bring 


the spread of infection to its end.   
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4. Rabies and its transmission 


 


4.1. Rabies in Humans 


Bite and non-bite exposures inflicted by infected humans could theoretically transmit 


rabies, but no such case has been documented in the country. The only documented 


human-to-human cases were through corneal as well as through liver, kidney and other 


organ transplants. 


 


The rabies virus is not found in human or animal blood and feces thus, these body fluids 


do not pose a risk for rabies transmission.  


 


Casual contact, such as touching/talking to a person with rabies or contact with non- 


infectious fluid (blood, feces), does not constitute an exposure and does not require post-


exposure prophylaxis (PEP). 


 


Bites from infected animals are the most common mode of transmission of rabies to 


humans. Exposure to rabies may come from bites of infected dogs, cats, other domestic 


and wild animals including bats. However, bites from rats, rabbits, other rodents, reptiles 


and birds do not pose a risk for rabies infection.  


 


Non-bite exposures are less important and are infrequent modes of transmission. 


However, scratches, open wounds or mucous membranes that are licked by an infected 


animal, can be points of entry of the rabies virus and these may be in the form of the 


following: 


 


 Contamination of   intact  mucosa (eyes, nose,  mouth, genitalia) with saliva of 


infected animal;  


 Licks on broken skin; and  


 Inhalation of aerosolized virus in closed areas (e.g. caves with rabid bats, 


laboratories for rabies diagnosis) 
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4.2. Incubation period  


 


Incubation period is the period from the time of exposure up to the appearance of first 


clinical signs and symptoms of rabies. 


 


The average incubation period of human rabies is between 1-3 months.  In 90-95 % of 


cases, incubation period is less than one year but may be longer in 5-10 % cases. The 


duration of the incubation period depends on certain factors:  


 


 The amount of the virus inoculated into the wound or mucosa.  


 Severity of exposure - Patients with multiple and/or deep penetrating bite wounds 


may have shorter incubation period. 


 Location of exposure - Patients with bite wounds in highly innervated areas and/or 


close to the central nervous system may have shorter incubation period.  
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4.3. Pathogenesis  


 


After inoculation, the rabies virus multiplies in the muscle cells (myocytes or may invade 


the nerve directly without prior multiplication in the myocytes. It is possible that the 


rabies virus may persist locally at the site of inoculation for an unspecified period of time. 


This could explain the long incubation period for some rabies infections.  


 


 


The virus then penetrates the peripheral nerve cells via viral uptake at neuronal endings. 


The virus is transported through both the sensory and motor nerve fibers to the central 


nervous system (CNS). In vitro studies show that velocity of axonal transport of the virus 


ranges from 25 to 50 mm per day. The spread of the rabies virus in the coulometer and 


optic nerves could be as fast as 12 mm/day.  


 


Once the virus reaches the CNS, rabies replication occurs primarily in the neurons or brain 


cells through viral budding and the virus spreads and infects the nearby brain cells. 


Dissemination through the cerebrospinal fluid (CSF) occurs in the late stages of infection. 


 


While viral dissemination occurs in the central nervous system, the rabies virus spreads 


into the peripheral tissues such as muscle fibers, salivary glands, corneas, adrenal 


medullae, lacrimal glands, myocardium, kidneys, lungs, pancreas and epidermis. Infection 


of salivary glands allows further transmission of the disease to other mammals.  


 


 


4.4. Clinical Stages  


 


4.4.1. Prodromal  


 


The prodromal stage occurs when there is initial viral replication at the striated 


muscle cells at the site of inoculation just before it enters the brain. The virus then 


spreads centripetally up the nerve to the central nervous system through the 


peripheral nerve axoplasm.  


 


This stage lasts for 0-10 days with non-specific manifestations, which include   fever, 


sore throat, anorexia, nausea, vomiting, generalized body malaise, headache and 


abdominal pain. Paresthesia or pain at the site of bite is due to viral multiplication at 


the spinal ganglion just before it enters the brain. 
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4.4.2. Acute Neurologic 


 


The acute neurologic stage is the stage when the virus reaches the CNS and 


replicates most exclusively within the gray matter.  This stage has two types of 


presentation: encephalitic or furious type, which is present in 80% of rabies cases, 


and paralytic or dumb type, which is seen in 20 %.  


 


Autonomic manifestations such as hypersalivation appear during this stage. The virus 


passes centrifugally among autonomic nerves to reach other tissues- the salivary 


gland, adrenal medulla, kidney, lung, liver, skeletal muscle, skin and heart. Passage 


into the salivary gland facilitates further transmission of the disease through infected 


saliva. This stage lasts    for   2-7 days, characterized by   hyperactivity, 


hypersalivation, disorientation,    and hallucination, bizarre behavior interspersed 


with lucid intervals, seizures, nuchal rigidity or paralysis. 


 


Table 4:  Two Types of Presentation of the Acute Neurologic Stage  of Rabies in Humans 


Neurologic or Furious type Paralytic or dumb type 


Hyperactivity (anxiety, agitation, running, biting, 


bizarre behavior alternating with periods of calm) 


which may occur spontaneously or may be 


precipitated by tactile or auditory, visual   or other 


stimuli.  


 


The most characteristic symptom is spasm of the 


pharyngeal muscles often triggered by an attempt to 


drink water (hydrophobia) or by blowing air on 


patient's face (aerophobia). Spasmodic contractions 


of the muscles may spread to the   respiratory and 


other muscles leading to attacks of apnea. 


Acute progressive ascending 


myelitis, symmetrical or 


asymmetrical with flaccid 


paralysis, pain and fasciculation in 


the affected muscles with mild 


sensory disturbance.    


 


A complete paraplegia develops 


eventually with fatal paralysis of 


the respiratory and pharyngeal   


muscles. 
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Coma - begins within 4-10 days after symptoms start; Cardiac arrhythmiasis is 


common. Hyperventilation which leads to perirodic and ataxic respiration to apnea. 


Haematemesis is experienced by 30-60% of patients before death. Pituitary 


dysfunction is also present as part of disordered water balance. 


 


Death - without intensive supportive care, respiratory depression, cardio respiratory 


arrest, and death occur in almost 100% of cases. 73% die within 3 days of onset of 


symptoms and 84% die within 24 hours of admission.  Outcome is date and recovery 


from rabies if very rare.  Cause of death includes circulatory insufficiency with 


myocarditis, cardiac arrhythmia or congestive heart failure (RITM) 
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4.4.3. Differential Diagnosis 


 


Guillain-Barré Syndrome (GBS) is an autoimmune inflammatory disease of the 


peripheral nervous system, affecting one or more nerves outside the brain and spinal 


cord.   This syndrome is characterized by the rapid onset of weakness, sensory loss, 


and impairment of reflexes; often paralysis of the legs, arms, breathing muscles, and 


face develops in ascending order. 


 


 


Encephalitis (due to other viruses) is an acute inflammatory disease of the brain. 


Patient experiences fever, a stiff neck and/or back pain, tremors, seizures, paralysis 


of extremities, abnormal walk (gait), and abnormal reflex reactions. Deep loss of 


consciousness (coma) may occur and last for days or weeks. 


 


4.4.4. Laboratory Diagnosis 


Often the diagnosis of rabies is based on the clinical manifestations and a history of 


exposure to a rabid animal.  In cases where the pathognomonic hydrophobia and/or 


aerophobia are present, the diagnosis is straight forward. However, clinical diagnosis 


may be difficult in cases of paralytic rabies and atypical presentations. Thus, rabies 


laboratory confirmation is necessary. Rabies diagnosis can be performed on fresh 


tissue specimens stored at appropriate temperatures, preferably refrigerated. The 


specimens to be collected depend on the test to be performed. 


In transporting specimen glycerine preservative (temperature: +40C or -200C) or dried 


smears of brain tissue on filter paper (temperature: +300C) enables safe transport. 


4.4.5. Ante-Mortem 


 


Samples for Laboratory diagnosis of rabies during life secretions and biological fluids 


(saliva, spinal fluid, tears, etc.) can be used to diagnose rabies during life (intra vitam). 


They should be stored at -200C or below. Serum should be collected from blood 


samples prior to freezing and stored at - 200C. 


 


Timing of the collection and interpretation of the sample is very crucial. 


 


 


 



http://www.mdguidelines.com/paralysis-paraplegia-and-quadriplegia

http://www.mdguidelines.com/tremor

http://www.mdguidelines.com/paralysis-paraplegia-and-quadriplegia
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Recommendation of the WHO-CC Reference and Research on Rabies, France   Intra-Vitam 


Diagnosis of Human Rabies, (Dacheux et al., Plos NTD, 2010) 


 


Table 5.:  Intra-Vitam Diagnosis of Human Rabies 


SAMPLES 


Sensitivity Considering 


the Clinical  Evolution 


of the Patient (in days 


following the Onset of 


Symptoms) 


Comments Storage 
Technique 


(Reference) 


 0-8 days >8 days    


Saliva (1ml or 


saliva swabs) 


High High At least three saliva 


samples collected at 


intervals of 3-6 


hours, liquid saliva is 


preferred to saliva 


swabs 


-20°C/-


80°C 


RT-hnPCR 


(3) 


Urine (at least 


1ml) 


Low Low At least three urine 


samples colleted in 


an interval of 3-6 


hours 


-20°C/-


80°C 


RT-hnPCR 


(3) 


Skin biopsy 


(diameter of 


4mm, total 


volume of 20 


mm³) 


High High Skin biopsy collected 


at the nape of the 


neck, with hair 


follicles, using biopsy 


punch (Stiefel). 


-20°C/-


80°C 


RT-hnPCR 


(3) 


Serum (500µL) Low Average Sample collection 


can be repeated, 


depending on the 


length of survival 


period (1-2 samples 


per week) 


+4ºC/-


20ºC 


RFFIT (31) and/or 


ELISA (3,6,33) 


CFS (>300µL) Low Average Sample collection 


can be repeated, 


depending on the 


length of survival 


period (1-2 samples 


per week) 


-20°C/-


80°C 


RT-hnPCR (3); 


RFFIT (3) and/or 


ELISA (3,6,33) 
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The following laboratory tests can be done to confirm rabies in humans: 


 Fluorescent Antibody Testing (FA) 


The Fluorescent Antibody (FA) technique is the gold standard for rabies 


diagnosis. It is a rapid and sensitive test based on microscopic examination 


under ultraviolet light. Tissue samples from brainstem, thalamus, cerebellum 


and the hippocampus (Ammon’s horn) are recommended for increased 


sensitivity of the test. Viral antigen may be detected by using the FA test on skin 


biopsies taken from the nuchal area of the neck, with hair follicles containing 


nerve endings.   


 


 Polymerase Chain Reaction (PCR)  


The Polymerase Chain Reaction (PCR) is a laboratory technique for "amplifying" a 


specific DNA sequence. PCR is extremely efficient and sensitive; it can make 


millions or billions of copies of any specific sequence of DNA, even when the 


sequence is in a complex mixture. 


 


 Serology 


Serum Rapid Fluorescent Focus Inhibition Test (RFFIT). Serum neutralization 


assays are used to determine the potency of rabies serum and immunoglobulins 


used for PEP, and to evaluate the immunogenicity of human and, to a lesser 


degree, animal rabies vaccines.  


The standard procedures recommended at the seventh meeting of the WHO 


Expert Committee on Rabies were the mouse neutralization test (MNT) and the 


plaque reduction assay. Since then, plaque reduction methods have been 


superseded by fluorescent focus inhibition tests, which are more convenient. 


Although the MNT is still widely used as a reference test, the RFFIT has become 


the test of choice in most modern laboratories.  


 


The RFFIT has been shown to be at least as sensitive as the MNT in measuring 


virus-neutralizing antibodies. Only 50% of which will give positive results among 


rabies cases. Serologic testing is more useful to ascertain the immune status of 


immunized animals and humans.  


 


 Histologic Findings 


Negri bodies or  Cerebral inclusion bodies are round cytoplasmic inclusions of 


assembling nucleocapsid  are pathognomonic of rabies infection, but are found 


in only about 80% of cases. The biting animal should be examined for rabies. 


 



http://en.wikipedia.org/wiki/Negri_bodies
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4.4.6. Post Mortem 


Samples for post-mortem diagnosis includes brain tissue that can be collected through 


trans-orbital or trans-foramen magnum route if autopsy cannot be performed. 


 


Recommendation of the WHO-CC Reference and Research on Rabies, France Intra-Vitam Diagnosis of 


Human Rabies, (Dacheux et al., Plos NTD, 2010) 


Table 6: Post- Mortem Diagnosis of Human Rabies 


Samples Sensitivity Comments Storage Technique 


(Reference) 


Brain Biopsy High Brain biopsy collected via the 


orbital route with Tru-Cut 


biopsy needles for soft tissues 


with manual clip (allegiance) 


or via the occipital route using 


lumbar puncture needles. 


+4ºC/-


20ºC 


FAT (28); RTCIT 


(29); WESLYSSA 


(26,270;RT-


hnPCR (3) 


Skin biopsy 


(diameter of 


4mm, total 


volume of 


20mm³) 


High Skin biopsy collected at the 


nape of the neck, with hair 


follicles, using biopsy punch 


(Stiefel). 


-20°C/-


80°C 


RT-hnPCR (3) 
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Since the late 1980s, efforts to initiate its prevention and control, the DA and the DOH have 


intensified their collaboration on rabies, refocusing strategies through the years toward its 


elimination by 2030.  


 


Strategies, activities and supportive components have evolved to become more responsive to 


meeting the needs of an increased and sustained public awareness on rabies. Along the way, the 


program has also encouraged more commitment, participation and involvement from different 


sectors.  


 


The program has likewise standardized treatment and management guidelines of human rabies; as 


well as address management of animal rabies particularly, for dogs. A MOP was developed in 2012 to 


help standardize program implementation across all agencies. Working in partnership with the DA, 


the program has undergone and emphasized massive dog vaccinations as one of the most effective, 


cost-efficient strategy to protect and prevent rabies in dogs and in humans.  


 


Despite efforts however, rabies continues to affect many Filipinos, claiming tens of thousands of lives 


and putting more people at risk. 


 


Through all these, the NRPCP has been relentless in its efforts to steer the country closer to being 


rabies-free. It rallies partners for a better implementation of RA 9482. It has standardized data 


collection through the PIDSR and NARIS that enabled more accurate reporting from all levels. It 


reviews trends and developments on human and animal health – modifying strategies and activities 


along the way to further harness an interdisciplinary approach to rabies control.  
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1. VISION AND GOAL 


 


The NRPCP utilizes a multi-disciplinary approach that strengthens 


linkage with program managers, public health workers, veterinarians, 


local executives and other stakeholders including the general public to 


achieve rabies elimination.  


 


The Philippines remains committed to accomplish the vision of a rabies-free country by 2030. With 


evolving challenges faced by the program however, the NRPCP saw 2030 as the more feasible, 


realistic target year. The additional two years will enable the program to implement appropriate 


strategies and activities that would best respond to the needs and safeguard human health from 


rabies; and be counted among the nations that are rabies-free by 2030. 


 


 


2. COMPONENTS 


 


Together with partner agencies, the NRPCP implements the following components of the program 


as mandated by RA 9482 (Anti-Rabies Act of 2007) should be implemented at all levels:  


 


2.1. Mass Dog Vaccination 


 


This is the most effective measure to 


control canine rabies. The Department of 


Agriculture takes the lead in mass dog 


vaccination campaigns and provision of 


animal rabies vaccine.  


 


 


 


 


 


Vision: Rabies Free Philippines by 2030 


Goal:  To end human deaths from dog-mediated  


                         rabies by 2027 
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2.1.1. Post-Exposure Prophylaxis (PEP) and Pre-Exposure (PrEP)  


 


• Post Exposure Prophylaxis (PEP) – anti-


rabies prophylaxis should be administered 


after an exposure (such as bite, scratch, 


lick, etc). 


• Pre-Exposure Prophylaxis (PrEP) – 


vaccination should be given to individuals who are at high risk of getting rabies 


 


2.2. Health Promotion  


 


The following are significant activities in the conducting the information and education 


campaign on the prevention and control of rabies: 


 


 Celebration of Rabies Awareness Month under Executive Order No. 84,  March is 


Rabies Awareness Month  


 


 


 


 


 Celebration of World Rabies Day - September 28 has been declared as World 


Rabies Day.  


 


Rabies Awareness Month is 


celebrated in the country all 


through the month of March. 


During this time, mass dog 


registration and vaccination 


drives are conducted in 


collaboration with the LGUs, 


national, regional and local 


offices of the DOH, BAI and 


other partner agencies. 
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• Development of IEC Materials -All agencies involved in the implementation of the 


program are encouraged to conceptualize, produce/reproduce and distribute    IEC 


materials and collaterals. 


 


 


 


 


 


 


 


 


 


 


 


 


• Massive Health Information Campaign using Tri-Media 
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• Integration of Rabies Program into 


the School Curriculum - The 


integration of the rabies program 


into the elementary curriculum in 


selected areas is a collaborative 


effort of DOH and DepEd to 


educate school children who are 


the most vulnerable to animal 


bites.  


 


Recently, the DepEd with support 


from Global Alliance for Rabies 


Control and in coordination with 


the other NRPCC members 


developed and integrated rabies 


prevention lesson plans into school 


curriculum, from kindergarten to 


grade 10, which was launched 


during the 2019 World Rabies Day 


celebration. 


 


 


 


2.3. SUPPORT SERVICES  


 


2.3.1. Capability -Building   


 


The Department of Health provides the following training to health personnel 


involved in the implementation of the program: 


 


 Management of Rabies Exposure 


 Management of Human Rabies  


 Training of Traditional Healers on Animal Bite Management 
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The Department of Agriculture provides the following training to Veterinarians, 


Livestock Inspectors/Technician, Laboratory staff and other animal health personnel 


involved in the implementation of the Rabies Program: 


 


 Diagnosis and surveillance              of 


animal rabies 


 Training on humane dog catching and 


handling 


 Methods of restraint and proper animal 


vaccination 


 Rabies hotspot/ outbreak investigation 


and management 


 


 


 


 


2.4. MANAGEMENT AND IMPLEMENTATION STRUCTURE OF THE NATIONAL RABIES 


PREVENTION AND CONTROL PROGRAM 


 


R.A. 9482 (The Anti-Rabies Act of 2007) mandates the establishment of a National 


Rabies Prevention and Control Program chaired by the Bureau of Animal Industry of the 


Department of Agriculture to be implemented by a multi-agency /multi sectoral- 


committee at all levels .  


 


 


 


 


 


 


 


 


 


 


 


 


 


The DOH and BAI train health personnel, 


veterinarians, lab staff, including LGUs and other 


personnel involved and engaged in the 


implementation of anti-Rabies Programs 
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The suggested composition of the Rabies Committee in each level is as follows: 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


At the regional, provincial and local levels, the NRPCC is structured as follows:  


 


 


 


 


 


 


  


Medina et al. Tropical Diseases, Travel Medicine and Vaccines 


(2016) 2:22 DOI 10.1186/s40794-016-0036-7 


 


Regional Director 


Bureau of Animal Industry 


Dept of Agriculture (DA) 


CHAIR 


Regional Director 


Department of Health 
(DOH) 


VICE-CHAIR 


MEMBERS 


• Department of Interior and 
Local Government (DILG 


• Department of Education 
(DepEd) 


• Philippine National Police 
• NGOs 


Regional 
Level 


Governor/Provincial 


Veterinarian 


CHAIR 


Provincial Health 
Officer 


VICE-CHAIR 


MEMBERS 


• Department of Interior and 
Local Government 


(DILG) 
• Department of Education 


(DepEd) 
• PHTL 
• Philippine National Police 


Province 
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City Health 


Officer 


VICE-CHAIR 


MEMBERS 


• Department of Interior and Local 
Government (DILG) 


• Dept of Education (DepEd) 
• DOH Rep 
• Phil National Police (PNP) 


• NGOs 


• Sanitary Inspector (SI) 


City 


Mayor/City 


Veterinarian 


CHAIR 


Mayor/Municipal  
Agriculturist 


CHAIR 


Municipal Health 
Officer 


VICE-CHAIR 


MEMBERS 


• Dept of Interior and Local Govt 
 (DILG) 
• Dept of Education (DepEd) 
• DOH Rep 
• Philippine National Police (PNP) 
• NGOs 


• Sanitary Inspector (SI) 


Municipal 


Barangay Captain 


CHAIR 


Physician/PHN/RHM 


VICE-CHAIR 


MEMBERS 


• Councilor for Health 


• Lupon Tagapamayapa 
• Barangay Health Workers (BHWs) 
• Barangay Tanod 
• NGOs 
• Key Purok Leaders 


Barangay 
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2.4.1. RESPONSIBILITIES OF GOVERNMENT AND NON-GOVERNMENT UNITS 
 


Department of Health 


 


 Ensure the availability and adequate supply of human anti-
rabies vaccine in animal bite treatment centers at all times and 
coordinate with other implementing agencies and concerned 
NGOs; 


 Provide Post-Exposure Prophylaxis at the minimum expense 
to individuals bitten by animals suspected of being rabid which 
will consist of the initial vaccine and immunoglobulin dose; 


 Ensure proper management of logistics to include forecasting, 
storage and distribution 


 Provide Pre-Exposure Prophylaxis to high-risk personnel, such 
as, but not limited to laboratory staff, veterinarians, animal 
handlers, vaccinators and other persons working with rabies 
virus for free; 


 Coordinate with the DA in the development of appropriate 
health education strategies to inform the public on rabies 
prevention and control and responsible pet ownership; 


 Develop and maintain a human rabies surveillance system; 


 Encourage collaborative activities with the DA, DepEd, DILG, 
DENR, NGOs, POs and other concerned sectors; and 


 Immediately approve the registration of veterinary and 
human barbiturate drugs and veterinary euthanasia drugs in 
coordination with the Philippine Drug Enforcement Agency 
(PDEA). 


 
Department of 
Agriculture 


 


 Improve and upgrade existing animal rabies laboratory 
diagnostic capabilities to ensure better services to the people; 


 Ensure the availability and adequate supply of animal Anti-
Rabies vaccine at all times; 


 Undertake free anti-rabies vaccination of dogs giving priority 
to high risk and depressed areas; 


 Maintain and improve animal Rabies surveillance system; 


 Establish and maintain Rabies free zone in coordination with 
the LGUs; 


 Immediately facilitate for the approval of the sale and use of 
Veterinary and Human Barbiturate drugs and veterinary 
euthanasia drugs by the DOH and the PDEA; 


 Strengthen the training of field personnel and the Information 
Education and Communication (IEC) activities on Rabies 
prevention and control and responsible pet ownership; 


 Conduct research on Rabies and its control in coordination 
with other agencies; 
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 Formulate minimum standards and monitor the effective 
implementation of this Act; and 


 Encourage collaborative activities with the DOH, DepEd, 
DILG, DENR, NGOs, POs and other concerned sectors. 


 
 
 Department of Interior 
and Local Government 
 


 Ensure compliance of the roles and responsibilities of the 
different LGU’s. 


 The DILG – Directs LGUs to comply with the government’s 
anti-rabies program. Under Republic Act 9482 or the Anti-
Rabies Act of 2007, LGUs play a vital role in ensuring that all 
dogs within their jurisdiction are registered, and immunized 
to ensure they are healthy. They are also urged to allocate 
funds to augment for the implementation of the National 
Rabies Prevention and Control Program. 


 
 


 
 


Department of Education 


 


 Strengthen rabies education program through school health 
teaching/curriculum; 


 Assist in the dog mass immunization campaigns in the 
community; 


 Encourage collaborative activities with the DA, DOH, DILG, 
DENR,  NGOs, POs and other concerned sectors; and 


 Integrate proper information and education on responsible 
pet ownership   in the relevant subjects in the Elementary 
and High School levels. 


 
 


 
Local Government Units 
(LGUs) 
 


 Ensure that all dogs: are properly immunized, registered and 
issued a corresponding dog tag upon registration and 
immunization 


 Strictly enforce dog Impounding activities and field control to  
eliminate stray dogs; 


 Ensure that dogs are leashed or confined within the premises 
of the owner's house or owner's fenced surroundings; 


 Allocate funds to augment the implementation of the 
National Rabies Prevention and Control Program, particularly 
on the financing of supplies and human and dog vaccines 
needed for immunization; 


 Ensure the enforcement of Section 6 of Republic Act No. 
8485 or "The Animal Welfare Act of 1998"; 
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 Enact additional local ordinances that will support the 
National Rabies Prevention and Control Program that should 
include the regulation of the traditional treatment locally 
known as "tandok”; 


 Prohibit the trade of dogs for meat; 


 With respect to cities and first class municipalities, establish 
and maintain a dog pound where impounded dogs shall be 
kept, and other municipalities, shall, on their own, establish 
a dog pound or opt to share the expense of establishing and 
maintaining a dog pound with other adjoining municipalities 
and/or with private animal shelters and control facilities; 


 Prohibit the use of electrocution as a euthanasia procedure; 


 Appoint a veterinarian and establish a veterinary office in 
every province, city and first-class municipality, provided, 
that the other municipalities shall, on their own, opt to share 
the expense of having a  veterinary office; 


 Require pet shops to post information regarding rabies and 
responsible pet ownership; and 


  Shall collect the fines imposed by R.A. 9482 for the violation 
any of its provision.  


 


 
 


 
Animal Bite and 
Treatment Center 


 
 


 Receive allocated immunizing agents from the DOH RO/ 
Provincial Rabies Coordinator; 


 Ensure proper cold chain management; 


 Screen all animal bite cases and manage accordingly; 


 Maintain animal bite registry;  


 Submit accurate report to the DOH on a quarterly basis;  


 Advocate to the LCE additional funds for the program; 


 Conduct investigation of reported human rabies cases; and 


 Conduct health promotion activities. 
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2.4.2. ROLES AND FUNCTIONS OF HEALTH PERSONNEL   
 
 
Department of Health Centers for Health Development (CHD)/Regional Offices (DOH RO) Regional  
Coordinators 
 


 Oversee the implementation of the program at the regional 
level 


 Prepare WFP in coordination with the different partners;  


 Act as resource person/facilitator during the     
 training/orientations/workshops; 


 Compute vaccine requirement and make the necessary  
requisition to  the national program; 


 Allocate and distribute WHO pre-qualified vaccines and 
other logistics needed for the program implementation; 


 Ensure proper cold chain management;  


 Ensure efficient accurate and timely submission of report;   


 Conduct monitoring and evaluation;   


 Conduct assessment and certification of ABTC/ABC; and 


 Conduct health promotion activities. 
 


 
 


 


 


 
 
 
 
 
 


Department of Health Provincial DOH Office and Provincial Coordinators 
 


 Coordinate at the provincial level 


 Train ABTC personnel 


 Act as resource person/facilitator during the     
 training/orientations/workshops; 


 Allocate and distribute FDA approved vaccines and  other 
logistics needed for the program implementation; 


 Ensure proper cold chain management;  


 Ensure efficient accurate and timely submission of report;   


 Conduct monitoring and evaluation;   


 Conduct assessment and certification of ABTC/ABC; and 


 Conduct health promotion activities. 
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Animal Bite Treatment Center Personnel 
 


 Receive allocated immunizing agents from the DOH 
Provincial Rabies Coordinator; 


 Ensure proper cold chain management; 


 Screen all animal bite cases and manage accordingly; 


 Maintain animal bite registry;  


 Submit accurate report to the DOH on a quarterly basis;  


 Advocate to the LCE additional funds for the program; 


 Conduct investigation of reported human rabies cases; and 


 Conduct health promotion activities. 
 


  
 


Animal Bite Center Personnel 
 


 Undergo training by the DOH 


 Buy own vaccine 


 Screen all animal bite cases and manage accordingly; 


 Maintain animal bite registry;  


 Submit accurate report to the DOH on a quarterly basis;  


 Conduct investigation of reported human rabies cases; and 


 Conduct health promotion activities. 
 
 


 
 


DA and LGU Veterinary Personnel  
 


 Initiate and coordinate all rabies control activities in 
the provinces/ cities/municipalities; 


 Prepare the yearly regional action plan; 


 Disseminate program information, guidelines, E.O.           
to all provincial/city/municipal coordinators; 


 Allocate/distribute vaccines from central office (BAI)               
to the different provinces/cities/municipalities; 


 Ensure proper cold storage of vaccines; 


 Ensure availability of vaccines for the campaign; 


 Monitor vaccine utilization; 


 
 


Municipal Health Office 
 


 Screen, initiate wound care and refer animal bite 
cases  to Animal Bite  Treatment Center; and 


 Conduct health promotion activities in collaboration         
with MAO and other partners. 
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 Consolidate reports from the different provincial 
coordinator and submit to the central office; 


 Monitor the implementation of dog ordinance and 
dog pound in the Provinces; 


 Assist the province in overseeing the 
implementation; and 


 Collect empty/used vaccine vials from the provinces 
and ensure proper disposal (burning/burying) at the 
Regional Office or at the Bureau of Animal Industry 


 
 


 
Provincial Veterinarian/ Provincial Coordinator 
 


 


 Prepare yearly provincial action plans and submit to 
the regional level for consolidation; 


 Provide actual dog survey and other monitoring data 
to the regional coordinator; 


 Allocate and distribute vaccine to the different 
municipalities;  


 Provide and ensure cold storage for vaccines; 


 Monitor proper vaccine utilization during vaccination 
campaign; 


 Assist in training vaccinators during mass 
immunization; 


 Monitor proper implementation of rabies ordinance 
and dog control measures in all municipalities; 


 Organize rabies control committees in all 
cities/municipalities;  


 Initiate and coordinate all rabies control activities in 
the cities/municipalities 


 Consolidate reports of vaccination to be submitted 
to the regional coordinator 


 Collect used vaccine vials and return it to the 
regional coordinator for proper disposal. 
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Municipal/City Coordinator  (City/Municipal Veterinarian/Agriculturist) 
 


 Prepare yearly provincial action plans and 
submit to the regional level for consolidation; 


 Provide actual dog survey and other 
monitoring data to the regional coordinator; 


 Allocate and distribute vaccine to the different 
municipalities;  


 Provide and ensure cold storage for vaccines; 


 Monitor proper vaccine utilization during 
vaccination campaign; 


 Assist in training vaccinators during mass 
immunization; 


 Monitor proper implementation of rabies 
ordinance and dog control measures in all 
municipalities; 


 Organize rabies control committees in all 
cities/municipalities;  


 Initiate and coordinate all rabies control 
activities in the cities/municipalities 


 Consolidate reports of vaccination to be 
submitted to the regional coordinator 


 Collect used vaccine vials and return it to the 
regional coordinator for proper disposal. 
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Background 


NRPCP is a multi-agency effort to control and eliminate rabies in the country by the Department of 


Agriculture (DA), Department of Health (DOH), Department of Interior and Local Government (DILG), 


Department of Education (DepEd) in coordination with other Government Organizations (GOs), Non-


Governmental Organizations (NGOs) and People's Organizations (POs). 


 


To more effectively implement the program, the DOH and DA each has their primary focus, roles and 


responsibilities, ensuring that efforts are not duplicated and preventive measures for human and 


animal infection are taken. Partner agencies DepEd, DILG, other GOs, NGOs and POs are expected to 


actively participate in broadening understanding of NRPCP. 


 


The following components of the program as mandated by RA 9482 (Anti-Rabies Act of 2007) should 


be implemented at all levels.  


 


PART 1: HUMAN RABIES 
 


1. Prevention and Control of Human Rabies  
 
Rabies is the oldest and most feared human disease known to man with the highest case fatality 


rate (CFR) of any infectious disease. It is the only disease of humans that is treated with a vaccine 


after exposure has occurred; a zoonotic disease which is 100% fatal but 100% preventable.  


World Health Organization (WHO) states that if symptoms of rabies have appeared, the victim 


usually dies in spite of subsequent immunization and treatment with rabies immunoglobulin. There 


is no effective treatment once symptoms set in. Rendering treatment versus no treatment makes 


no difference in Rabies. Moreover, the rate of mortality for rabies are highest from bites of the 


face and neck while the rate of mortality increases with extensive wound. For the virus to be 


infectious and for any risk to exists, the person must be exposed to fresh saliva of the rabid animal 


with a consideration that the smallest bite with a single drop of saliva can kill. 


Rabies is also considered a Neglected Tropical Disease (NTD), infecting mostly poor and vulnerable 


populations whose deaths are rarely reported. Worldwide, rabies occurs mainly in remote rural 


communities where measures to prevent dog to human transmission have not been implemented.  


 


CHAPTER III: Program Components 
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Under-reporting of human rabies cases prevents mobilization of resources from the international 


community for the elimination of human dog-mediated rabies. Around forty (40%) of people 


exposed to dog bites in canine rabies infected areas like the Philippines, are children from 5-15 


years of age. WHO further states that majority of those bites are not reported and go 


unrecognized. Much higher proportion of exposed children contract and die of unrecognized 


rabies than the estimates from Asia suggest.  


In 1951, the Daily Mirror newspaper reported that Fernando Poe Sr., a local cinema idol, succumbed 


to hydrophobia, at the age of 35, after he let his open wound licked by an infected puppy. He was 


diagnosed to have rabies, a disease that is carried and transmitted between mammals via saliva. It’s 


well known to be a threat after having been bitten by a wild animal or rabid pet. But it is also possible 


to contract the virus from an infected animal just licking an open cut or wound, and even scratch 


from infected wet saliva. Moreover, consumption of raw or improperly cooked infected animal 


brain results in direct contact between oral mucous membranes and infected neural tissue. Rarely, 


rabies may be contracted by inhalation of virus-containing aerosol or via transplantation of an 


infected organ. There are two types of rabies: (1) the furious type, common in more than 80%, 


manifests with hyperactivity, hydrophobia, aerophobia and excited/aggressive behavior while the 


(2) paralytic type present in 20% of the cases show ascending muscle paralysis in the absence of 


aerophobia and hydrophobia.  


 


At least one-third of human rabies deaths are among children less than 15 years of age (N=399; 


2008; SLH). Dogs are the source of 98.3% ((N=699; 2015; BAI) followed by cats (1.2%), goat ( 0.3%), 


pig (0.1%) and carabao (0.1%) in human rabies deaths. The high cost of anti-rabies vaccine and 


immunoglobulins, expenditure for medical consultations and the loss of income are an additional 


burden to a regular Filipino family confronted with a potential rabies exposure.  


 


However, with improved surveillance and reporting systems, data-based interventions can be 


programmed and implemented more effectively, efficiently and economically. 


 


4 R’s in Animal Rabies Risk Assessment: Recognizing, Recording, Reporting, Referral 


Because it is almost always fatal, rabies continues to be a dreaded disease. Its signs and 


symptoms are both disturbing and distressing. But if rabies post exposure prophylaxis (PEP) is 


administered to a bite victim before the virus enters the nervous system, it can be prevented. 


Rabies’ range of severity is vast and varied, there is still remains so much the public and at times, 


health professionals may not know about it. There have been many instances where even  
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clinicians are left bewildered and unsure with their diagnosis of the rabies. This is because its 


early symptoms can be very generalized – headaches, fever and weakness. Without a history of a 


potential exposure to a rabid animal, these symptoms would not raise the suspicion of rabies as 


they are very similar to the common flu or other viral syndromes. 


It is for this reason that an integrated approach to its detection and management can be 


described by the four areas, namely: 


 Recognition by rabies risk assessment and the clinical signs of rabies in domestic 
animals 


 Recording 


 Reporting  


 Referral 
  


1.1. Recognition 


Recognize by Rabies risk assessment.  


 


1.1.1. Possibility of rabies virus transmission 


a. An infected animal 


All mammals are susceptible to infection with rabies virus and capable 
of shedding and transmitting virus. Only mammals pose a potential risk for 
rabies transmission. Rabies virus cannot be transmitted through bites, 
scratches, or other contact with: 


• Birds 


• Reptiles 


• Amphibians 


• Fish/Invertebrates 


• Most rodents (rats, mice, hamsters, guinea pigs , rabbits, squirrels, 
chipmunks, gophers) with negligible role in propagation of rabies probably 
because they fail to survive encounters with rabid carnivores 


 


 


 


 


 



http://www.medicinenet.com/influenza/article.htm
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b. Virus-laden saliva 
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Minimal requirements for considering the possibility of rabies 
virus transmission in a bite incident: 


 A rabid mammal 
 Rabies virus in saliva 
 Saliva deposited beneath the skin or on mucus 


membrane 
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Likelihood of rabies transmission 


It is important to determine whether the biting animal was rabid or likely to be rabid 
only at the time the bite was inflicted. Data on the biting animal such as species, size, 
health, ownership (e.g. Pet, feral, wild) and rabies vaccination history are necessary for 
determining the likelihood that it was shedding rabies virus at the time of the bite. 


Domestic dog rabies remains the predominant contributor to rabies incidence 
throughout the world. 


Younger animals are considered to present a greater risk of rabies than older animals 
because: 


• With their small size and naive immune system, only a smaller amount of virus can 
lead to infection 


• However, extremely young animals (<2 weeks old) that bite are unlikely to have had 
sufficient opportunity to have been exposed to rabies virus, and for the virus to 
replicate, migrate into the CNS, and spread to the salivary glands by the time of the 
incident  


• The risk of rabies transmission is proportional to the amount of virus deposited in 
vulnerable sites: 


• Multiple bites that compromise the cutaneous barrier expand the number of 
potential entry for the virus. 


• Severe bites that expose large amount of rabies virus provides greater opportunity 
for rabies virus to be deposited on nervous tissue than mild, superficial bites. 


• The closer to the CNS the virus is introduced, the shorter may be the incubation 
period from infected bite to disease. 


• Bites on the following sites are more exigent risk of rabies and need for rabies 
prophylaxis than do bites to the arms and legs: 


- Face 
- Head 
- Neck 
- Spine 


 
 
 
 
NOTE: Any deposition of virus-laden saliva on mucous membrane or beneath the dermis  
constitute a risk of rabies transmission. 


 


Highly innervated tissues such as 


hands, fingers and genitalia provide a 


rich environment for rabies virus to 


invade and replicate. 
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• Immediate wound treatment is an indispensable component of bite management. 
Thorough wound cleansing alone markedly reduces the likelihood of rabies (Dean 
1973, Kaplan 1962). 


• The following bite wounds for which liberal wound irrigation and vigorous 
scrubbing are difficult, impossible or delayed allow a greater amount of deposited 
rabies virus to remain in place and begin to replicate  


- Puncture wounds 
- Lacerations resulting in extensive tissue disruption 
 
 
 


 


 


 


 


 


 


• Vaccination history: a biting animal that has a well-documented history of having 


received rabies vaccine, approved for use in that species and administered 


consistent with the labeled booster schedule, is unlikely to be infected with 


rabies virus. 


• Reasons why a history of having received rabies vaccination does not ensure 
absolute protection from infection: 


- Individuals vary in both the magnitude and duration with which the immune 
systems produce protective antibody following vaccination. 


- Rare inconsistencies in manufacture, storage, or handling can compromise 
a vaccine’s potency prior to administration. 


- Errors in administration of the vaccine (e.g., intradermal rather than 
subcutaneous administration) can dilute the functional concentration of 
antigen below that necessary to support immunologic memory. 


  


Puncture wound Laceration wound 
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Table  7 : Relative Indicators for rabies post-exposure prophylaxis (PEP) 


 


Factor Strong indicators Weak indicators 


Animal species Bat, skunk, raccoon, 
unknown wildlife 


*Dog, cat, other domestic 
animal 


Number of bites Single or multiple No bite 


Bite location More urgent: face, head, 
neck 
Less urgent: extremities 


 


Bite severity More urgent: deep 
lacerations, considerable 
tissue damage; extensive 
bleeding 
Less urgent: minimal tissue 
damage or bleeding 


Superficial; no bleeding 


Medical attention No or delayed wound care Immediate cleansing and 
irrigation 


Bite provoked? No Yes 


Animal’s health Abnormal behavior No paralysis or behavioral 
abnormalities 


Rabies vaccination No documentation of rabies 
vaccination 


higher: previous rabies 
vaccination but not current 
Lower: current on rabies 
vaccination 


Animal available for 
quarantine? 


No Yes 


Rabies recently detected in 
region? 


Higher: yes 
Lower:no 


(Rabies should be 
considered possible in all 
regions of the Philippines, 
regardless of recent 
surveillance data) 


Victim’s anxiety about 
rabies 


(objective scientific 
evidence should be the 
principal determinant for 
PEP decisions.) 


Higher: high 
 
Lower: low 


Adopted from the manual on, “Investigation, management and prevention of  animal bites in 
California,” 3rd ed. 


*BAI reported in 2015 that 98% of animal rabies are from dogs followed by cats in 1.2%.  
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1.1.2. Recognize the clinical signs of rabies in domestic animals 


• Withdrawal from and resistance to contact; seeking seclusion 


• Wide-eyed; reduced frequency or absence of blinking; dilated pupils; 


photophobia 


• Exaggerated, often aggressive, response to tactile, visual, or auditory stimuli 


• Snapping/biting at imaginary objects 


• Pica (eating or mouthing sticks, stones, soil, clothing, feces, etc) 


• Aggressively attacking inanimate objects 


• Sexual excitement with attempts to mount inanimate objects 


• Compulsive running or circling, often to the point of exhaustion 


• Obsessive licking, biting, or scratching at the site of viral inoculation 


• Dropped jaw, inability to swallow, excessive salivation  


• Change in tone, timbre, frequency, or volume of vocalizations 


• Flaccid or deviated tail/penis 


• Tenesmus (due to paralysis of the anal sphincter) 


• Muscular tremors 


• Acute onset of mono-para-,or quadri-paresis; lameness 


• Abnormal, exaggerated gait; ataxia and incoordination 


• Convulsive seizures 


• Paralysis, prostration, recumbency 


• Death 


 


If after animal examination, some of these signs or any other signs of illness are 


present, it is advised to immediately, safely and humanely euthanize the animal, 


remove the head and submit the brain to the designated public health laboratory for 


testing. 


1.1.3. Rabies risk-based response 


Rabies infection is most quickly and reliably determined through examination of brain 


tissue removed from an animal shortly after it is dead or was euthanized.  


a. Collection/capture and handling 


• Capture should be conducted only by persons knowledgeable, trained and 


skilled in methods appropriate to the species at hand. 


• All persons charged with capture of a potentially rabid animal should have 


been pre-immunized against rabies. 
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• The number of persons deployed should be the minimum necessary to collect 


the animal. 


• Domestic or wild animals collected for the purpose of rabies testing should be 


held for a minimum time needed to arrange for euthanasia. 


• During the holding period, access to the animal must be limited to the 


minimum number of authorized persons needed to provide for its care. 


 


b. Euthanasia 


Must be conducted in a humane and speedy manner, using methods like 


inhalational and injectable euthanasia for suspect rabid animals. 


Methods that require penetration of the skull and interruption of central brain 


function to effect death (e.g. gunshot) should be avoided as these may 


compromise brain tissue architecture and result in inconclusive results for rabies 


virus testing. 
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c. Testing 


The public health laboratory should be contacted ASAP to alert them to the 


incoming specimens and to ensure that specimens are collected, packaged, and 


shipped in strict accordance with their protocol.  


A. specimen collection 


B. animal heads 


 


d. PPE to be worn during the removal of the: 


 


animal’s head 


 


 


 


 


 


 


 


 


 


 


The animal’s head should be severed from the body                                                                                                        


at mid cervical vertebrae and placed in a leak-proof inner container. 


Place the inner container in an insulated outer transport container and surrounded 


with sufficient coolant (commercial cold pack or dry ice) to preserve the tissue 


specimen during transport. 


All instruments used in removing the head (pruning shears, necropsy knives, 


scissors) should be disinfected by steam or heat sterilization (autoclaves, 


instrument sterilizers, incineration). 


 


Plastic aprons 


Surgical gloves 


(disposable) 


Rubber gloves 


(heavy duty) 


Face shield 
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brain tissue 


• Must be kept cool, using cold packs or dry ice. 


• Do not place the brain tissue in formalin or glycerol saline. 


 


e. Specimen submission  


 


• Cold pack refrigerants are satisfactory when the interval between packaging 


the specimen and receipt at the laboratory does not exceed 48 hours. 


• For longer intervals, the specimen should be placed on dry ice. 


• Fresh refrigerated specimens are best. 


• Submission forms and other specimen information should be enclosed in a 


properly addressed envelope and fastened to the outside of the mailing 


container. 


• Submit specimens to the local health laboratory by the fastest possible 


route, e.g. Messenger or overnight courier service. 


 


f. Test procedure 


• The Direct Fluorescent Antibody Test (DFA) for detection of rabies virus is 


rapid and reliable test.  


• The detection of animal rabies in animal tissue and diagnosis of rabies in an 


animal should be reported to the local health officer within 24 hours. 


• Positive rabies test results are reported using the DOH Animal Rabies case 


report form. 


g. Disposal of animal carcasses 


Carcasses of rabid animals are considered biohazardous waste and subject to 


restrictions on their disposal. 


Carcasses must be placed in a red biohazard bag and carefully labeled with the 


words “BIOHAZARDOUS WASTE.”  
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Each bag is securely tied and stored in a leak-


proof container until retrieval by or transfer to the 


medical waste hauler. 


Use of the carcass as food by any human being, 


domestic animal or fowl is prohibited. 


 


Recognize earliest period (days) prior to onset of clinical signs and prior to death in which 
rabies virus is present in the saliva of some mammals 


Species Prior to onset Prior to death Reference 


Domestic dogs 
7 
7 


12 
12 


Vaughn 1965 
Fekadu 1982* 


Domestic cats 1 6 Vaughn 1963 


Ferrets 2 Undetermined** Neizgoda 1998 


Mexican freetail 
bats 


12 18 Baer 1967 


Striped skunks 5 9 Sikes 1962 


Gray, red foxes Not reported 3 Sikes 1962 


* a single dog in this study that was inoculated with an Ethiopian canine strain of rabies virus had an 
excessive long shedding period of 13 days prior to onset and 14 days prior to death. 


** all study ferrets were euthanized after onset of clinical signs. 


Because a rabid dog or cat will predictably die within a known period of time, 
suspicion of rabies can be eliminated if the dog or cat remains healthy and alive 10 
or more days after a bite incident. 


If the quarantined animal is not currently vaccinated against rabies, a rabies vaccine 
should be administered prior to release from quarantine. 


All persons who were bitten or had concerning contact with the animal should be 
informed that the animal is healthy and there is no possibility of rabies virus 
transmission. 


Ideal factors for permitting home rabies quarantine 


• Domestic dog or cat 
• Written documentation of at least primary and first booster rabies vaccinations 
• Currently healthy; no signs of illness 
• Adequate indoor facilities to confine the animal 
• Ability to effectively exclude children and others from                                                               


quarantine area 
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1.2. Recording 


Record information in a manner that is accurate, complete, consistent and legible. Write 
objective observations efficiently, with photo documentation where possible. These data 
serve as the basis for risk assessment of rabies transmission to make an informed decision 
on the disposition of the biting animal and appropriate medical management for the bitten 
person. 


1.2.1. Information 


 NOI (nature of bite: dog bite, cat bite, etc) 


 POI (place of bite) 


 DOI (date of bite) 


 TOI (time of bite) 


 SOI (site of bite) 


 EXO (extent of bite wound/s) 


 COA (condition of animal) 


 ARV (anti-rabies vaccination history for biting animal and bitten person) 


 Pro (provocations/triggering events) 


 COB (Category of bite) 


 


1.3. Reporting – Classified by the PIDSR as Category 1 or immediately notifiable disease, 


rabies should be reported within 24 hours after a case is suspected to be one. A 


standardized reporting form that contains all crucial information on the case (i.e., 


date, time and site of bite, including its diagnosed severity; patient vitals; animal 


condition, vaccination record, if any) is available and should be used when filing the 


report. 


 


For RHUs - The report must be submitted to the facility of a higher level (district, 


municipal, or provincial hospital) or the nearest ABTC/ABC. 


 


Facilities of higher level will then have to forward the report to the provincial level for 


proper documentation and coordination with appropriate staff who may do further  
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1.4. Referral 


 


Caution and careful decision must be observed at all times when referring a rabies 


patient to another facility. The receiving facility must be able to provide IMMEDIATE 


primary management of bite wounds and as much as possible, obtain a detailed 


history of the patient and the biting animal. 


 


The patient’s detailed history must be recorded at the receiving facility, while a copy 


should be provided the referral facility. 


 


For the referral facility, it is necessary that its staff has the training to handle 


suspected rabies cases and the knowledge on the other procedures, especially 


laboratory expertise/capabilities to confirm whether the case is rabies or not. 


 


2. Clinical Diagnosis of Human Rabies 


When physicians encounter a patient presenting with an animal-to-human exposure, a proper 


history should be taken in order to make a preliminary risk assessment and determine the most 


appropriate treatment and or management of the patient. 


 


2.1. History Taking 
 


Clinical history and physical exam are critical to the diagnostic process of rabies and can 
provide vital information. 


 
1. Determine the History of exposure to dogs, cats, bats, domestic animals 


 bite – Date of Incidence, Place of incidence, Nature of Incidence, Time of 
Incidence 


 non bite – Lick on broken skin or mucous membrane, scratch by paw, 
unprotected exposure to rabies virus in the lab, transplant of infected 
tissue, exposure to rabies patient (bite, lick on mucous membranes, 


 The following are not considered exposures to rabies – sharing food with 
rabies patient, licks on intact skin,  


2.  Observe the status of biting animal at time of bite and after 14 days 
3.  Determine the vaccination status of biting animal  
4.  Take note of the incubation period – Incubation period begins on the date of    


 bite to date the first symptoms appear 
5.  Watch out for the following clinical symptoms:  


 Pain/numbness/itching at bite site 
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 Encephalitic symptoms– Be sure to note and document/list them 


 Paralytic symptoms – Document/list these as well. 
 


6.  Consider other contributory information such as: 


 Other victims of the same animal within the past 24 hours 


 History of previous rabies vaccination (pre or post exposure prophylaxis, 
date) 


 
2.2. Physical Examination 


 
a. Routine 


 


 Include Excoriation at bite site 


 Look for myxedema at percussion sites, usually in the region of the chest, 
deltoid muscle and thigh, 


 Check patient for possible piloerection and fasciculation 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


b. Neurologic   
 


 Observe for fluctuating consciousness 


 Note autonomic stimulation signs 


 Watch for paralysis 


 Wait for aerophobia/hydrophobia to manifest 
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3. Laboratory Diagnosis 


 


3.1. Collection of samples 


 


3.1.1. Saliva collection – Ante-mortem 


 


Collection of the saliva will be done when the patient is in sensible condition.  A 


minimum of 3 collections, 4-6 hours apart, is required. There are 2 options: the first 


is having the patient spit into the collection tube or by aspiration of saliva by the 


research staff.  


a. Voluntary Spitting 


1. Saliva collections are recommended to be done in the morning. The 


subject is refrained from any oral activities (i.e., eating, drinking, or oral 


hygiene procedures) for at least 1 hour prior to the collection.  


2. The patient will be given drinking water and asked to rinse their mouth out 


well without drinking the water. Five minutes after this oral rinse, the 


patient will be asked to spit whole saliva into the tube. 


3. The patient will also be asked to hang his/her head down and let the saliva 


flow naturally to the front of the mouth; and instructed to hold the 


accumulated saliva for a few more seconds and spit into the tube 


provided. 


4. Patient will spit into the collection tube after saliva is collected in the 


mouth. The goal for each whole saliva donation should be about 3 to 5ml. 


5. Require that the tube is placed on ice while collecting whole saliva.  


6. Collected samples are to be placed on ice before processing. 


7. No preservatives or additional material should be added. 


b. Aspiration by the Research Staff 


1. Follow procedures 1 and 2 above. 


2. The subject will be asked to pool saliva for 30 seconds. 


3. The research staff will aspirate saliva using a pipette. 


4. Aspirated saliva will be flushed in the tube which is placed on ice. 


5. Follow Procedures 6 and 7 above. 
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3.1.2. POST MORTEM COLLECTION  


 


 Collection of the cerebrospinal fluid 


 


1. The patient’s body will be positioned in their left side then will be placed in 


a fetal position (the chin is close to the chest, the back is hunched, and 


knees are brought toward the chest).  


2. Once the appropriate location is palpated, a spinal needle is inserted 


between the lumbar vertebrae L3/L4, L4/L5 or L5/S1 and pushed in until 


there is a "give" as it enters the lumbar cistern wherein the ligamentum 


flavum is housed. The needle is again pushed until there is a second 'give' 


that indicates the needle is now past the dura mater.   


3. The specimen will be collected in a sterile bottle and will be submitted 


immediately for testing; or if cannot be tested immediately, the specimen 


may be stored and frozen in -20 °C. 


 


 Collection of post mortem nuchal skin biopsy 


1. Mark the area to be biopsied using a sterile marker. Clean the area with 


alcohol.  


2. Prepare the area with betadine swab.   


3. Orient the punch biopsy (Formol needle punch) perpendicularly to the skin’s 


surface (nape area).  


4. Apply more down pressure while turning side to side.  


5. Using handskin forcep without teeth and pair of curved iris scissor, grasp the 


specimen at the dermis and cut.  


6. To close the biopsy side, use 4-0 suture and needle holder, place 1-2 sutures 


as necessary.  Get 2 skin biopsy (one sample in 10% buffered formalin and 


the other is frozen).  


 



https://en.wikipedia.org/wiki/Vertebra

https://en.wikipedia.org/wiki/Lumbar_cistern

https://en.wikipedia.org/wiki/Ligamenta_flava

https://en.wikipedia.org/wiki/Ligamenta_flava

https://en.wikipedia.org/wiki/Dura_mater
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 Collection of mixed brain tissue via atlanto-occipital joint 


 


 


 


 


 


 


 


 


 


 


 


 


 


The method of collecting mixed brain specimen through the atlanto-occipital 


joint works for dogs. This method is also recommended if and when specimen 


from a deceased human is needed:    


          


1. Place the cadaver in ventral  


position. Palpate the atlanto-occipital joint.  


2. Make a cross sectional incision and dissect to expose the joint. 


3. Open the atlanto-occipital joint by cutting the dorsal atlanto-


occipital membrane and then the meninges.  Expose the occipital 


foramen. 


4. Take the brain sample by inserting the straw into the occipital 


foramen with a slight twisting movement towards one of the eyes. 


This will allow samples to be taken from the medulla oblongata, the 


base of the cerebellum, hippocampus (Ammon’s horn) and the 


cerebral cortex. 


5. Before withdrawing the straw, pinch it between the fingers in order 


to prevent brain tissues escaping from the straw. 


6. After withdrawing the straw, extract the content into a container by 


cutting the straw or using a stick.  


 


 


 


 


Atlanto-Occipital Joint 
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 Collection of hippocampus, brain stem, thalamus and cerebellum 


 


1. The skull vault is opened using two saw cuts- one in front and one at the 


back. These will not show through the scalp when it is sewed back 


together.  


2. The top of the skull is removed, and the brain is very carefully cut free of 


its attachments from inside the skull. Remove the brain and place in a tray. 


3. Locate the thalamus between the cerebral hemispheres on either side of 


the third ventricle.  


4. With scalpel make a cut on the cerebral cortex until reaching the 


hippocampus which is a tube-like structure.  Collect the hippocampus.  


5. At the distal part of the brain, locate the flower-like structure. At the distal 


part of the cerebrum, this is the cerebellum. Underneath the cerebellum is 


the brain stem. Collect the hippocampus, cerebellum and brain stem.  


 


3.3 Handling of Specimen/Transport 


Because they are potential biohazards, specimens should be frozen at -20o C. Keeping the 


specimen frozen even in transport is necessary to maintain its integrity for accurate 


analysis. If specimen needs to be transported through courier, check first with the courier 


company if their delivery vehicles have refrigeration or freezers that can bring the specimen 


to the lab. 
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Table  9: No. Recommended Packing and Handling of Specimens for Transport 
Specimen Packaging/Handling Transport Test Results 


Saliva Specimen vial, 
frozen 


Put in another container 
and seal in plastic bag. 
Transport with ice/dry ice. 


PCR 5-7 days 


Brain tissue Specimen vial, 
frozen  


Put in another container 
and seal in plastic bag. 
Transport with ice/dry ice. 


FAT 
 
PCR 


48-72 
hours 
 
5-7 days 


Nuchal Skin Specimen vial, 
frozen 


Put in another container 
and seal in plastic bag. 
Transport with ice/dry ice. 


PCR 5-7 days 


Serum Specimen vial, 
frozen 


Put in another container 
and seal in plastic bag. 
Transport with ice/dry ice. 


ELISA/FAVN  


CSF Specimen vial, 
frozen 


Put in another container 
and seal in plastic bag. 
Transport with ice/dry ice. 


ELISA/FAVN  


 


Table  9A: Laboratory Diagnosis for Human Rabies Suspects 


Specimen Aim Test Volume of 
Sample 


Where 


Ante/Post Mortem  


Saliva Virus RNA Detection 
 


RT-PCR 
 


1-2 ml  in 
sterile  vial 


RITM 


Serum Antibody Detection RFFIT  
ELISA 


2 ml in sterile  
vial  


RITM 


Post Mortem only 


Brain ( brain stem 
and  cerebellum)  
 
 


Antigen Detection  
Viral RNA detection 
 


dFAT 
RT-PCR 
 


1 inch 2  of the 
brain.  No 
formalin 
fixation  


RITM 


Nuchal skin biopsy Viral RNA Detection RT-PCR Fresh 
specimen (Do 
not put in 
Formalin) 


RITM 


CSF Antibody Detection 
 
 
 
Viral RNA detection 


RFFIT 
ELISA 
IFAT 
 
RT-PCR 


1-2 ml  in 
sterile vial 


RITM 
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4. CLINICAL MANAGEMENT  
 


Considering the fatal outcome and absence of cure for human rabies once signs  and 


symptoms begin, management should center on ensuring comfort for the patient, using 


sedation, avoiding intubation and life support measures.  


 


4.1. Medications 
  


 Any of the following medications may be given: 


o Diazepam 
o Midazolam 
o Haloperidol plus Diphenhydramine  


Table 10:  Medications that may be given to a Rabies Patient 


Drug Dosage Preparation Remarks  


Pediatric Adult   


Diazepam 0.3-0.5 mg/kg 


every 2-4 hours 


not to exceed 20-


40 mg/kg/24 


hours 


Initial: 


I0 mg IV at 10-15 minute 


intervals until a maximum of 30 


mg has been given 


 


Maintenance: 


10 mg 3-4x a day 


2, 5, 10 


mg/tablet  


 


5 mg/ml (2ml 


ampule) 


 


 


Midazolam 0.1 mg/kg/dose 


IM, IV or PO 


every 4-8 hours 


P.O.- ½ tablet 


IM- 10-15 mg 


IV- 2.5-5 mg 


To be given every 4-8 hours 


15 mg/ tablet 


5 mg/ml ampule  


 


Haloperidol 


decanoate 


 


 


0.1 mg/kg IM or IV 
hourly as 
necessary 
Maximum single 


dose: 5 mg 


INITIAL: 5 mg IM/SC every hour 


for 3 doses at least or until 


patient is calm 


 


MAINTENANCE: 5 mg IM/SC 


every 4 to 6 hrs and prn 


 Note: 


Hypotension and 


dystonic 


reactions occur 


Diphenhydra


mine 


 


1-2 mg/kg IV or 


IM 


Maximum dose: 


50 mg 


50-100 mg every 4-6 hours  Note:  May 


cause sedation, 


especially if 


other sedating 


agents are given 


May cause 


hypotension 
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4.2. Supportive care 
 


A patient diagnosed to have rabies should receive adequate sedation and comfort care in 
a medical facility.  


   


 Patients should be admitted in a quiet, draft-free, isolation room  


 IV fluids may be given 


 Invasive and Heroic procedures must be avoided. (Intubation, Mechanical 
Ventilation, Cutdown) 


 Provide suitable emotional and physical support. 


 Discuss and provide important information to relatives concerning 
transmission of disease and indication for post-exposure prophylaxis of 
contacts. 


 Honest gentle communication concerning prognosis should be provided to     
the relatives. 


 


4.3. Isolation room 
 
When appropriate treatment is not given and rabies patients reach the stage where 
they can no longer be cured, they become uncontrollable and need to be isolated. 
Isolation rooms are advised to minimize harm on patients and care givers. Rooms 
should be draft-free; with grilled windows and doors that can be locked from outside. 
 


 
 
 
 
 
 


 


4.4. Referral and transporting of patient to other hospitals 
 


Rabid patients that need to be referred and transported to hospitals (or facilities of 
higher level) must be properly coordinated with the referral facility. It is important 
that the ambulance and the ambulance personnel, including the driver are 
knowledgeable and trained on managing a rabid patient.  


 


Isolation room in San Lazaro Hospital where 


rabies patients are taken during the advanced 


stage of the infection 
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Family members should be counseled that rabies is 100% fatal. Inform and explain to 
them that because rabies is highly infectious, all precautions must be taken to prevent 
the spread of infection. 


a. If relatives/family insist on referral, patient should be transported by an 
ambulance. 


b. Ambulance driver and accompanying personnel have to be informed of 
risks of patient. 


c. Hospital of choice must have capability of admitting rabies cases. They 
must also be informed beforehand and willing to accept transfer of 
patient. 


d. All precautionary measures must be taken care of. 
e. As much as possible, referral of patients with frank symptoms of rabies to 


higher facility should be avoided. 
 


 
When to refer to a higher facility  


 When diagnosis is not certain – atypical presentation or paralytic rabies  


 Pregnant rabies patients for caesarian section 
 
 


Referral Forms 
 


When referring a suspected rabies patient, the attending physician from the referring 
facility must provide a proper history to enable the receiving facility to do a preliminary 
risk assessment and make the necessary management/treatment protocols 


Aside from the patient’s basic information, a duly filled up referral form should include 
the following: 


 WHERE did the exposure occur? This is important, as the rabies virus is more 
prevalent in some areas than in others. 


 WHAT type of animal was involved? In the Philippines, there are more dog-
mediated bites compared to other animals. Whenever possible, include in the 
referral form all details about the biting animal (owned or stray; 
strayvaccinated or not; if vaccinated, date of vaccination, etc.) 


 WHY did the bite occur? An unprovoked exposure is usually more typical of a 
rabid animal’s behaviour than a provoked exposure.1,4 


 WHO is the animal’s owner? It is important if the animal involved is a domestic 
dog (or cat), as health providers and surveillance unit personnel can track 
down the location of the animal for observation purposes. If the animal is 
healthy, it may be possible to avoid administering PEP to the exposed patient1 



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2654839/#b1-0550247

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2654839/#b4-0550247
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4.5. Infection control  
 


 Healthcare workers and relatives coming in contact with patients should wear proper 
personal protective equipment (PPE) including gown, gloves, mask, goggles 


 Healthcare workers directly handling rabies patients MUST RECEIVE Pre exposure 
prophylaxis and rabies vaccine boosters, if needed, based on monitoring of AB levels 


 Relatives/watchers/companions of rabid patients tasked to take care of these patients 
(Minimum requirements for “bantays” 


 
4.5.1. Rabies in pregnancy 
 


 In general, pregnant rabies patients should be managed in the same way 
as non-pregnant patients.  


 Rabid mothers in the 3rd trimester wherein the baby is already viable, an 
emergency CS is recommended.  


 Once delivered, the baby should receive PEP (vaccine and RIG) 
 
 


4.5.2. Disposal of dead bodies  
 


 Humans who died of rabies generally present a small risk of transmission 
to others.  There is evidence that blood does not contain virus but that the 
virus is present in many tissues such as the CNS, salivary glands and 
muscle.  It is also present in saliva and urine. 


 Embalming should be discouraged.  If embalming or autopsy is performed, 
it should be undertaken carefully, with appropriate precautions and 
personal protective equipment. Tissues and body fluids should be disposed 
of in the same manner as for other infectious diseases.  


 Wearing protective clothing, goggles, face mask and thick gloves should 
provide sufficient protection. 


 Instruments must be autoclaved or boiled after use. 


 The Burial Requirement under the Philippine Sanitation Code (PD 856) 
Section 91 states that “When the cause of death is a dangerous 
communicable disease, the remains shall be buried within 12 hours after 
death. They shall not be taken to any place of public assembly. Only the 
adult members of the family of the deceased may be permitted to attend 
the funeral.” It is highly recommended that early disposal of the body by 
cremation or burial should be done depending on their religious practice. 
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4.5.3. Transmission via Organ Transplantation 
 


 Clinical screening of prospective donors is recommended to include a 
detailed history, thorough clinical evaluation and analysis of the whole 
scenario.   


 Physicians responsible for screening donors must maintain a high index of 
suspicion for rabies. 


 Routine laboratory screening of donors for rabies is not recommended due 
to a requirement for testing of brain tissue, time constraints and serious 
consequences of a false positive result. 


 


5. MEDICAL MANAGEMENT OF ANIMAL BITES 


Key steps in medical management of bite wounds: 


• Wash with soap and water 


• Liberal irrigation 


• Debridement of devitalized tissue 


• If signs of infection are present: 


- Swab for culture 


- Antibiotic therapy 


 


Empirical therapy should be directed against those micro-organisms most likely to be present for 


dogs and cats pathogen such as: 


 


 


 


 


 


 


 


 


Streptococcus Staphylococcus Aenerobes Pasteurella 
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Antimicrobial prophylaxis could be considered for higher ris11k injuries such as (Goldstein 2005): 


• Moderate to severe wounds less than 8 hours old if edema or crushing of tissue is present 


• Puncture wounds with possible bone or joint penetration 


• Hand wounds 


• Wounds adjacent to a prosthetic joint or in the genitalia area 


• Wounds in the immunocompromised patients 


Bite wounds that present more than 72 hours after the incident with no signs of infection do not 


merit prophylactic antimicrobial treatment. 


Standard recommendation for prophylactic treatment of animal bites is a broad spectrum 


antimicrobial that covers both aerobic and anaerobic organisms. 


 


         Table 11:   Categories of Rabies Exposure with Corresponding Management 


Category of exposure Management 


CATEGORY I 


 


a) Feeding/touching an animal 


b) Licking of intact skin (with reliable history 
and thorough physical examination) 


c) Exposure to patient with signs and 
symptoms of rabies by sharing of eating or 
drinking utensils  


d) Casual contact (talking to, visiting and 
feeding suspected rabies cases) and 
routine delivery of health care to patient 
with signs and symptoms of rabies 


 


 


 


1. Wash exposed skin immediately with soap 
and water. 


2. No vaccine or RIG needed 


3. Pre-exposure prophylaxis may be 
considered for high risk persons.  


CATEGORY II 


a) Nibbling of uncovered skin with or without 
bruising/hematoma 


1) Wash wound immediately with soap and 


water for at least 10 minutes. 


2) Start vaccine immediately: 


3. Complete vaccination regimen until day 7  
(see details 5.3) 
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b) Minor/superficial scratches/abrasions 
without bleeding, including those induced 
to bleed 


c) All Category II exposures on the head and 
neck area are considered Category III and 
shall be managed as such. 


 


4.  No RIG needed 


CATEGORY III 


a) Transdermal bites (puncture wounds, 
lacerations, avulsions) or scratches/ 
abrasions with spontaneous bleeding 


b) Licks on broken skin or mucous 
membrane 


c) Exposure to a rabies patient through 
bites, contamination of mucous 
membranes (eyes, oral/nasal mucosa, 
genital/anal mucous membrane) or open 
skin lesions with body fluids through 
splattering and mouth-to-mouth 
resuscitation. 


d) Unprotected handling of infected carcass  


e) Ingestion of raw infected meat 


f) Exposure to bats  


g) All Category II exposures on head and 
neck area 


 


1. Wash wound with soap and water. 


2. Start the vaccine regimen.   


 3.   Complete vaccination regimen until Day       


       7 regardless of the status of the biting 


       Animal 


4.   Administer RIG immediately after  


      vaccination against rabies.  
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Table  12:    Management of patients with category II and III exposure where the biting animal 


cannot be observed or dies within the 14 days observation period. 


 


 


5.1. Post Exposure Prophylaxis Under Special Conditions 


 


a. Pregnancy and infancy shall NOT be contraindications to treatment with purified cell 


culture vaccines (PVRV, PCECV) and RIG. 


b. Babies who are born of rabid mothers shall be given rabies vaccination as well as RIG 


as early as possible at birth. 


c. Patients with hematologic conditions where IM injection is contraindicated shall 


receive rabies vaccine by ID route. 


d. Patients with chronic liver disease and those taking chloroquine, and systemic steroids 


shall be given standard IM regimen as the response to ID regimen is not optimum for 


these conditions. Vaccination shall not be delayed in these circumstances as it 


increases the risk of rabies. 


e. Immunocompromised individuals (such as those with HIV infection, cancer/transplant 


patients, patients on immunosuppressive therapy etc.) shall be given vaccine using 


standard IM regimen and RIG for both Category II and III exposures. 


f. Exposed persons who present for evaluation or treatment weeks or months after the 


bite shall be treated as if exposure has occurred recently. However, if the biting 


animal has remained healthy and alive with no signs of rabies until 14 days after the 


bite, no treatment is needed. 


g. Changes in the human rabies vaccine product and/or the route during the same PEP 
course are acceptable, if unavoidable to ensure PEP course completion. Restarting PEP 
is not necessary. 


h. Bites by rodents, guinea pigs and rabbits shall not require rabies post-exposure 
prophylaxis.  


FAT Result Signs and symptoms of 


Rabies in biting animal 


Give 2 ID doses or 1 IM dose 


on Day zero (D0), Day three 


(D3) and Day seven (D7) 


Give 1 IM dose on Day 


Fourteen (D14) and 2 ID 


doses or 1 IM dose on 


Day Twenty Eight  (D28)*  


+ + Yes Yes 


+ - Yes Yes 


- + Yes Yes 


- - Yes No 


Not done + Yes Yes 


Not done - Yes Yes 
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i. Bites by domestic animals (dog, cat) and livestock (cows, pigs, horses, goats etc) as 
well as wild animals (bats, monkeys, etc) shall require PEP. 


 


5.2. Post Exposure Prophylaxis of Previously Immunized Animal Bite Patients 


 


a. Local wound treatment shall always be carried out. 


b. Persons with repeat exposure after having previously received complete primary 


immunization with Tissue Culture Vaccine (TCV) and persons who were exposed to 


rabies after completing the Pre-Exposure Prophylaxis against rabies with TCV shall be 


vaccinated as follows: (see Table of PEP Schedule) 


 


 PEP schedule for previously immunized animal bite patients 


PEP/PrEP History RIG Management 


Patient received complete PrEP (Day 0 and 7) OR 


Patient received at least days 0 and 3 doses of PEP 


ID/IM 


No Determine if high or low 


risk bite (see Table 


below) 


Patient received complete PrEP (Day 0 and 7) OR 


Patient received at least days 0 and 3 doses of PEP 


ID/IM AND 


Patient is immunocompromised OR bitten by a bat 


Yes, if indicated Give full course PEP 


Patient did not complete PrEP OR Patient received 


only 1 dose of PEP 


Yes, if indicated Give full course PEP 
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        Criteria for high and low risk exposures 


Risk of exposure Criteria Recommendation 


High Risk ANY ONE OF THE FOLLOWING: 


1. Biting animal cannot be observed, dies 
or is sick 


2. Site of bite is in highly innervated parts 
of the body – neck, head, genital area, 
hands and toes 


3. Multiple deep bites 
4. Patient is coming from GIDA* areas, i.e. 


infrequent transportation to and from 
ABTC/ABC 


5. * GIDA – Geographically Isolated and 
Disadvantaged areas 


 


Immediately provide the booster 


injections to the patient 


Booster doses:  


0.1 ml ID at 4 sites on day 0 


OR 


0.1 ml ID/IM at 1 site on days 0 


and 3 


Low Risk Last dose of vaccine was within the previous 3 


months AND  Biting animal is healthy, owned, 


kept on a leash or can be confined and is 


available for observation 


 AND ANY ONE OF THE FF: 


1. Biting animal is the same animal that bit 
the patient previously OR 


2. Biting animal is previously immunized OR 
3. Bite is on the extremities/trunk 


Observe biting animal for 14 


days. 


If animal remains healthy, 


withhold booster dose 


 


 
c.  Patients who have previously received complete primary immunization with rabies vaccine 


have the advantage that booster doses will rapidly induce a large increase in antibody 
production (a “secondary response”). Therefore, there is no need to give RIG. 


d.   Patients who have not completed the primary immunization as described above shall 


receive full course including RIG if needed. 
 


5.3. PEP for Potential Rabies Exposure  


          a. For Category 1 exposure, PEP is not needed. 


b.  For Category II exposures, the following are recommended  


         - Immediate washing of the bite wound for ten minutes and application of an  


            antiseptic  solution. 


        - No human rabies vaccine shall be provided, provided that ALL of the following  


           conditions  are satisfied: 


-  Dog/cat is healthy and available for observation for 14 days  
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- Dog/cat was vaccinated against rabies for the past 2 years: 
-  Dog/cat shall be at least 1 year 6 months old and has updated vaccination  
   certificate from a duly licensed veterinarian for the last 2 years 
-  The last vaccination shall be within the past twelve (12) months, the 


immunization status of the dog/cat shall not be considered updated if the 
animal is not vaccinated on the due date of the next vaccination 


-  If the biting animal starts to show signs of rabies, immediately give  
    vaccine and RIG. 


- If the biting animal remains to be healthy within 14 days, there is no need to 
administer CCEEV against rabies.  


 


             c. For Category III exposures, the following are recommended: 


-   Immediate washing of the bite wound for ten minutes and application of   


     an antiseptic solution. 


-  CCEEV and RIG are immediately administered regardless of the status   


    of the biting animal. 


                - PEP shall not be required for bite/s of the following biting animals: rats, mouse, rabbits,     


                             snakes and   other reptiles, birds and other avian, insects and fish. 


 


6. Immunization 


 


6.1. Active Immunization 


 


6.1.1. Administration 


Vaccine is administered to induce antibody and T-cell production in order to 


neutralize the rabies virus in the body.  It induces an active immune response in 


7-10 days after vaccination, which may persist for years provided that primary 


immunization is completed. The program requires that all ABTCs should use WHO 


prequalified vaccines. 


6.1.2. Types of Rabies Vaccines 


The National Rabies Prevention and Control Program (NRPCP) shall provide the 


following anti-rabies tissue culture vaccines (TVC): 


- Purified Vero Cell Rabies Vaccine (PVRV) – 0.5 ml/vial and 1.0 ml/vial 


- Purified Chick Embryo Cell Vaccine (PCECV) – 1.0 ml/vial 
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Table  13:  List of TCV Provided by the NRPCP to Animal Bite Treatment Centers 


with Corresponding Preparations and Dose 


Generic Name Preparation Dose 


Purified Vero Cell Rabies 


Vaccine (PVRV) 


0.5 ml/vial ID – 0.1 ml 


IM – 0.5 ml 


1.0 ml/vial ID – 0.1 ml 


IM – 1.0 ml 


Purified Chick Embryo Cell 


Vaccine (PCECV) 


1.0 ml/vial ID – 0.1 ml 


IM – 1.0 ml 


 


To ensure compliance to these recommendations and guarantee that animal bite 


patients seeking treatment in government Animal Bite Treatment Centers receive 


only Tissue Culture Vaccines (TCVs) that have been proven to be safe and effective, 


the program shall utilize for its intradermal regimen only TCVs that satisfy the 


following criteria : 


 


a. The vaccine is registered with and approved by the Philippine Food and Drug 


Administration; 


b.  The vaccine is WHO prequalified http://www.who.int/immunization 


standards/vaccine_quality/PQ_vaccine_list_en/en/index.html); Non-


WHO prequalified vaccine which is registered with and approved by 


the Philippine Food and Drug Administration may be used; 


 


c. The vaccine has been proven to be safe and efficacious for PEP when 


administered by the ID route using the schedule recommended by the 


World Health Organization. Having limited knowledge on and experience 


with the ID use of all available anti-rabies vaccines in the country, the 


program shall utilize the WHO list of approved TCV for ID use OR in the case 


of vaccines not included in the WHO list for ID use, the vaccine must comply 


with WHO requirements for new rabies vaccines and must have gone 


through local clinical trials on safety and immunogenicity which are 


published in peer-reviewed journals or  must be registered with and 


approved by the Philippine Food and Drug Administration; 


 


d. The potency of vaccines for ID use shall be at least 0.5 IU/ID dose as 


evidenced by their lot release certificate. The potency of the vaccine batch 


shall be provided by the manufacturer; and 



http://www.who.int/immunization%20standards/vaccine_quality/PQ_vaccine_list_en/en/index.html

http://www.who.int/immunization%20standards/vaccine_quality/PQ_vaccine_list_en/en/index.html
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e. The product insert shall contain the vaccine’s approved ID dose and 


consistent with its Certificate of Registration 


 


6.2. Passive Immunization 


 


Rabies immune globulins or RIG (also called passive immunization products) shall be 


given in combination with rabies vaccine to provide the immediate availability of 


neutralizing antibodies at the site of the exposure before it is physiologically possible 


for the patient to begin producing his or her own antibodies after vaccination. This is 


especially important for patients with Category III exposures. RIGs have a half-life of 


approximately 21 days. 


 Human Rabies Immune Globulin (HRIG) derived from plasma of human donors 


administered at 20 IU per kilogram body weight. Available preparation is 2 


ml/vial; 150 IU/ml. 


 Highly purified antibody antigen binding fragments [F(ab’)2] produced from 


equine rabies immune globulin (ERIG) administered at 40 IU per kilogram body 


weight. Available preparation is 5 ml/vial; 200 IU/ml. 


 


Equine Rabies Immune Globulin (ERIG) derived from purified, horse serum 


administered at 40 IU per kilogram body weight. Available preparation is 5 ml/vial; 


200 IU/ml 


 


 


 


 


 


 


 


 


 


Table  14:   List of Rabies Immune Globulins 


Generic Name Preparation Dose 


Human Rabies Immune 


Globulin (HRIG) 


150 IU/ml at 


2 ml/vial 
20 IU/kg 


Purified Equine Rabies Immune 


Globulin (pERIG) 


200 IU/ml at 


5 ml/vial 
40 IU/kg 
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To ensure that only safe and efficacious RIG are provided by the National Rabies 


Prevention and Control Program to all ABTCs, the program shall be guided the by 


following criteria in procuring the RIG : 


 RIG must be registered and approved by FDA; 


 RIG must be proven to be safe and effective when used together with anti rabies 


vaccine as evidenced by publication on peer reviewed journals. These include 


studies on: 


o Safety; 


o Non-interference when used with anti-rabies vaccine; 


o Animal survivorship, if any; and 


o Post-marketing surveillance 


 Results of RFFIT showing antibody content as claimed by the manufacturer. 


 


6.2.1. Computation and Dosage of Rabies Immunoglobulin 


 


 


 


 


 


 


 


 


6.2.2. Administration 


 


a. The total computed RIG shall be infiltrated around and into the wound as much as 
anatomically feasible, even if the lesion has healed. In case some amount of the total 
computed dose of RIG is left after all wounds have been infiltrated, the remaining 
volume of RIG that is not infiltrated into the wound does not need to be injected IM. 
It may be reserved for the next patient who needs RIG, ensuring aseptic retention of 
the RIG i.e. fractionated in smaller individual syringes. 


                  b.  A gauge 23 or 24 needle, 1 inch length shall be used for infiltration. Multiple needle 
injections into the same wound shall be avoided. 


                 c. Equine immunoglobulin s (eRIG) are clinically equivalent to human rabies 
immunoglobulins (hRIG) and are considered safe and efficacious life- and cost-saving 
biologics. As ERIG products are highly purified, skin testing is no longer 
recommended. 


                 d.   If a finger or toe needs to be infiltrated, care shall be taken to ensure that blood    


HRIG at 20 IU/kg. 


body weight (150 


IU/ml) 


50 kg. patient x 20 IU/kg. 


= 1000 IU 


ERIG/ F(ab’)2 at 40 IU/kg. 


body weight (200 IU/ml) 


50 kg. patient x 40 IU/kg. = 


2000 IU 


2000 IU ÷ 200 IU/ml = 10 ml. 
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     circulation is not impaired. Injection of an excessive amount may lead to cyanosis, 
swelling and pain. 


                         e.   RIG shall not exceed the computed dose as it may reduce the efficacy of the vaccine.  
If the computed dose is insufficient to infiltrate all bite wounds, it may be diluted 
with sterile saline 2 or 3-fold for thorough infiltration of all wounds. 


     f.   RIG shall always be given in combination with rabies vaccine.  RIG shall be administered 
at the same time as the first dose of  rabies vaccine (Day 0). In case RIG is unavailable 
on DAY 0, it may still be given until 7 days after the first dose of the vaccine.   Beyond 
Day 7, regardless of whether day 3 and day 7 doses were received, RIG is not indicated 
because an active antibody response to the rabies CCV/EEV/TCV has already started 
and interference between active and passive immunization may occur. 


     g. In the event that RIG and vaccine cannot be given on the same day, the vaccine shall 
         be given before RIG because the latter inhibits the level of neutralizing antibodies 
         induced by immunization. 
     h. RIG shall be given only once during the same course of PEP. 
      i.  All bite centers shall be equipped to handle allergic reactions, should they occur. 
      j.  Patient shall be observed for at least one hour after injection of ERIG for immediate   
          allergic reactions.  


j. Severe adverse events or perceived lower efficacy of RIG (e.g. batches of insufficient 
k.  potency or lower purification degree) should be monitored, recorded and reported, 


so that biological producers receive immediate feedback and can respond accordingly. 
A classification of adverse events is available in Table 6. Post-marketing surveillance is 
recommended. 


 


6.3. Management of Adverse Reaction 


Adverse reactions shall be managed as follows: 


  Anaphylaxis 


 Give 0.1% adrenaline or epinephrine (1:1,000 or 1mg/ml) underneath the skin or 
into the muscle. 


Adults - 0.5 ml 


Children - 0.01ml/kg, maximum of 0.5 ml  


 Repeat epinephrine dose every 10-20 minutes for 3 doses 


 Give steroids after epinephrine 
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       Hypersensitivity reactions 


 Give antihistamines, either as single drug or in combination 


 If status quo for 48 hrs despite combination of antihistamines, may give short 
course (5-7 days) of combined oral antihistamines plus steroids  


 If patient worsens and condition requires hospitalization or becomes life 
threatening, may give IV steroids in addition to antihistamines 


 


Table 15:  Adverse Reactions and its Management 


Reactions Symptoms Management 


 


Minor/local 


Redness, 


swelling or 


induration of 


injection site 


Warm Compress 


Headache, 


fever, myalgia 


 


Analgesic, anti-pyretic 


Nausea, 


vomiting 


 


Anti emetic, oral rehydration 


 


 


 


 


Major/systemic 


 


Hypersensitivity 


Reactions 


Give antihistamines, either as a single drug (e.g. 


diphenhydramine) or in combination (e.g. 


diphenhydramine plus cetirizine). 


 


If the patient’s condition does not improve for 48 


hours despite combination of antihistamines, a 


short course (5-7 days) of oral antihistamines 


plus steroids may be given 


 


If patient worsens, requires hospitalization or 


condition becomes life threatening, may give IV 


steroids in addition to antihistamines 


Anaphylactic or 


neuroparalytic 


Give 0.1 % adrenaline or epinephrine (1:1000 or 


1 mg/ml) underneath the skin subcutaneously) or 


into the muscle   (intramuscularly) at a dose of 


0.5 ml for adults or 0.01 ml/kg or children, 


maximum dose of 0.5 ml.  


 


Repeat epinephrine dose every 10-20 minutes 


for 3 doses. 
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Give steroids after epinephrine.  


 


Hydrocortisone may be administered by 


intravenous injection, by intravenous infusion,    


or intramuscular injection, the preferred method 


for initial emergency use being intravenous 


injection. 


 


Refer to the next level of care   


 


Hydrocortisone sodium succinate Sterile Powder 


is given at 100 to 500 mg intravenously over a 


period of 30 seconds (e.g., if dose is 100 mg) to 


10 minutes (e.g., for dose 500 mg or more), 


depending on the specific disease entity being 


treated.  


 


In certain 


overwhelming, 


acute, life-


threatening 


situations, 


administration in 


dosages exceeding the usual dosages may be 


justified and may be in multiples of the oral 


dosages.  


 


This dose may be repeated at intervals of 2, 4 or 


6 hours as indicated by the patient's response 


and clinical condition. In general, high dose 


corticosteroid therapy should be continued only 


until the patient's condition has stabilized-usually 


not beyond 48 to 72 hours.  
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7. Wound Treatment 


 


7.1. Local wound treatment 


 


Wounds shall be immediately 


and vigorously washed and 


flushed with soap or detergent, 


and water preferably for 10 


minutes. If soap is not available, 


the wound shall be thoroughly 


and extensively washed with 


water. 


 


Apply alcohol, povidone iodine or any antiseptic. 


 


Suturing of wounds shall be avoided at all times since it 


may inoculate virus deeper into the wounds. Wounds 


may be capitated using sterile adhesive strips. If suturing is unavoidable, it shall be 


delayed for at least 2 hours after administration of RIG to allow diffusion of the 


antibody to occur through the tissues. 


 


Any ointment, cream or wound dressing shall not be applied to the bite site because 


it will favor the growth of bacteria and will occlude drainage of the wound, if any. 
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Anti-tetanus immunization shall be given, if indicated. History of tetanus immunization 


(TT/DPT/Td) shall be reviewed. Animal bites are considered tetanus prone wounds. 


Completion of the primary series of tetanus immunization is recommended. 


 


Table  16: Guide to Tetanus Prophylaxis in Routine Wound Management 


Indication for TT 


 Vaccination History  


Unknown or <3 Doses 3 or More Doses 


Immunization 


Td* TIG/ATS Td* 


 


TIG/ATS   


All Animal Bites YES YES NO**  NO 


 


*Tdap may be substituted for Td if the person has not received Tdap and is 10 years or 


older;DPT may be given for patients < 7 years old; TT may be given if Td not available 


**Yes, if more than 5 years since last dose 


 


7.2. Routine Wound Management 


 


The most common organism isolated from dog and cat bites is Pasteurellamultocida. 


Other organisms include S. aureus, Bacteroidessp, Fusobacterium and 


Capnocytophaga. Antimicrobials shall be recommended for the following conditions: 


 All frankly infected wounds  


 All category III cat bites 


 All other category III bites that are either deep, penetrating, multiple or 


extensive or located on the hand/face/genital area 


 


Recommended antimicrobials for frankly infected wounds include:  


 Amoxicillin/clavulanic 


o Adults - 500 mg p.o. TID 


o Children - 30-45 mg/kg/day in 3 divided doses 


  Cloxacillin 


o Adults - 500 mg p.o. QID 


o Children - 10-150-100 mg/kg/day in 4 divided doses  


 Cefuroximeaxetil 


o Adults - 500 mg p.o. BID 


o Children - 10-15 mg/kg/day in 2 divided doses 
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 For penicillin allergic patients 


o Adults - Doxycycline 


o Children – Erythromycin 


 


For those instances where there are no obvious signs of infection, amoxicillin as 


prophylaxis may suffice 


o Adults - 500 mg p.o. TID 


o Children - 30-45 mg/kg/day in 3 divided doses 


 


The public shall be educated in simple local wound treatment and warned not to use 


procedures that may further contaminate the wounds (e.g. tandok, bato, rubbing garlic 


on the wounds and other non-traditional practices). 


 


 


 


7.3. Vaccination 


 


7.3.1. General Principles 


 


Storage 


o Vaccines shall be stored at +2 to + 8 °C in a refrigerator, not freezer. 


o Once reconstituted, vaccines shall be kept in the refrigerator and used 


within 8 hours. 


 


Administration Area 


o Injections shall be given on the deltoid area of each arm in adults or at 


the anterolateral aspect of the thigh in infants. 


o Vaccine shall never be injected in the gluteal area as absorption is 


unpredictable 
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7.3.2. Treatment Regimen Schedule 


 


 a.  Updated 2-Site Intradermal Schedule (2-2-2-2-0)  


      -  One dose for ID administration is equivalent to 0.1 ml for PVRV  and PCECV 


      -  One dose shall be given on each deltoid on Days 0, 3, and 7   


       -   One intradermal dose should have at least 0.5 IU vaccine potency  


          Site Intradermal Schedule   


      


         * For WHO pre-qualified vaccines, the day 28 dose may be omitted following the IPC 


Institute Pasteur du Cambodge (IPC) Intradermal regimen (2-2-2-0-0) 


 


  IPC Institute Pasteur du Cambodge (IPC) Intradermal regimen (2-2-2-0-0) 


Day of 
immunization 


PVRV/ 
PCEV 


Site of injection 


Day 0 0.1 ml Left and right deltoids or anterolateral thighs in infants 


Day 3 0.1 ml Left and right deltoids or anterolateral thighs in infants 


Day 7 0.1 ml Left and right deltoids or anterolateral thighs in infants 


                     


- The ID injection shall produce a minimum of 3 mm wheal. In the event that a dose of 
vaccine is inadvertently given subcutaneously or IM, the dose shall be repeated  


 - A one (1) ml syringe with gauge 27 needle, preferably auto- disposable syringe, shall 
be used for ID injection                       


- Should a vaccine dose be delayed for any reason, the PEP regimen should be 
continued (not restarted).  


 
 
 
 


Day of 
immunization 


PVRV/ 
PCEV 


Site of injection 


Day 0 0.1 ml Left and right deltoids or anterolateral thighs in infants 


Day 3 0.1 ml Left and right deltoids or anterolateral thighs in infants 


Day 7 0.1 ml Left and right deltoids or anterolateral thighs in infants 


Day 28* 0.1 ml Left and right deltoid or anterolateral thighs in infants 
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                  b. Alternative Intramuscular Regimens approved by WHO 
 
                      Zagreb Regimen Schedule (2-0-1-0-1) Intramuscular Schedule  


 


Day of 
immunization 


PVRV 


 
PCEC


V 
 


Site of injection 


Day 0 0.5 ml 1.0 ml Left and right deltoids or 
anterolateral thigh in infants 


Day 7 0.5 ml 1.0 ml One deltoid or anterolateral thigh 
in infants 


Day 21 0.5 ml 1.0 ml One deltoid or anterolateral thigh 
in infants 


 
             Shortened Intramuscular Schedule (CDC) (1-1-1-1-0) 


Day of 
immunization 


PVRV 
 
PCECV 
 


Site of injection 


Day 0 0.5 ml 1.0 ml One deltoid or anterolateral thigh 
in infants 


Day 3 0.5 ml 1.0 ml One deltoid or anterolateral thigh 
in infants 


Day 7 0.5 ml 1.0 ml One deltoid or anterolateral thigh 
in infants 


Day 14 0.5 ml 1.0 ml One deltoid or anterolateral thigh 
in infants 
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PART 2:  ANIMAL RABIES 
 


1. Prevention and Control of Animal Rabies 


 


In order to minimize public health risks due to rabies, and eventually eradicate rabies in dogs, the 
following are recommended by the OIE to be implemented according to the standards on disease 
control, rabies and animal welfare set by the OIE Terrestrial Animal Health Code: 


 
a. Rabies should be notifiable in the whole country and any change in the epidemiological 


situation or relevant events should be reported accordingly. 
b. An effective system of disease surveillance should be in operation, with a minimum 


requirement being an ongoing early detection programme to ensure investigation and 
reporting of suspected cases of rabies in animals. 


c. Specific regulatory measures for the prevention and control of rabies should be 
implemented, including vaccination, identification and effective procedures for the 
importation of dogs, cats and other mammals. 


d. A programme for the management of stray dog population should be implemented and 
maintained. (OIE) 


 


1.1. Mass Registration and Vaccination of Dogs 


 


1.1.1. Estimating Dog Population 
 


 One is to ten (1 dog per 10 humans; 1:10)  
 


Where data on dog population is not existent, the dog population is estimated at a 
ratio of one (1) dog per ten (10) humans in the country for planning purposes. The 
estimated human population made by the National Epidemiology Center (NEC) of 
DOH based on the formula given by the National Statistics Office (NSO) per DOH 
Department Memorandum No. 2014-0008, or the population estimated by the 
Philippine Statistics Authority are used as reference. What is recommended is 
actual dog count. 


 


 House-to-house survey or actual dog count/census 
 


This method gives a true number of dog populations in the community. It is done 
before the vaccination campaign commences. In this method, the designated 
person lists down all the dogs per household. While this method gives an accurate 
count, it should be done yearly and it is costly. 
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 Researches/Projects  
 


This method is usually spearheaded by rabies researches/projects and can be 
done through KAP surveys, etc. 


 


 Listing and dog registration 
 


This method may not depict a true picture of the dog population. It is usually done 
during vaccination campaign. While not all household can bring their dogs for 
registration and vaccination, it can somehow give an estimate of how much of the 
population is brought for vaccination every year. The LGU is responsible for 
mandatory registration of vaccinated dogs in their own area pursuant to RA 9482 
Section 7 and Rule 4.2.1 of the IRR. 


 
1.1.2. Target population 


 
During the mass vaccination activity, all apparently healthy dogs aged 3 months and 
above with no recent bite incident must be vaccinated. All free-roaming dogs and 
new inclusions must be prioritized. Pregnant dogs, lactating dams and 1 to 3 months 
old puppies from unvaccinated dams may also be vaccinated depending on the 
prerogative of the veterinarian. But vaccination must be repeated when it reaches 3 
months old in the case of puppies.  


 
All vaccination must be done annually. Cats and monkeys are also included in the 
vaccination when presented. 


 
1.1.3. Priority areas 


 
As envisioned by the DA management, it is ideal to conduct an intensive vaccination 
campaign in a period of three (3) months for the vaccination activity to have an 
impact; especially in areas considered high risk for rabies. Prioritization of areas was 
strategized for the implementation of the vaccination program. 


 
A. First Priority 
 
High risk depressed areas pursuant to Section 6 No. A (3) of Republic Act No. 
9482 or the “Anti-Rabies Act of 2007”, first priority shall be given to provinces 
with the highest number of both human and animal rabies cases for the past 
two (2) years. Priorities for the distribution of vaccines shall be based on the 
incidence of rabies determined through confirmed laboratory reports from the 
Animal Disease Diagnosis and Reference Laboratory (ADDRL) or formerly 
known as Philippine Animal Health Center (PAHC), Regional Animal Disease 







 
 


 
97 


 
National Rabies Prevention and Control Program 
Manual of Procedures 


Diagnostic Laboratories (RADDLs), and the Department of Health- Research 
Institute for Tropical Medicine (DOH-RITM). See Risk-based approach 
Special attention shall also be made to 5th class provinces/municipalities and 
areas with high animal-human population density and intermingling of these 
populations. 
 


      B.   Second Priority 
 
These are areas being applied by the Local Government Units (LGUs) to be 
rabies-free zones. 


 
C.  Third Priority 
 
These are provinces/localities already declared as rabies-free zones. 
 


 
1.1.4. Strategic Plan for Mass Dog Rabies Vaccination 


 
A. Preparation 


 A plan or a strategy must be developed before the activity is carried out.  


 A meeting with stakeholders (LGU, NGO, Rabies Committee, DA-RFO) 
must be set to discuss the: 
o Strategies on how to cover most of the population 
o Logistics which include the source of vaccines, where to get the 


paraphernalia, human resources and their identification, how to 
inform the community about the activity, where to get the dog 
population list and the activities on the vaccination day proper. 


 
B. Information drive for the vaccination schedule 


 
A successful vaccination activity is dependent on the information 
disseminated in the community. More participation will arise if the 
community is well informed of the activities. 
 


 
C.  Orientation of the vaccination teams 


 
A team must be supervised by a licensed veterinarian. It is composed of 
representatives from the barangay or village, vaccinators from the 
Veterinary office and/or volunteers from private or non-government and 
people’s organizations. Teams of 4-6 persons are a good number and must 
be properly identified. 
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1.1.5.  Training of vaccinators, vaccine handlers and dog catchers 
 
“Rabies Vaccination of Dogs refers to the inoculation of a Dog with Rabies vaccine 
by a licensed government or private veterinarian or trained individual under the 
direct supervision of a licensed veterinarian. The service of the said trained 
individual shall be limited only to Rabies Vaccination Injection in Dogs and only 
during government mass vaccination campaigns (Republic Act No. 9482)”. 


 
Trained vaccinators 
must be equipped 
with proper 
knowledge on Rabies 
as a disease and must 
undergo series of 
trainings on proper 
vaccination 
techniques and 
humane dog 
catching. Designated 
vaccine handlers must be well trained on the proper handling and storage of 
vaccines, disposal of used materials and vaccine utilization reporting. 
 
It is also recommended for vaccinators, vaccine handlers and dog catchers to 
complete the vaccination against rabies through pre-exposure prophylaxis as 
they are considered as high risk personnel. This should be on coordination with 
the Department of Health (DOH), as stated in RA No. 9482 under Responsibilities 
of Government Agencies, Section 6.B.3 “Provide Pre-Exposure Treatment to high-
risk personnel, such as, but not limited to, laboratory staff, veterinarians, animal 
handlers, vaccinators and other persons working with Rabies virus for free.” 


 
For consistency, sustainability and support to the limited pre-exposure 
prophylaxis provided to vaccinators, it is recommended that the hired or 
volunteer vaccinators trained and vaccinated with PrEP be the same vaccinators 
for at least 3 years. 
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Conduct of vaccination  
 


A. Approaches in Mass dog vaccination  
 


ii. Comprehensive approach 
 


This is done in areas where rabies is endemic, there is high human-
animal population density and where LGUs are active in the 
implementation of the rabies program. The goal of this approach is to 
vaccinate all dogs in the community and establish herd immunity. 


 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
iii. Risk-based Approach to Mass Dog Vaccination (as developed with the 


STANDZ Rabies Project) 
 


This strategic approach takes into consideration the existing rabies risk 
when planning for Mass Dog Vaccination to prioritize areas where 
most urgent interventions will be needed to effectively interrupt rabies 
virus circulation. This approach aims to reduce the overall infection 
pressure within the shortest period possible, and maximized available 
resources which are often limited. This will allow implementation 
bodies to optimize limited human resources and funds, and 
strategically address the disease at source, while taking into 
consideration that proactive vaccination remains to be a critical action 
needed to eliminate the disease in the population. 


 







 
 


 
100 


 
National Rabies Prevention and Control Program 
Manual of Procedures 


The following are the step-by-step procedure in risk-based approach 
to mass dog vaccination: 
 


 
i. Classify sub-national components (e.g. Provinces) 


 
Some countries in South-East Asia, like Philippines and Thailand, 
have policies in place to declare rabies-free zones within the 
country. There are no mechanisms however, to classify areas 
where rabies is known to be present. While it is recognized that all 
areas, regardless of status, will need appropriate actions in place 
to achieve rabies elimination, classification of areas by risk will help 
place resources where this will have the most impact in the 
process of elimination. This classification will also help draw 
political support from local government units which can possibly 
expedite implementation of interventions where these will be 
most needed. 


 
 


 


 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Figure 4. Schematic for categorizing level of rabies risk in sub-national components 
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Figure 4 shows the schematic diagram for categorizing level of 
rabies risk in sub-national components. Each question 
corresponds to the next question or answer on what level of risk 
that province/area will be classified into.  


 
The objective of high-risk areas will be to reduce rabies circulation 
in their area of jurisdiction and work towards becoming medium- 
or low-risk areas within 2-3 years. The objective of medium-risk 
areas is to identify and address the remaining problem areas in 
their area of jurisdiction, and work towards becoming a low-risk 
area or become a candidate for rabies freedom within 2-3 years. 
The objective of low-risk 
areas is to sustain low to zero rabies incidence in their area of 
jurisdiction, and work towards declaring freedom within 2-3 years. 
To achieve these objectives, respective areas will need to plan and 
implement interventions following the STOP strategy 
(sociocultural, technical, organizational, and political) in 
accordance to their standing needs. For example, while high-risk 
areas will need to focus on rabies risk reduction, medium-risk 
areas might decide to focus on improving surveillance and low risk 
areas will work on enhancing dog movement control to prevent 
intrusion. 


 
Regardless of the status, areas with limited resources should plan 
and implement a risk based approach to MDV where mass 
vaccination is deemed necessary. The level of surveillance should 
be continually improved, and in the light of changes and progress 
following interventions, status should also be continually reviewed 
on an annual basis (eg., every Rabies Awareness Month or during 
the annual World Rabies Day celebration). 


 
 


ii. Risk Characterization 
 


Determine the likelihood of rabies virus circulation 
 


Quality surveillance is critical in determining where rabies virus 
circulates. As there are no existing laboratory tools to determine 
the presence of the infection, tracking rabies events in animals 
would be the closest surrogate measure for detecting presence of 
virus in the population. Classification of level of certainty of rabies 
virus circulation will thus be based with consideration of the 
likelihood of rabies case(s) existence in the area as indicated by: 
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(1) presence of actual dog rabies cases as well as (2) absence of 
vaccination or low coverage. Although not 
ideal, in situations where animal rabies surveillance is sub-optimal, 
(3) human rabies cases can also be an alternate indicator. The long 
duration of incubation period however, will need to be taken into 
consideration (ie., by the time a human case is detected, the 
animal source would have been long dead and removed from the 
population). The breadth of reach of infected dogs, particularly for 
the free-roaming, should also be taken into account when 
assessing an area.  
 
To estimate the level of certainty of rabies of rabies virus 
circulation in the area under consideration, Table 1 below can be 
used as a guideline. Ideally, joint assessment of areas under 
investigation should be done with inputs from stakeholders if 
possible. Because while the descriptions below can facilitate 
objective estimation, ultimately, decision will have to be drawn 
from the intelligent judgement and internal understanding of the 
area’s rabies situation by the local health and animal health 
authorities, its local leaders and its residents. 
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Table 21.  Estimating level of certainty that rabies is circulating in the area under evaluation 


Level of Certainty Description 


Almost certain 


___ Animal rabies situation: The area has a confirmed* or probable* dog 
rabies case reported in the last few weeks - OR - the area has at least 
one case nearly every month in the last year 
___ Status of vaccination coverage: The area has a very low rabies 
vaccination coverage in the last 2 years (<40%) 
___ Human rabies situation: Reported human rabies cases is greater 
than the national average - OR - recorded animal bite cases/patients 
receiving PEP is greater than the national average 


Highly likely 


___ Animal rabies situation: Known to consistently occur but official data 
is unclear and shows sporadic pattern because the area has no to very 
few animal samples submitted 
___ Status of vaccination coverage: The area has a low to moderate 
vaccination coverage in the last 2 years (<70%) 
___ Human rabies situation: Reported human rabies cases is greater 
than the national average - OR – recorded animal bite cases/patients 
receiving PEP is greater than the national average 


Likely 


___ Animal rabies situation: Known to consistently occur but official data 
is unclear and shows sporadic 
pattern because the area has no to very few animal samples submitted 
___ Status of vaccination coverage: The area has a moderate to low 
vaccination coverage in the last 2 years 
(<70%) 
____ Human rabies situation: Reported human rabies cases is about or 
lower than the national average, as 
well as the recorded animal bite cases / patients receiving PEP 


Unlikely 


___ Animal rabies situation: Animal rabies is not known to occur in the 
area and policies on stray and roaming 
dogs are in place. 
___ Status of vaccination coverage: The area has at least >70% 
vaccination coverage in the last 2 years. 
___ Human rabies situation: There is no human rabies case reported in 
the last 2 years. 


Very unlikely 


___ Animal rabies situation: Animal rabies is not known to occur in the 
area and policies on stray and roaming 
dogs are in place; there is also an ongoing negative surveillance (suspect 
animal samples are regularly 
submitted, all of which are confirmed negative) 
___ Status of vaccination coverage: The area has at least 70% vaccination 
coverage in the last 2 years. 
___ Human rabies situation: There is no human rabies case reported in 
the last 2 years average, as well as the 
recorded animal bite cases / patients receiving PEP 
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Determine the potential impact if action is not taken 
 


 
The potential consequences or impact of non-vaccination also 
need to be considered when prioritizing areas. Areas that has the 
potential to have severe consequences once infection enters (eg., 
rapid transmission, higher probability to infect more dogs, and 
higher probability to infect more humans and cause mortality due 
to limited access to post-exposure prophylaxis) will need to be 
dealt more urgently than those where consequences could be less 
severe – that is, if resources are limited. 
 
Some indicators that could be considered to approximate 
potential impact include: human population density, where dense 
population could mean higher dog population density and closer 
human-dog interaction; dog movement, where dog movement is 
not controlled, consequence of infection will be more severe as 
further spread of the disease is more likely; access to post-
exposure prophylaxis for dog bite victims, where there is limited 
or no access to post-exposure treatment due to location or degree 
of poverty, consequences of exposure could be more severe as 
this could mean equivalence to guaranteed mortality in the 
infected human. 
 
To estimate the level of consequences or impact of non-
vaccination, Table 2 below can be used as a guideline. This will rely 
largely on availability of accurate demographic data of the area, 
and understanding of the local dog ecology. 


Table 22:  Estimating level of consequences or impact of non-vaccination 


Impact of 
Consequences 


Description 


Severe 


___ Human population density is higher than the national 
average 
___ Dog population and movement is not controlled 
___ Post-exposure prophylaxis for humans is not easily 
accessible to residents 
___ Highly depressed areas (eg., 4th to 6th class local 
government units) 


Major 
___ Population density is higher than the national average 
___ Dog population and movement may or may not be 
controlled 
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___ There is accessible post-exposure prophylaxis for 
humans 
___ Highly depressed areas (eg., 4th to 6th class local 
government units) 


Moderate 


___ Population density is about or lower than the national 
average 
___ Dog population and movement may or may not be 
controlled 
___ There is accessible post-exposure prophylaxis for 
humans 
___ Area is classified at least as a 3rd class local 
government unit or higher 


Minor 


___ Population density is lower than the national average 
___ Dog population and movement is reasonably 
controlled 
___ There is accessible post-exposure prophylaxis for 
humans 
___ Area is classified at least as a 3rd class local 
government unit or higher 


Minimal 


___ Population density is lower the national average 
___ Dog population movement is well under control 
___ There is accessible post-exposure prophylaxis for 
humans 
___ Area is classified at least as a 3rd class local 
government unit or higher 


 
 
 
 
 


iii. Rapid Risk Assessment and determination of vaccination 
approach in accordance with the assessed risk 


 
Once the area(s) of interest has been assessed for likelihood of 
rabies virus circulation and potential impact of non-vaccination, 
the findings can be merged and the level of priority determined 
using the assessment matrix (Figure 2 below). The corresponding 
actions according to the level of priority is also outlined in Table 3. 
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  Figure 6:  Assessment Matrix for Prioritizing Vaccination Initiatives 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                  
 


iv. Implement actions in accordance to the prioritization based on  
risk assessment findings 


 
Vaccination approach according to level of priority 


Priority Level Description 


Priority 1 
Mass dog vaccination should be done immediately and rapidly 
(Start as soon as possible and finish within 2-3 weeks, 
depending on the size of the area) 


Priority 2 
Mass dog vaccination can be done simultaneously or after all 
Priority 1 areas are completed, depending on the number of 
available manpower and resources 


Priority 3 
Mass dog vaccination can be done simultaneously or after all 
Priority 2 areas are completed, depending on the number of 
available manpower and resources 


Priority 4 


Mass dog vaccination can be done simultaneously or after all 
Priority 3 areas are completed, depending on the number of 
available manpower and resources 
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v. Quick Response 


 
This is done when a human or a confirmed canine case is first 
reported or in cases of incursions. Backed up by adequate 
investigation on the animal case and vaccination history, this shall 
cover vaccination of all dogs within 3 km radius then followed by 
active surveillance to monitor the possible recurrence of disease 


 
1.1.6. Strategies in Vaccination 


 
A. Fixed post or station 


 
This is conducted in well recognized sites in the barangay and done when 
there is lack in manpower. Dog owners bring their dogs in the designated 
stations. This is highly dependent on the information drive and the availability 
of the dog owners to have their pets vaccinated. This could result to a low 
vaccination turnout. 


 
B. Mobile or house to house 


 
This is done when there is sufficient manpower to conduct the activity. This 
requires more effort, costly and logistically difficult. But this is a good method 
to cover most of the population. 


 
C. Combination  


 
Socio-cultural factors may affect the strategies in vaccination. In most cases, a 
combination of fixed post and house to house strategies are employed when 
there is enough manpower and resources to do mass vaccination activity to 
cover at least 70% of the population. 


 
 


1.1.7.  Vaccination day 
 


A. Time of vaccination 
 


Vaccination activity is preferably done during the day. Depending on the 
strategy, the team may opt to do it in the morning or in the afternoon as long 
as the safety of the vaccination team is also considered. 


 
B. Animals for vaccination (please see target population under Mass Dog 


Registration and Vaccination) 
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C. Duration of vaccination 
 


The prescribed duration for vaccination in a barangay or village must be 1-3 
days depending on the land area and population density. However, the entire 
province should be covered in 1 to 3 months or as short as possible for the 
vaccination strategy to be effective. 
 


D. Vaccine handling and transport to vaccination site 
 


The vaccine handler must be well informed of the dos and don’ts of vaccine 
handling and management (cold chain management). The vaccine must be 
stored properly and kept in its proper temperature until the time of 
administration to preserve its potency. 


 
 


1.1.8. Handling of animals for vaccination 
 


A. Dogs and other animals with owner 
 


 Instruct the pet owner to restrain the dog by carrying the dog with one 
hand under the neck and the other under its abdomen (see Figure 8). 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   Figure 8: Proper way of holding the dog for vaccination 
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 If the dog is unmanageable, have the pet owner restrain the dog by 
holding its head between their legs leaving the dog’s back free (see 
Figure 3). 


 
 
 
 
 
 
 
 
 
 
 
 
 


 
Figure 9: Another way of restraining the dog for vaccination 
 


 If the If the dog seems to bite, tie its mouth shut with plastic twine or 
straw by tying around the dog’ snout and tying the loose ends 
separately behind the ears (see Figure 4). 


 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
Figure 10: Temporary muzzle 
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B. Free roaming  dogs 
 
Free roaming dogs may be difficult to catch or handle by hand. In these 
situations, a catching net may be used to assist the vaccinating team for this 
activity (see Figure 5).  
 
Key points to keep in mind when using the catching nets: 


 Plan before you begin 
 Use teamwork with one coordinator and one provocateur 
 First check that there are no surprise exits. If the dog has an owner, ask 


them where it is likely to run 
 Do not allow the dog to run onto a busy road 
 Work quickly and silently or the dog will become suspicious and may 


panic – you will only have 1 chance 
 Always allow the dog to run into the net 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


 
 
Figure 11: Vaccination through the use of catching net 
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1. Tagging and Identification 
 


Vaccinated dogs must be properly identified. A dog tag or collar must be provided so 
that during post vaccination monitoring, vaccinated dogs must be easily identified. 
However, not all LGUs have the capability to provide this. As an alternative, spray 
paint or animal color marker can be used as identification. 


 
2. Recording 


 
Vaccination form must be completely filled up during vaccination activity and must 
be collected after for proper inclusion in the database (Refer to Mass Dog 
Vaccination Form). A certificate of vaccination must be accomplished and given to 
the dog owner as proof of vaccination. 


 
1.1.9. Allotment of vaccines 


 
A. Basis for vaccine allotments 
 
Vaccine allotment is primarily based on the estimated population, on an equal 
percentage basis. Special considerations are given to areas with most cases of 
human and animal rabies, known as high risk areas. If provided with a 
comprehensive vaccination plan, a Memorandum of Agreement signifying a full 
commitment of local chief executive, or a government-private project, vaccines 
may be given fully to support the program or mini projects. 


 
B. Timely submission of utilization reports 
 
LGUs that liquidate and send their reports immediately are given opportunity to 
get more vaccines. 


 
 


1.1.10. Distribution of vaccines 
 


A. Vaccine allocation 


 


• Computed vaccine allocation per region will be released through the 


Regional Rabies Coordinator of each DA-RFO. The RRC will be responsible 


for the distribution of vaccines per province and city. 


• General requirements must be complied by the LGU before the release of 


vaccines. 


• For NCR Cities, the request and release of vaccines are made directly by 


the City Veterinarian in BAI. 
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B. Buffer stock 


 


• A buffer stock is maintained by BAI every vaccine tranche delivery. This is 


utilized during an emergency situation, committed projects, and any 


situation that obligates the need for vaccine. 


 
C. Delivery of vaccines to the Regions and LGUs 


 
Acquisition of vaccines can be made by directly getting the allotted or the 
requested vaccines at the Bureau of Animal Industry. Vaccines are released 
when transport box and coolants are provided. 


 
In cases where the recipient is from a distant area, vaccines can be delivered 
through a courier or hired forwarders. However, payment for freight charges 
must be made by the requesting party. 


 
 


D. Reporting of utilized vaccines 
 


All reports (PhilAHIS or MS Excel and summary of vaccination report (see 
Summary of Vaccination Report form) up to the barangay/village level) from 
the LGUs (PVO and CVO) must be submitted to the DA-RFO through the RRC. 
RRC will collate all reports and a summary will be submitted to the BAI every 
quarter. 


 
 


1.1.11. Post-Vaccination Assessment 
 
Monitoring is an important component of every mass vaccination activity. 
Hitting 70% target coverage is essential in establishing herd immunity. 
Monitoring can be done by third party random evaluation: 


 


 Computing the vaccination percentage reflected after vaccination 
activity 


 Random survey of marked vaccinated dogs  


 Interview surveys 


 Serology 


 Outcome Evaluation of the vaccination program 


 Revaccination must be done if the turnout is less than 70%. 
 
 
 
 







 
 


 
113 


 
National Rabies Prevention and Control Program 
Manual of Procedures 


1.1.12. Effectivity of vaccination 
 
Effectivity of the program is known when cases have been zero out. 
 
 
 


1.2. Dog Population Management 
 


Dog population management (DPM) is implemented in compliance with the policy of 
the Anti-Rabies Act of 2007 and the Animal Welfare Act. Partnerships are established 
with other animal welfare organizations to improve dog population management 
practices to comply with recommended international standards. 


 
DPM coupled with education on responsible pet ownership, legislative leashing 
measures, mandatory registrations are good measures to maintain a health dog 
population. At present, LGUs manage the dog population by selective elimination of 
captured stray dogs, impounded dogs unclaimed within three days, and 
unmanageable dogs voluntarily submitted by owners. 


 
1.2.1. Stray Dog Management 


 
Stray dog management is an integral part of disease control. While dogs have 
been recognized as a source of rabies in domestic, it is important that 
movement of dogs must be controlled. Stray dog is defined as any dog leaving 
its owner’s place and no longer under effective control of its owner. 


 
• Strict enforcement of penalties and fines 


Section 10 of RA 9482 mandates the need to control and minimize 
unwanted stray dogs to eradicate rabies. Penalties are imposed to 
violators. See RA 9482. 


 
• Impounding  
 Pursuant to Section 7 of the RA 9482, it is the duty of the LGU to enforce 


dog impounding activities and field control to eliminate stray dogs. 
Furthermore, Local Government Code mandates that LGU must also 
control stray animals, not only dogs. As prescribed by the law, cities and 
first class municipalities should establish and maintain a dog pound where 
impounded dogs must be kept. Other class of municipalities may opt to 
share the expenses of establishing and maintaining a dog pound with 
adjoining municipalities or other private animal shelters and control 
facilities. 
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In establishing a dog pound, plan must be carefully evaluated and should 
register and comply and with animal welfare requirements. See AO on Dog 
Pound.  


 
 


1.2.2. Ways of capturing a stray dog: 
 


 Catching a dog by hand. This is done for friendly dogs by trained personnel. 
This is not used in aggressive dogs and suspect rabid dogs. 


 Dog capture using equipment 


 Using baits 


 Catching dogs in confined areas 


 Catching dogs using nets 
 


A. Key Points on Dog Catching 
 


 The team should inform the community the reason for dog capture. 


 Target roaming/ outdoor dogs as priority 


 Catching a dog requires coordination between team members. 


 The team should know how the dog would like to react during capture. 


 Once the dog has been caught, transfer the dog immediately to the cage. 
 


B. Precautions: 
 


 Avoid getting bitten! 


 All staff involved in dog catching and impounding activities should have 
complete course of pre-exposure vaccinations 


 Anyone bitten or scratched should wash the wound immediately under 
running water for 15 minutes with soap, then disinfect with ethanol or 
iodine if available, and immediately go to the nearest hospital or bite 
treatment center for an assessment if post-exposure rabies vaccination is 
needed 


 If dogs are observed to show potential signs of rabies, inform the 
veterinarian. 
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1.2.3. Spaying and Castration 
 


Spaying neutering activities are being implemented at the LGU level. Such 
initiatives will be collaborated with NGOs and private clinics. It is 
recommended to prioritize spaying and castration to free roaming animals. 


 
A. Surgical sterilization by Spaying and Castration 


 
The most effective reproductive control is by surgical sterilization. This 
procedure is done using anesthesia, thus, needing a trained personnel, 
infrastructure and equipment to execute. Pain should also be managed after 
operation. Only licensed veterinarians are allowed to this procedure. 
 
The conduct of spaying and castration activities at the LGU level may be 
collaborated with NGOs and private clinics.  


 
B. Non-surgical methods of dog population control 


 
Isolation of females in heat or estrus is the most non-invasive and inexpensive 
way of controlling the dog population. However, this requires separate cages 
for male and female dogs in the household. 
 
Chemical sterilization or contraception is now under research. 


 
C. Habitat control 


 
The main driver of this technique is the community. With proper awareness of 
garbage disposal, dogs may leave no option of looking for food at the streets. 
Under the Sanitation Code, all wastes must be disposed properly. 
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1.3. Dog Movement Control/ Management 
 


Cross border movement requires certificate of vaccination, health certificate and 
shipping permit. 


 
1.3.1. Inter-provincial and inter-island movement control 


 
Quarantine and border control is being implemented at the provincial level. 
For transporting dogs to other provinces or from mainland to an island, the 
following are needed: 
o Health certificate duly signed by a licensed veterinarian 
o Valid vaccination certificate (1 year validity) duly signed by a licensed 


veterinarian 
o Shipping permit issued by the National Veterinary Quarantine Services (7 


days validity) 
 


1.3.2. International Dog Movement 
 


For movement of dogs in and out of the country, the following must be 
complied: 


 
o For import 


 


 Veterinary Quarantine Clearance to import issued by BAI 


 Rabies Vaccination Certificate issued by country of origin 


 Strict quarantine for 30 days in the owner’s premises is a requirement 
 


o For export 
 


 BAI Health certificate / Export Commodity Clearance 


 Veterinary Health Certificate and Vaccination Certificate duly signed by 
a private Veterinarian 


 Test results of serum submitted for antibody detection in laboratories 
specified by the recipient country (depending on the recipient country) 
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1.4. Roles and Functions of DA and LGU Veterinary Personnel 


 


1.4.1. DA-RFU Regional Coordinators 


 


 Initiate and coordinate all rabies control activities in the provinces/ 


cities/municipalities; 


 Prepare the yearly regional action plan; 


 Disseminate program information, guidelines, E.O. to all 


provincial/city/municipal coordinators; 


 Allocate/distribute vaccines from central office (BAI) to the different 


provinces/cities/municipalities; 


 Ensure proper cold storage of vaccines; 


 Ensure availability of vaccines for the campaign; 


 Monitor vaccine utilization; 


 Consolidate reports from the different provincial coordinator and submit to 


the central office; 


 Monitor the implementation of dog ordinance and dog pound in the 


Provinces; 


 Assist the province in overseeing the implementation; and 


 Collect empty/used vaccine vials from the provinces and ensure proper 


disposal (burning/burying) at the Regional Office or at the Bureau of Animal 


Industry. 


 


1.4.2. Provincial Coordinator (Provincial Veterinarian) 


 


 Prepare yearly provincial action plans and submit to the regional level for 


consolidation; 


 Provide actual dog survey and other monitoring data to the regional 


coordinator; 


 Allocate and distribute vaccine to the different municipalities;  


 Provide and ensure cold storage for vaccines; 


 Monitor proper vaccine utilization during vaccination campaign; 


 Assist in training vaccinators during mass immunization; 


 Monitor proper implementation of rabies ordinance and dog control measures 


in all municipalities; 


 Organize rabies control committees in all cities/municipalities;  


 Initiate and coordinate all rabies control activities in the cities/municipalities 


 Consolidate reports of vaccination to be submitted to the regional 


coordinator;   and 
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 Collect used vaccine vials and return it to the regional coordinator for proper   


disposal. 


  


1.4.3. Municipal/City Coordinator (City/Municipal Veterinarian/Agriculturist) 


 


 Coordinate all rabies control activities to other agencies in the local 


government unit; 


 Provide dog population survey to update provincial data; 


 Receive vaccine allocation from the provincial coordinator for dog vaccination 


at the barangay level; 


 Ensure proper implementation of the rabies ordinance, dog pound and stray 


dog control; 


 Consolidate report of vaccination for submission to the provincial coordinator; 


 Ensure cold storage of dog vaccine and provide vaccine container (styrofoam) 


to maintain and ensure temperature requirement while vaccinating in the 


area; 


 Provide mobility for vaccinators during campaign; and 


 Collect used vaccine vials and return it to the regional coordinator through the 


provincial coordinator for proper disposal. 
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SURVEILLANCE 
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1. Surveillance of Animal Rabies 


 
Rabies is a notifiable disease both in the national health and veterinary systems in the 
Philippines. 
 
Surveillance of canine rabies and submission of laboratory reports of suspected cases is essential 
for management of potential human exposures and for veterinarians to adopt appropriate 
measures towards animals who were in contact with the suspected animal case. 
 
1.1. Recognition of Rabies in Dogs 
 
Table  23: Classification of an animal Rabies Case:  
 


Suspect Case Probable Case Confirmed Case 


1. An animal that may 
show any of the 
following clinical signs: 


 Sudden behavioral 
change (e.g. sudden 
anorexia, signs of 
apprehension or 
nervousness, irritability, 
hypersensitivity) 


 Hydrophobia 


 Muscle paralysis 


 Nervous signs 
2. An animal involved in a 
biting incident 


1. A suspect case with 
known exposure to a 
confirmed rabies case 


2. A suspect case that dies 
within the observation 
period (14 days from the 
time of bite) but no 
laboratory confirmation 


 


Any suspect or probable case 
confirmed positive for rabies 
virus antigen using 
Internationally accepted 
gold standard test such as 
Fluorescent Antibody Test 


 
1.2. Data Sources in Capturing the Suspect and Confirmed Cases 


 


 Clinical-surveillance based: suspect and probable cases 


 Event-based surveillance: news items, rumors, 911, social media, individual messages 
from veterinarians, physicians, etc. 


 Indicator-based surveillance: routine reports from veterinary laboratory; regular rabies 
reports from LGU veterinarians; DOH rabies alerts, ABTCs 


 


CHAPTER IV: Surveillance  
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1.3. Notification 
 


If a suspect or probable animal case dies within the 14 days observation period: 
• Report immediately to the nearest local veterinarian or trained personnel on animal 


disease control from the local government unit (ex. barangay/municipal agricultural 
office/provincial or city veterinary office). 


• The local veterinarian or trained personnel should be informed and should be the one 
to supervise/ carry out handling and preparation of the dog specimen for laboratory 
confirmation.  


• Submit the animal head or carcass for laboratory confirmation of rabies (See Annex 
for the list of laboratories and rabies submission form) 


 
 


1.4. Preparation/Handling and Packing of Animal Specimen for Rabies Diagnosis 
 
The animal specimen should preferably be collected by a veterinarian in clinic in order to assure 
that the precautionary safety measures in handling potentially infectious materials are strictly 
followed. The basic personal protective equipment (PPE) includes a laboratory gown, 
examination gloves, face masks and shields and disinfectant for decontamination.  
 
In the household setting, a clean table or bench is needed for the decapitation of the animal. The 
following procedures should be followed:  


 
1) The handler should use gloves or wrap their hands with plastic bags to prevent direct 


contact with the specimen. 
2) Eye protection such as optical glasses should be used to prevent any tissue splatter on the 


eyes.  
3) An ordinary butcher’s knife or bolo may be used to cut the animal’s head. 
4) The head should be cut two (2) inches away from the base in order to include important 


tissue components of the brainstem. Dispose the carcass after decapitation by burying or 
cremation. 


5) No attempt should be made to extract the brain tissue because this would cause 
additional risk to the processor 


6) Place the head of the anima in a leak-proof double household plastic bag. This constitutes 
the primary container. 


7) Do not put any ice cubes inside this primary container.  
8) No chemical preservative like 10% formalin or alcohol should be used as this will render 


the specimens inappropriate for examination.  
9) Utensils/ Instruments, clothing and table used in decapitating the specimen should be 


properly and thoroughly cleaned and disinfected with commercially available household 
bleaching agent.  
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1.5. Storage of Animal Specimen before Transport 
 


• Place the primary container into another household plastic bag (secondary container) 
with liberal amounts of ice, enough to sustain the cold temperature during transport to 
the laboratory. 


• The two containers must be placed in a styrofoam box or any leak-proof transport 
container and brought to the nearest rabies diagnostic laboratory. 


• Label the transport container as “Rabies Suspect”. Affix label with the complete name, 
address and phone number of both the shipper and the laboratory recipient. The head 
specimen must be sealed in a plastic bag and labelled “Handle with Care: Rabies Suspect”.  


• A fully accomplished Rabies Submission Form should accompany the sample, available in 
the BAI website or the nearest accredited rabies laboratory. 


• The specimen should be brought to the laboratory immediately and at most within 6 to 8 
hours post-mortem. However, if this is not possible, it should be frozen or stored inside a 
leak-proof Styrofoam or ice box container. Add plenty of ice packs into the container to 
allow overnight cold storage. Replenish the ice/ice packs as often as needed until it is 
transported to the laboratory. 


 
1.6. Specimen Transport 


 
During transport, the specimen should be packed with ice to preserve it. The specimen may be 
sent thru air freight or hand carried to the accredited diagnostic laboratories. 


 
1.7. Disposal of Carcass/Disinfection 


 
Dispose the carcass by burying or cremation. Disinfect the working area with commercially 
available 10% household bleach or 3% Lysol. Consumption of the specimen’s meat is prohibited. 


 
1.8. Laboratory Diagnosis of Rabies in Dogs and Other Animal 
 
The diagnosis of animal rabies is based on laboratory confirmation. Fluorescent Antibody Test 
(FAT) is the gold standard for laboratory diagnosis for animal rabies. Direct Microscopic 
Examination (DME) is also done, but this is further confirmed by FAT.  Please see Annex __ for 
the list of laboratories and available tests.   


 
1.9. Results of Laboratory Examination 
 


A. The diagnostic laboratory should release the results of the examination to the sender of 
the specimen immediately. 


B. For positive samples, the responsible laboratory should immediately notify the following: 
a. Concerned LGU 
b. Concerned Regional DA Office cc’d with concerned Regional DOH Office 
c. BAI – AHWD 
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C. For results of all tested samples, the responsible laboratory should submit a monthly 


report to the BAI-ADDRL, who will provide a collated copy to the BAI-AHWD. 
 
1.10. Quality Assurance and Accreditation 


 
A. Regular Proficiency Testing 
B. Infrastructure and logistics 
C. Capacity Building 
D. Minimum International Standards 


 
2. Outbreak Response   


 
The main goal in any disease outbreak is to control the spread of the disease. Rabies can spread 
very quickly in the dog population through dog bites and will eventually be transmitted to humans. 
 
The control strategies chosen should: (1) protect public and animal health; (2) minimize animal 
welfare problems; (3) cause the least possible disruption to local communities, the tourism 
industry and visitors; (4) minimize the burden to the public and (5) minimize damage to the 
environment. 
 
 
2.1. Handling of Dogs and Cats confirmed/Suspected to be Rabid 
 
The management of cases of domestic animals exposed to rabies can be difficult because of the 
lack of immediate perceived threat to human life. The exposure incident obviously could later 
result in human exposure if the domestic animal would develop rabies.   


 
• Healthy dogs and cats that bite a person should be confined and observed for 14 days. It is 


recommended that rabies vaccine be not administered during the observation period. Such 
animal should be evaluated by a veterinarian at the first sign of illness during confinement. 
Any illness in the animals should be reported immediately to the local veterinary 
department.  If signs suggestive of rabies develop, the animal should be euthanized, its 
head should be cut off and place in a sealed styrofoam under refrigeration for examination 
at the diagnostic laboratory.  


 
• Other biting animals, which might have exposed a person to rabies, should be reported 


immediately to the local veterinarian and health authority. 
 
• Management of animals other than dogs and cats, depends on the species, circumstances 


of the bite, epidemiology of rabies in the area, and the biting animal history, current health 
status and potential for exposure to rabies. 
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2.3.1. NATIONAL OFFICE (DA-BAI) 
 


 Policy making, memos, Administrative Orders 


 Provide vaccine support through DA-RFOs 


 Train Regional Field Persons/LGU Depending on the requirement) 


 Notify RRCs when ESR is received from DoH 


 Test head samples / PERFORM confirmatory tests 


 Develop and distribute IEC materials and other support through DA RFOs 


 Coordinate or share info on rabies in animals in DPCB (Disease Prevention and 
Control Bureau) 


 Coordinate with other NRPCC Control Bureau (DILG, DOH, DepEd, Private 
sector, etc.) 


 Provide laboratory support to RADDLs 


 Perform epidemiological analysis of rabies cases for planning. 
 


*** Add requirements for the request of vaccines – guidelines on vaccine requisition, 
utilization and reporting 
***Add discussion on Outbreak Investigation form 


 


3.  Human Rabies Surveillance 


3.1. Human Rabies Surveillance and Response 


Human Rabies surveillance is a systemic collection, analysis and interpretation of data for 


public health action. In order for responsible authorities to provide interventions for control 


and elimination, timely dissemination of data is very important. This will guide the human 


and animal health sectors in making decisions for: 


• interventions for control and reduction of infection transmission 


• provisions of post exposure prophylaxis (PEP) in potentially exposed humans 


• management of potentially exposed animals 


Rabies surveillance is done through the Philippine Integrated Disease Surveillance and 


Response (PIDSR) by the DOH Epidemiology Bureau (DOH EB) at the national level. Under 


PIDSR, dedicated staff from the Epidemiology & Surveillance Units (ESUs) of the regional, 


provincial, city & municipal levels implement the PIDSR. 


Human Rabies is classified by PIDSR as category 1, which is an immediately notifiable disease 


and must be reported within 24 hours. 
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For Animal Rabies, the National Animal Disease Diagnostic Laboratory (NADDL) was 


established to confirm rabies in animals as part of the surveillance of the Department Of 


Agriculture. 


3.1.1. Case Definition 
 


It is very important for rabies that the same case definition be used in and by all reporting 
units. This is to ensure a consistent and accurate identification of rabies cases throughout 
the system. Cases are further classified to indicate whether they are suspect, probable or 
confirmed: 


 
• Suspect – Indicative clinical picture without being a confirmed or probable case  
• Probable – Clear clinical picture, or linked epidemiologically to a confirmed case (Note: 


A "case with an epidemiological link" is a case that has either been exposed to a 
confirmed case, or has had the same exposure as a confirmed case (e.g., history of 
exposure to animal suspected with rabies)  


• Confirmed - Verified by laboratory analysis 
 


Case definition for rabies requires laboratory confirmation based on a positive result for the direct 


fluorescent antibody test (FAT). Table below is a guide to determining whether a case is suspected, 


probable or confirmed: 


Table 24:  Classification of a Human Rabies Case 


Suspected Probable Confirmed 


A person presenting with an 
acute neurological syndrome 
(encephalitis) dominated by 
forms of hyperactivity 
(furious rabies) or paralytic 
syndromes (dumb rabies) 
that progresses towards 
coma and death, usually by 
respiratory failure, within 7 to 
10 days after the first 
symptom if no intensive care 
is instituted. 


A suspected case plus history 
of contact with suspected 
rabid animal. 
 


A suspected case that is 
laboratory confirmed 
 


Note: Bites or scratches from a suspected animal can usually be traced back in the patient 
medical history. The incubation period may vary from days to years but usually falls between 
30 and 90 days 
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3.1.2. Reporting and Notification          


 of Rabies 


Rabies is considered by the Philippine 


Integrated Disease Surveillance and 


Response (PIDSR) as an immediately 


notifiable disease and should be reported 


simultaneously to the PHO/PESU, 


CHD/RESU and Epidemiology Bureau 


(formerly National Epidemiology Center) 


within 24 hours of detection by the fastest 


means possible. Initial reporting can be 


done using the telephone or radiophone, 


or written via facsimile or email. It will be 


followed by case-based reporting form 


using the standard PIDSR case 


investigation form. Reports received by 


the Epidemiology Bureau will be reported 


to World Health Organization possibly 


within 24 hours also. 


                                                                          Figure  5: Flow of weekly reporting of notifiable diseases 


Any person in the community or in a health facility attending to a suspect rabies case should report 


to the next higher level authority (MHO/PHO/ PESU and ROV) within 24 hours by the fastest means 


possible. Report may be done by telephone, facsimile or email.  


 


Once PIDSR detects human rabies outbreak, response will be conducted with the ESUs in 
coordination with the DA, following the response protocol of PIDSR.  


Human rabies surveillance should be the basis for the DA to initiate their outbreak response. 
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3.2. Data Sources in Capturing the Suspect and Confirmed Cases  
 
The following may be referred to as data sources in capturing both suspect and confirmed cases: 
 
• Clinical-surveillance based: suspect and probable cases 
• Event-based surveillance: news items, rumors, 911, social media, individual messages from 


veterinarians, physicians, etc. 
• Indicator-based surveillance: routine reports from veterinary laboratory; regular rabies 


reports from LGU veterinarians; DOH rabies alerts, ABTCs 
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The NRPCP recognizes that raising awareness on rabies prevention, control and elimination is an 


essential component in the overall rabies prevention strategy. Through a communication plan that 


presents strategies and activities to heighten awareness about rabies, this section is intended to guide 


implementers in adapting a strategic communication plan that would not only heighten awareness 


about rabies prevention and control, but more importantly, drive the community to practice desired 


behaviors on prevention and seek the most appropriate treatment at their level 


  


As the program gears towards a Rabies-Free Philippines, the NRPCP sees the need to intensify the 


campaign on Responsible Pet Ownership (RA 9482). The proposed health promotion and 


communication plan in this section outlines strategies and activities that involve consultation with 


communities, health and allied services and all other stakeholders seen crucial to implement solutions. 


The plan likewise conveys that everyone has their part to play, and engaging all stakeholders even at 


the earlier stages of implementation is expected to help them take ownership of their part of the 


solution. Hopefully, this will ensure that rabies prevention remains a priority with them well into the 


future. 


 


The proposed plan adheres to the DOH health promotion process in five action areas, namely: by 


building healthy public policy, creating supportive environment, strengthening community action, 


developing personal skills and reorienting health services complemented with various approaches. 


These approaches are advocacy, communication and social mobilization (ACSM), Communication for 


Behaviour Impact (COMBI), Social Marketing and Risk Communication among others.   


 


This chapter is designed to guide health care providers and other stakeholders in the planning and 


implementation of their health promotion activities that will improve LGU, stakeholder and 


community understanding of rabies and RA 9482; as well as improve health seeking behaviour on 


rabies prevention – thus, ensure support for the National Rabies Prevention and Control Program. 


 


The campaign’s overarching objective is to achieve a Rabies-free Philippines by 2030. 


CHAPTER V: HEALTH PROMOTION AND        


ADVOCACY 
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Specific objective/s were crafted for each identified target audience group, taking into account each 


target audience’s knowledge level of rabies, capacity to act towards its prevention and control, access 


to information and socio-cultural contexts (Refer to proposed plan). 


 


• The NRPCP, in close coordination with all LGUs and allied agencies especially the DA-BAI shall 


intensify health promotion activities of RA 9482  to complement all program efforts 


• The NRPCP shall initiate the refinement of guidelines and assist in the proper implementation of 


PhilHealth eligibility claims of bite victims (patient does not claim PHIC reimbursement) and 


regulation of claims by animal bite treatment centers and animal bite centers (ABTCs/ ABCs) 


• All involved agencies shall develop relevant IEC materials approved by the NRPCC and HEPO 


• The DOH shall perform the following:: 


o Initiate integration of rabies program into various allied partner programs 


o Recommends level appropriate messages of rabies in the school curriculum in 


collaboration with DepEd. 


o Participate in the conduct of mass dog vaccination including the annual booster doses 


for K-9 corps of the AFP, PNP, and BFP 


o Promote mass dog vaccination and information dissemination on RA 9482 among faith-


based organizations in the communities 


o Promote RA 9482 in all possible forums and channels for information dissemination by 


media practitioners. 


 


1. STRATEGIES  


 


1.1. Building Healthy Public Policy 
 


It is important for health workers to realize that promotion goes beyond health care. 


Promotion puts health on the agenda of policymakers in all sectors and at all levels, leading 


them towards being aware of the health consequences of their decisions and accepting their 


responsibilities for health. 


 


It requires advocacy for the development and issuance of the following policy instruments to 


support health like laws, local resolutions and ordinances; executive orders, memorandum 


circulars; administrative orders and memorandum of agreement. 
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1.2. Creating Supportive Environment  
 


Creation of a supportive environment could be physical or organizational. Physical 


environment can be improved or enhanced by making animal bite treatment centers more 


accessible to clients. On the other hand, organizational environment can be the creation of 


coalitions, networks and inter-agency committees to increase the number of people promoting 


particular health actions where social mobilization is the major action to be undertaken. 


 


1.3. Strengthening Community Action 
 


Health promotion works through concrete, simultaneous and effective community action in 


setting priorities, making decisions, planning strategies, and implementing them to eliminate 


rabies in their respective areas. A concerted effort of the community is necessary in the, 


prevention, surveillance and elimination of rabies. Likewise, initial gains of rabies free provinces 


should be supported and sustained.  


 


1.4. Developing Personal Skills  
 


In the prevention, surveillance and elimination of rabies, the need for developing personal skills 


is very important. This can be done by enhancing the capability of health care providers 


through interpersonal communications training, seminars, briefings/ orientation and provision 


of IEC materials. Health promotion must be carried out in all possible opportunities and places 


(e.g. home, school, market, etc.) by different concerned institutions or groups of stakeholders 


given the mandates and the expertise. 


 


1.5. Re-Orienting Health Services  


The responsibility for health promotion in health services is shared among individuals, 


community, groups, health professionals, health service institutions, and governments. They 


must work together towards a health care system which contributes to the pursuit of health. 


 


The role of the health sector must move increasingly in a health promotion direction, beyond 


its responsibility for providing preventive and curative services. 


 


Health services need to embrace an expanded mandate that is sensitive and respective of the 


cultural differences. This mandate should support the needs of individuals and communities 


for a healthier life, and should open channels between the health sector and broader social, 


political, economic, and physical environmental components. 
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1.6. Strategic Activities 
 


Elimination of rabies can be done through mass dog vaccinations highlighted in the 


observance of two important national events namely:  


 


 Celebration/Observance of Rabies Awareness Month - March 


 Celebration/Observance of WORLD RABIES DAY – September 28 
 


Conceptualization, production/ reproduction and distribution of IEC materials. 


 


 Conduct  (National) initiatives in the integration of Rabies Program: 
 


a. DepEd – Implement K-12 Curriculum Integration of Rabies Prevention and Control. 
b. DILG – Development of ordinance for Rabies prevention and control at the 


Provincial, Municipal and Barangay Level.  
c. DA – Develop IEC materials on Responsible Pet Ownership, Rabies Transmission to 


domesticated dogs, and quarantine measures in collaboration with DENR. 
d. Other Organizations 


a. NGO’s 
i. International Organizations 
ii. Local NGO’s 


b. Animal Welfare Groups 
c. Veterinary Organizations 


i. Veterinarians 
ii. Animal Hospitals 


d. Academe  
 


2. 2. Key Messages 


 


With the intensified health promotion and communication campaign, the following are the key 


messages for each identified target audience that will be highlighted: 


 


2.1. Pet owners 


 Be a responsible pet owner. 


o Have your pet dog registered, vaccinated three (3) months old and yearly booster 


doses while dog is alive 


o Do not allow your pet to roam the streets or any public place without a leash 


o Ensure your pets are properly fed and cared for 
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o As the (pet) owner, you are responsible for your pet’s bite victim’s treatment and 


management; including all expenses to be incurred for treatment 


o Should your pet bite a victim, it is your responsibility to ensure that your dog is 


properly confined during the 14-day observation period. 


o It is also your responsibility to inform and consult the Municipal Agricultural 


Officer/ Municipal Veterinarian/City Veterinarian if your pet gets sick or died 


within the 14-day observation period for proper sample submission to designated 


laboratories for rabies confirmation. 


 


2.2. Dog-bite victim/Care giver 


 Know and apply the proper bite wound management 


o Proper wound washing with soap for at least 10 minutes in a flowing/ running 


water 


o Immediately seek medical care from trained health providers in animal bite 


treatment centers and/or animal bite centers and not from traditional healers/ 


tandoks to avoid further infection of the wound 


 Continue and complete the prescribed vaccination dosages 


 


2.3. LGUs/LCEs 


 Support to rabies elimination is good investment for health 


 Rabies is a 99.9%  fatal disease but also 100% preventable 


 RA 9482 should be immediately and properly implemented in all barangays 


o Local Rabies Prevention and Control Committees have to be established and/or 


revitalized for active surveillance and monitoring of dog movements (especially 


stray) 


 Mass dog vaccination should be conducted regularly at specified times  


o Provision of booster doses should also be given every year (after mass dog 


vaccination) 


 


2.4. Health Service Providers 


 Rabies is a fatal disease/infection transmitted through an infected dog’s saliva 


 Rabies is a preventable disease 


 Dog bite victims should receive complete number and dosage of rabies vaccines 


 Biting animal should be confined through caging or leashing and observe for 14 days for 


any change in behavior and signs of rabies. 
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2.5. Animal Bite and Treatment Center/Animal Bite Center Health Providers 


 


 ABTCs are sources of FREE rabies vaccines for human victims 


 Warning signs to watch out for in a bite victim: 


o Check other parts of the manual 


 Warning signs to watch out for in suspected dog: 


o Check other parts of the manual 


 Continue and complete the prescribed vaccination dosages 


 


2.6. Community/General public 


 


 Basic information on Rabies as a disease, its prevention and control and elimination. 


o Rabies is a fatal disease/infection transmitted through an infected dog’s saliva 


 Basic information on proper management of human bite victims. 


o Thorough washing of bite wounds with soap and clean water and application of 


antiseptic (povidone) are the first steps to prevent the spread of rabies 


o It is best to seek immediate medical treatment from trained health service 


providers rather than tandoks 


 Basic information on how to manage/handle the biting animal 


o Biting animal should be kept confined in a cage AND alive and given appropriate 


care while being observed for 14 days 


o Do not eat dog meat 


 


 


2.7. Other stakeholders (Media, Faith-based Organizations, other GOs and NGOs) 


 Rabies is a fatal disease/infection transmitted through an infected dog’s saliva 


 Rabies is a preventable disease 
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STRATEGIC HEALTH PROMOTION AND COMMUNICATION PLAN  2020-2025 


Program Title: National Rabies Elimination Program 


 


Behavioral Objectives: 


 


By the end of 2025: 
 


 90% or more of pet owners are practicing responsible pet ownership 
o Registration of all pet dogs including owned unleashed (any better term?) dogs. 
o Vaccination of all pet dogs in the first three months of each dog; and annual booster 


for each dog while the dog is alive 
o Provision of proper care, grooming, shelter and management/control 
o Assumption of responsibility for the care and treatment of dog bite victim including 


medical expenses to be incurred 
o Containment of dog for observation during possible incubation period (keeping dog 


alive) of 14 days. 
o Submission of dog head to DA animal  laboratory of national, subnational level and 


those LGUs with local animal diagnostic center or in RITM for animal rabies analysis 
and confirmation 
 


 Ideally, 90% or more of LGUs are supporting RA 9482 through the following:  
o Conduct of proper mass dog vaccination and registration regularly  


o Allocation of funds for the procurement for rabies vaccines for both humans and dogs 


o Organization of a functional multi-sectoral Local Rabies Prevention and Control 


Committee including budget for rabies 


o Enforcement of regulation on the treatment of bite victims by tandoks  


o Prohibition of the trade of dogs for dog meat 


o Allocation of funds for health promotion and communication campaign that includes 


reproduction and distribution of IEC materials and media air time  


 


 Health care providers at the local health unit are providing information through IPC, 
community assemblies and other available effective medium of communication on proper 
bite management and always refer bite victims to ABTCs for PEP 


 Health care providers in animal bite and treatment centers (ABTCs) and animal bite centers 
(ABCs) are complying with treatment protocols 


 Bite victims are practicing proper and immediate bite management 
o Immediate proper washing of bite wound/s with soap and water 
o Applying alcohol/povidone iodine and other antiseptic on the bite wound 
o Seeking immediate medical advice and treatment at the ABTC or ABC. 
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 All community stakeholders are supporting RA 9482  
o Identifying and reporting stray dogs to designated office/unit (MVAO, CVAO, 


barangay?) 
o Support implementation of campaigns on proper mass dog vaccination, including 


stray dogs. 
o Disseminating correct information on rabies (i.e., other GOs, media, church, PAWS, 


NGOs present in the area) 
 Dispel myths and misconceptions on rabies 
 LRPCC as target so that a multi-sectoral action can be implemented like the 


municipal, city and provincial veterinary and agriculture  
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Year 
Target Audience and 


Communication Objective  
Key Messages Strategies/ Activities Tools 


Locus of 


Responsibility 


2020-


2021 


Pet owners 


 To create awareness on 


the basic facts of rabies 


(about the disease, 


signs and symptoms 


and prevention) 


 To create awareness on 


their roles and 


responsibilities as dog 


owners in compliance 


to RA 9482 


 


 Basic facts on rabies 


 Importance of mass 


dog vaccination for 


dogs from 3 months 


old and yearly 


booster doses for 3 


years and while dog 


is alive 


 


 


 IEC development 


 Information 


dissemination and 


popularization of RA 


9482 through mass, 


social and non-


traditional media 


 


 


flyers, comics, 


posters, 


billboards, 


radio, plugs, 


social media- 


based vectors 


 


 


 


 NRPCP 


 HPCP 


Dog bite victim 


 To educate bite victims 


on the proper bite 


management (washing 


with soap and water; 


application of 


antiseptic; seeking 


immediate medical 


treatment) 


 


 Basic facts on rabies 


 Proper bite wound 


management 


 Continue and 


complete the 


prescribed 


vaccination dosages 


 


 IEC development 


 Information 


dissemination and 


popularization of RA 


9482 through mass, 


social and non-


traditional media 


 


 


flyers, comics, 


posters, 


billboards, 


radio, plugs, 


social media- 


based vectors 


 


 


 NRPCP 


 HPCP 


LGUs/LCEs/Barangay 


 To reiterate LGU roles 


and responsibilities in 


the implementation of 


RA 9482 and other 


 


 Basic facts on rabies 


 Proper 


implementation of 


mass dog 


 


 IEC development 


 Building Healthy Public 


Policy  


 


Advocacy kit 


Approved local 


ordinance/s 


 


 


 NRPCP 


 HPCP 


 LGU (PIO, 


MHO and 
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related laws (RA 8485 


and RA 7160) 


 To advocate for 


logistical support on the 


procurement of 


supplies and provision 


of services for human 


and animal rabies 


 To issue and implement 


additional ordinances 


which include 


organization of multi-


sectoral LRPCC,  dog 


rabies surveillance  


monitoring of dog 


movement in the area, 


implementation of 


mass dog vaccination 


and elimination of 


rabies in both animal 


and human population.  


vaccination should 


be conducted 


regularly at specified 


times 


 Active surveillance of 


rabies in dog 


population and 


monitoring of dog 


movement 


 Provision of booster 


doses every year 


(after mass dog 


vaccination) 


 Support to rabies 


elimination is good 


investment for 


health 


 


 Advocacy with DA and 


BAI on animal policy 


component 


 Strengthen partnership 


with Phil. Inter-agency 


Committee on 


Zoonosis (PhICZ) 


 Strengthen community 


action 


o Revitalize and/or 


organize the 


barangay rabies 


elimination team  


 Conduct of mass dog 


vaccination 


 Observance of World 


Rabies Day 


 


Mun or City 


Vet) 
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Year 
Target Audience and 


Communication Objective  
Key Messages Strategies/ Activities Tools 


Locus of 
Responsibility 


2022-
2023 


Health Care Providers (local 
health units)  
To  re-orient and update 
HCPs on rabies and the 
importance of: 


 providing proper 


bite wound 


management 


 recognizing what is 


the category the 


bite wound  


 immediate referral 


to ABTCs/ABCs 


 giving complete 


doses of rabies 


vaccines to dog bite 


victims  


 
 


 Rabies is a fatal 
disease/infection 
transmitted through 
an infected dog’s 
saliva 


 Rabies is a 
preventable disease 


 Dog bite victims 
should receive 
complete number 
and dosage of rabies 
vaccines 


 Biting animal should 
be confined through 
caging or leashing 
and observe for 14 
days for any change 
in behavior and signs 
of rabies. 


 
 


 Developing Personal 
Skills 


 Reorienting Health 
Services 


 


 
 
Updated 
training 
module 


 
 
NRPCP 


 


ABTC and ABC Provider 
To educate providers on 
the following: 


 Proper observation 
of warning signs 
and changes on 
bite victims 


 Schedule of PEP 


 
 


 Warning signs to 


watch out for in bite 


victim 


 
 


 Developing Personal 


Skills 


 Orientation 
o Reorienting 


Health Services 


 
 
Updated 
training 
modules  


 
 
NRPCP 
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 Need to  observe  
biting animal, take 
care  and keep 
them confined or 
leashed during 14 
days incubation 
period 


 Warning signs to 


watch out for in 


suspected dog 


 Continue and 


complete the 


prescribed 


vaccination dosages 


 


 


 


Community or general 
population 


 To be responsible 


pet owners. 


 To gain knowledge 


on the proper 


management of 


dog or any animal 


bite 


 To gain knowledge 


on how to manage 


the biting animal.  


 


 Basic information on 
Rabies as a disease, 
its prevention and 
control and 
elimination. 


 Basic information on 
proper management 
of human bite 
victims. 


 Basic information on 
how to 
manage/handle the 
biting animal. 


 
Development of materials 


 
Multi-media 
applicable to 
the population 
and area. 


 
NRPCP 
LGUs 
LRPCC 
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Year 
Target Audience and 


Communication Objective  
Key Messages Strategies/ Activities Tools 


Locus of 
Responsibility 


2022-
2023 


Other stakeholders 
 
Media  
To update media 
practitioners on rabies 
 
Church 
To update leaders on rabies 
and how the congregation 
can help remind 
followers/owners to be 
responsible pet owners 
 
Other GOs: 
To Advocate for support in 
the implementation of RA 
9482 as appropriate for the 
agency mandate (DENR, 
DILG, DepEd, PNP, AFP, etc) 


 
 
 


 Rabies is a fatal 
disease/infection 
transmitted through 
an infected dog’s 
saliva 


 


 Rabies is a 
preventable disease 


 
 
 
 
 
 
 
 
 
 
 


 
 
 


 Information dissemination 
on rabies 
o Popularization of RA 


9482 in various media  


o Integration in columns, 
programs, etc 


o Community-based 


health classes 


o Sponsorship of mass 
dog vaccination 
 Reminders of 


schedules on mass 
dog vaccination 


 Provision of other 
logistical support 
during mass dog 
vaccination (PNP and 
AFP K9 corps, etc) 


 Inclusion of level-
appropriate discussion 
of rabies in existing K-
12 school curriculum 
and teaching guides  


 
 
 


 Information 


kits 


 Strengtheni


ng 


community 


actions 


 
 
 


 
 
 


 NRPCP 


 HPCS 
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For 2017 to 2018, alongside the conduct of mass dog vaccination, the NPRCP will also focus its 


intensified Responsible Pet Ownership campaign and distribution of IEC efforts among GIDA 


areas where a greater number of people have limited access to information.  
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Year Target Audience and 
Communication 


Objective  


Key Messages Strategies/ Activities Tools Locus of Responsibility 


2024-
2025 


Pet owners 


 To sustain 
awareness and 
knowledge of their 
roles and 
responsibilities as 
dog owners in 
compliance to RA 
9482 


 


 Rabies is a fatal 
disease/infection 
transmitted 
through an infected 
dog’s saliva 


 Rabies is a 
preventable 
disease 


 To keep (my) pet 
rabies-free, booster 
doses are necessary 
every year  


 


 Information 
dissemination on 
rabies 


 Sustained 
popularization of RA 
9482 in various 
media pet owners 
have and can access 


 


 Reminder 


materials on 


booster 


shots for 


previously 


vaccinated 


dogs 


 


 NRPCP 


 HPCS 


 LGU 


(PIO/MHO/Mun/City 


Vet) 


 Politicians/LGUs 


 To sustain 
and/increase 
support to RA 9482 


 


 It is worth investing 
in rabies 
prevention. It 
safeguards the 
health of 
constituents and 
increases their 
economic 
productivity. 


 


 Information 
dissemination 
o Regularly provide 


updates, 
especially 
“progress” data on 
rabies 


 Sustain/continue 
Advocacy to support 
RA 9482 


 Sustain campaign on 
the benefits of 
supporting rabies 
prevention 


  


 NRPCP 


 HPCS 


LGU 
(PIO/MHO/Mun/City 
Vet) 
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 Documentation of 
best practices 


 Identify success 
stories and 
spokespersons to 
champion Rabies 
prevention with 
other LGUs 
o For areas with 


high index of 
cases, 
fund/support to 
strengthen ABTCs 
(ensure vaccines, 
supplies, etc) 


o Ensure that 
vaccines in ABTCs 
are provided FREE 


o For other areas, 
establish ABTCs 
and ensure 
availability of 
trained health 
providers and 
vaccines 


 Continue observance 
and celebration of 
World Rabies Day 
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Year 
Target Audience and 


Communication Objective  
Key Messages Strategies/ Activities Tools 


Locus of 
Responsibility 


2024-
2025 


   Monitoring and Review 


 Conduct external 
review on NRPCP 
policy, operations and 
implementation to 
determine: 
o Number of LGUs 


effectively 
implementing and 
supporting RA 
9842 


o Number dogs 
vaccinated for the 
first time 


o Number of dogs 
given booster shots 


o Number of stray 
dogs (and cats) 
newtered and 
spayed as part of 
animal population 
management and 
control 


o Number of ABTCs 
providing FREE 
vaccines and 
properly complying 
with PhilHealth 
claims policies 


  NRPCP 


 EB 


 HPCS 
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 Health Care Providers (local 
health units)  
To  update HCPs on new 
developments on rabies  
To refresh HCPs on the 
following: 


 importance of 


providing proper 


bite wound 


management 


 recognizing what is 


the category the 


bite wound  


 immediate referral 


to ABTCs/ABCs 


 giving complete 


doses of rabies 


vaccines to dog bite 


victims  


 


 Rabies is a fatal 
disease/infection 
transmitted through an 
infected dog’s saliva 


 Rabies is a preventable 
disease 


 Dog bite victims should 
receive complete 
number and dosage of 
rabies vaccines 


 Biting animal should be 
confined through caging 
or leashing and observe 
for 14 days for any 
change in behavior and 
signs of rabies. 


 


 Developing personal 
skills 


 Re-orientation of 
health services 


 Capability building 
o Conduct refresher 


course/s and 
updates on rabies 
prevention, 
treatment and 
management 


 
Updated 
training 
manuals 


 NRPCP 


 LGUs 
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Year 
Target Audience and 


Communication Objective  
Key Messages Strategies/ Activities Tools 


Locus of 
Responsibility 


2023-
2025 


ABTC and ABC Provider 
To sustain providers’ 
knowledge on the following: 


 Proper observation of 
warning signs and 
changes on bite victims 


 Schedule of PEP 


 Need to  observe  biting 
animal, take care  and 
keep them confined or 
leashed during 14 days 
incubation period 


 
 


 Warning signs to 


watch out for in bite 


victim 


 Warning signs to 


watch out for in 


suspected dog 


 Continue and 


complete the 


prescribed 


vaccination dosages 


 


 
 


 Developing 


Personal Skills 


(especially new 


ABTC and ABC 


personnel) 


 Orientation 
o Reorienting 


Health 
Services 


 


 
 
Updated 
training 
modules  


 
 
NRPCP 
LGUs 


 Community or general 
population 


 To reinforce knowledge 


and practice of 


responsible pet owners. 


 To practice proper 


management of dog or 


any animal bite 


 To practice proper 


management of the 


biting animal.  


 


 Basic information on 
Rabies as a disease, 
its prevention and 
control and 
elimination. 


 Basic information on 
proper management 
of human bite 
victims. 


 Basic information on 
how to 
manage/handle the 
biting animal. 


 
Development of 
materials 


 
Multi-media 
applicable to 
the population 
and area. 


 
NRPCP 
LGUs 
LRPCC 
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Chapter VI 
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ATION 


Monitoring and evaluation is needed to verify the progress of NRPCP at the municipal, provincial, 


regional and national levels e.g. to verify whether program guidelines, strategies and activities 


have been implemented as planned, to ensure accountability, and to detect any problems 


and/or constraints. This in turn can provide feedback to the relevant authorities for them to take 


remedial measures thus promote better planning through careful selection of strategies for 


future action. 


 


Under PIDSR, evaluation is a periodic review of the relevance, effectiveness and impact of 


activities in the context of surveillance and response systems.  


 


A program review is also an opportunity for the NRPCP to:  


 Identify possible areas for refinements 


 Determine if there is a need to redirect program  


 Determine possible next steps 


The complementary strategic campaign will likewise be part of the review to help the program 


determine: 


 awareness and knowledge levels of target audience  groups on RA 9842  


 number of pet owners who are voluntarily registering and having their 3-month old dogs 


(and cats) vaccinated for rabies  


 number of pet owners who present their pets for booster shots every year for the next three 


years and annually while the dog is alive 


 


  


CHAPTER VI: MONITORING AND 


EVALUATION 
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1. Logistics Management 
 


One of the components of a successful program like NRPCP is adequate supply of Tissue Culture 


Vaccine (TCV) and Rabies Immunoglobulin (RIG). Therefore, all ABTCs should have free and 


adequate supply of  human rabies vaccine to give the complete dose (until supply last) of TCV  to 


all animal bite cases but ensure completion of required number of doses including RIG to 


prevent  human rabies. The ABCs when procuring their own vaccines shall be required to follow 


the procurement guidelines as per AO 2018 - 0013. ABTCs augmenting their vaccines and the 


RIGS aside from the supplies delivered from the DOH procured supplies, shall likewise procure 


said vaccines and RIG following the same AO.  


 


Adverse Effects Following Immunization (AEFI) shall follow the procedures set by the EPI 


Program (For discussion with the EPI, EB, FDA). 


 


Supplies of TCV and RIG are procured annually by DOH following the procurement management 


system. Once the TCV and RIG are delivered, inspected by the Food and Drug Administration 


(FDA) and DOH inspection team, these will be allocated and distributed to the Department of 


Health Centers for Health Development (CHD)/Regional Offices (DOH RO) for distribution to the 


different provinces/CHOs/ABTCs on a quarterly basis, subject to availability of anti-rabies 


vaccine. All PHOs/CHOs/ABTCs must submit quarterly utilization and vaccine inventory report to 


the DOH. The local government units are encouraged to enact and strictly enforce ordinance/s 


relevant to rabies control and to provide fund allocation for anti-rabies vaccines for bite victims.   


 


These vaccines and RIG require cold chain management.  A cold chain is a temperature-


controlled supply chain which consists of uninterrupted series of storage and distribution 


activities. This aims to maintain a given temperature range (2-8◦C) to ensure the potency of 


vaccines and rabies immunoglobulins from the manufacturer to the person who will be 


administered with the vaccine and RIG. 
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1.1. Human Vaccine Requirements  


• Rabies vaccine needs for one course of intradermal regimen: 
 


 


Table 25:  Vaccine Need for Intradermal Regimen 


Vaccine Per Vial 
Intradermal 


Dose 


No. of ID 
doses per 


visit 


No. of doses 
per vial 


No. of 
Visits 


No. of Vials per 
patient for a full 


course of 
Intradermal 


administration 


Purified 
Verocell 
Rabies 
Vaccine  


0.5 ml 0.1 ml 2  doses 5 doses 4 2 


Purified 
Chick 
Embryo 
Vaccine 
(PCEC) 


1.0 ml 0.1 ml 2 doses 10 doses 4 1 


 


1.2. Computation of Human Rabies Vaccine using the Intradermal Regimen and  Rabies 
Exposure Category  


 


Computation of human rabies vaccine requirements at the national and regional 


level may be based on the number of Category II and III rabies exposures with 


consideration of the available resources from the national government and other 


sources.  


 


Estimated number of Category II and III exposures expected to require TCV: 


  


 


 


 


 


 


 


  


Total number of Cases of Rabies Exposures x                      


% of Category II and III Exposures                                          


(based on Program Annual Report) 


 


Number of Category II and III Exposures x                  


No. of Vials required for a full course                                              


of Intradermal Regimen 
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National Level   


 


FOR PVRV FOR PCEC 


No. Of ID doses required  No. Of ID doses required 


Cat II + Cat III = number of patients requiring 


TCVs/CCVs base on annual report base from 


previous year 


 


No. of patients requiring CCVs X 8 doses = total 


ID doses required for all patients 


 


Sample computation: 


 


1,000 Cat II + 1,500 Cat III = 2,500 


total number of patients requiring CCVs 


2,500 x 8 = 20,000 ID doses required for all 


patients 


Cat II + Cat III = number of patients 


requiring TCVs/CCVs base on annual 


report base from previous year 


 


No. of patients requiring CCVs X 8 doses = 


total ID doses required for all patients 


Sample computation: 


 


1,000 Cat II + 1,500 Cat III = 2,500 total 


number of patients requiring CCVs 


2,500 x 8 = 20,000 ID doses required for 


all patients 


No. Of vials required No. Of vials required 


Total ID doses / 5 ID per vial X 1.2* = total 
number of vials required 


*(.2 or 20% is the allowable wastage) 
 


Sample computation: 
 


20,000 ÷ 5 x 1.2 = 4,800 vials required 
 


Total ID doses / 10 ID per vial X 1.2* = 
total number of vials required 


*(.2 or 20% is the allowable wastage) 
 


Sample computation: 
 


20,000 ÷ 10 x 1.2 = 2,400 vials required 


 
1.3. Vaccine Requirements at the level of Animal Bite Treatment  Centers 


 


 Estimated number of Rabies Exposures per Year 


 


Computation of the cell culture vaccine for the Local Government Units (LGU) 


through the Animal Bite Treatment Centers may be based on the number of 


Category II and III rabies exposures with consideration of the available 


resources from the LGU and augmentation from the national government and 


other sources.  
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Estimated number of vials to be used by the number of patients per day. 


 


The number of patients with rabies exposures seeking anti-rabies vaccination 


per day could not be predicted. The risk of rabies infection as a consequence 


should prevail over wastage of vaccine. Unused doses of vaccine may be 


provided for pre-exposure prophylaxis of individuals within the area.  


 


The table below shows the estimated number of vials to be opened as based 


on the number of patients seeking PEP in one day (estimate based on <10 


patients/day only). 


 


Estimated Number of Vials to be Open Based                                          


   on the Number of Patients 


Number of 


patients per day 


Number of ID 


Doses 


Number of vials to be opened 


according to vaccine type 


PVRV PCEC 


1 2 1 1 


2 4 1 1 


3 6 2 1 


4 8 2 1 


5 10 2-3 1 -2 


6 12 3 2 


7 14 3 2 


8 16 4 2 


9 18 4 2 


10 20 4-5  2-3 


 
1.4. Vaccine Allocation 


 


The kind of vaccine (PVRV or PCEC) to be allocated to ABTCs must be based on the 


following factors: 


• Number of patients per day; and 
• Availability of the  vaccine in the local market 


  


Ideally, PCEC should not be given to small ABTCs (with 2 or less patients per day 


to avoid huge wastage rate (>60%.) PVRV can be given to both small and big 


ABTCs (with >3 patients per day) 
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1.5. Rabies Immunoglobulin  
 


Computation of the RIG yearly requirement may be based on the number of 


Category III rabies exposures with consideration of available resources from the 


national government, LGUs and other sources.  


Computation of Rabies Immunoglobulin Supply: 


COMPUTATION EXAMPLE:  For Equine Rabies 
Immunoglobulin 


Number of Category III Exposure x average 


number of vials of RIG per patient 


86,982 patients x 2* vials /patient (for a 
26-50 kg patient)     = 173,964 vials/year 


 


*No. of vials per patient depends upon the weight of patient. For patients < 25 kgs shall require 


(1) one vial; > 51 to 75kgs shall require (3) three vials; >75 shall require (4) four vials 


 


1.6. Animal Rabies Vaccine  
 


Computation of Animal Rabies Vaccine is based on 10:1 human: dog population 


ratio. Herd immunity when mass dog vaccination coverage of 70% is reached within 


a short period of time and yearly vaccination thereafter every two years.  


 


Number of animal rabies vaccine required: 


 


 


 


 


 


 


 


Example:  


National: 89 Million x 10% = 8.9 Million (Estimated dog population) 


8.9 Million x 70% coverage x 0.1 vial/dog = 623,000 vial 


 


 


 


 


 


 


Dog population x 70% coverage 


X 1 vial /10 dogs 


10% of human population or 70% 


x 1 vial / 10 dogs 
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1.7. Vaccine Wastage  
 


Wastage is defined as loss by use, decay, erosion or leakage or through 


wastefulness. Vaccine usage is defined as the proportion of vaccine issued and 


administered.  


 


          Vaccine Usage Rate =    Number of doses administered   x 100 


                     Number of doses supplied 


 


Vaccine wastage is the opposite of vaccine usage and is calculated as follows: 


 


Vaccine Wastage Rate = Number of doses supplied* - doses administered     


x 100 


       Number of doses supplied  


 


Example: 


 
Number of doses supplied: For 20 vials of PVRV: 


5 doses/vial x 20 doses :100 doses 
Number of doses administered:  86 doses 


 
Wastage Rate:       100-86        x 100   = 14% 


                              100 
 


*Doses supplied is calculated from stock records for a given time period by adding the 


starting balance of usable vaccine doses to new doses received during the period and 


subtracting the ending balance  


 


Some wastage is unavoidable. It is impossible to get all the doses in a multi-dose 


vial. A 1 ml-dose vial does not yield 10 doses for PCEC or a 0.5 ml vial does not yield 


5 doses for PVRV. 


 


In one day, one vial of vaccine could cover the (2) two ID doses of two patients for 


PVRV or (2) two ID doses of (4-5) four to five patients for PCECV in one visit. 


However, there are instances that a lesser number of patients come in one day to 


consume all the available doses of vials that have been opened within the day.  


 


Unused doses may be used for pre-exposure prophylaxis and may be counted as 


administered doses to minimize wastage.  
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Wastage rates higher than 20% may indicate problems such as poor stock  


management, cold chain failure ,incorrect mixing of freeze-dried vaccine and  


incorrect dosage.  


 


1.8. Physical Inventory  
 


A regular physical check ensures stock records, and accurate and complete running 


balances. Regular inspection should be done to check on damaged, expired, heat or cold-


exposed vaccines that need to be kept outside of the cold chain and clearly labelled 


“Damaged/expired vaccine – do not use”. 


 


An inventory report should be properly filled up and submitted to next higher 


administrative level every quarter. 


 


1.9. Minimum Requirement for ABTC /ABC 
 


1. Physical Set-up 


- Presence of Cold Chain Management  
Refrigerator with thermometer 


- Presence of Signage (outside/inside) 
             Waste Management, Segregation, Disposal 


- Flowcharts 


- Organizational Charts 


- Clinic Schedule 
2.  Manpower  


- DOH/CHD trained Medical Doctor 


- DOH/CHD trained Nurse 


- Only MD and RNs are authorized to provide vaccination 
                          3. Supplies  


     - vaccines, syringes, dressing kit, soap, IEC materials 
     - emergency drugs for adverse reaction, gloves 
     - reference copy of RA 9482, DO 2007-0610, Sanitation code, AO on animal bite  
        management  
4. Systems 


-Referral-2 way referral form 
- Recording and Reporting (1. Rabies Exposure Registry, PEP Card, Quarterly/Annual 


(Cohort, NRPCP Report Form, Human Rabies Report Form) 
                              5. Capability 
                                  - on Management of Animal Bites from DOH recognized training  


          


***see appendix 6: ABTC/ABC Assessment Tool 
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1.10. Responsibility of Cold Chain Manager 
 


 Monitor cold chain practices.  


 Ensure all vaccines and biologics are handled correctly and procedures are 
documented 


 Ensure that vaccines and biologics storage and handling protocols are up to date 


 Provide information to new immunization providers regarding storage and handling. 


 Ensure rescue and transport supplies (coolers, freezer packs, flashlight, protocols, 
etc.) are in close vicinity of the fridge.  


 Review the temperature log for vaccines and biologics weekly to ensure proper 
temperature recording.  


 Follow up on recommended actions following a cold chain failure. 


 Complete monthly inventory counts and checks. 


 Weekly refrigerator maintenance. 


 Annual thermometer or data logger maintenance. 
 
 


1.11. Animal Rabies Vaccines 
 


1.11.1 Introduction 
 
On major component of the Rabies Program is dog vaccination which is recognized as the 
most effective strategy to protect humans from rabies by cutting the infection at its source. 
There has been several mass vaccination strategy developed including ring vaccination 
covering 3 km radius from the areas with human and/or animal cases, north to south or vice 
versa and outer to inner vaccination. Whether what strategy is being employed, the ideal 
mass vaccination strategy should cover at least 70% of the total dog population and should 
be completed in shortest time possible or within a month. 


 
1.11.2 Estimating Dog Population 
 
The first step towards approximating the number of vaccines needed in an area is to 
estimate the dog population or attaining the actual dog count in that specific area.  Please 
see Chapter III, Part C for more information on this. 


 
 


1.11.3 Vaccine qualifications 
 
The animal rabies vaccines to be used during the mass dog vaccination must be 
inactivated, met the OIE criteria and must be registered to BAI to ensure quality. 
 
 
 







 
 


163 
 


National Rabies Prevention and Control Program 
Manual of Procedures 


1.11.4 Budget Resource 
 


Annually, the Department of Agriculture allots budget for the National Rabies 
Prevention and Control Program. This includes the budget for vaccine procurement 
and operating expenses for the program. 


 
Other LGUs have allotted budget to support the NRPCP. Budget may come from 20% 
development fund, 5% calamity fund and CSRs. 
 


1.11.5  Forecasting of vaccines 
 


International bidding 
 
Animal rabies vaccines are procured through the assistance of Bureau of 
International Health Cooperation and World Health Organization who then subjects 
the purchase request to the bidding process. Once the bidding process is done and 
quotation for vaccines are released, the WHO notifies the BAI for the amount of 
vaccines to be purchased based on the program budget. See Algorithm on Process 
of Forecasting Vaccines through International Bidding 


 
 


Local bidding 
Local procurement of vaccines is subjected to the bidding process set by the 
government. Once purchase request has been made, bidders may post quotations 
online through Philippine Government Electronic Procurement System (PhilGEPS). A 
contract is forged once a bidder is finally chosen. See Algorithm on Process of 
Forecasting Vaccines through Local Bidding 


 
1.11.6 Delivery Schedules of Procured Vaccines (Tranches) 


 
After transfer of payment has been made, through the assistance of Bureau of Import 
Services and Land bank of the Philippines, vaccines are delivered in tranches usually in 
March – in time for Rabies Awareness Month and September – in time for World Rabies 
Day (September 28). 


 
1.11.7 Allotment of Vaccines 


 
Vaccine allotment is primarily based on the estimated population, on an equal 
percentage basis. Special considerations are given to areas with most cases of human 
and animal rabies, known as high risk areas. If provided with a comprehensive 
vaccination plan, a Memorandum of Agreement signifying a full commitment of local 
chief executive, or a government-private project, vaccines may be given fully to support 
the program or mini projects. 
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1.11.8 Timely submission of utilization reports 
 
LGUs that liquidate and send their reports immediately are given opportunity to get 
more vaccines. 


 
 


1.11.9 Distribution of Vaccines 
 
            Vaccine allocation 
 


• Computed vaccine allocation per region will be released through the Regional Rabies 
Coordinator of each DA-RFO. The RRC will be responsible for the distribution of 
vaccines per province and city. 


• General requirements must be complied by the LGU before the release of vaccines. 
• For NCR Cities, the request and release of vaccines are made directly by the City 


Veterinarian in BAI. 
 
              Buffer stock 


 
A buffer stock is maintained by BAI every vaccine tranche delivery. This is utilized during 
an emergency situation, committed projects, and any situation that obligates the need 
for vaccine 


 
 


           Delivery of Vaccines to the Regions and LGUs 
 


Acquisition of vaccines can be made by directly getting the allotted or the requested 
vaccines at the Bureau of Animal Industry. Vaccines are released when transport box and 
coolants are provided. 
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In cases where the recipient is from a distant area, vaccines can be delivered through a 
courier or hired forwarders. However, payment for freight 
charges must be made by the requesting party. 
 


1.12 Cold Chain Management 
 


1.12.1 Stages of cold chain management 
 


Vaccine is the most important commodity in the 
implementation of the program. To guarantee good 
quality and effectiveness, vaccines must be handled 
carefully ensuring optimum temperature and 
conditions during transport and storage from the 
procurement up to the vaccination proper.  


 
 


1.12.2 Elements of effective cold chain management 
 


• A well trained staff or designated vaccine handler 
• Reliable storage and temperature monitoring  equipment 


o Vaccine refrigerator or bio-ref 
o Thermometer 
o Temperature record ledger 


• Accurate vaccine inventory 
 


Proper Vaccine Storage and Handling 
 


Animal rabies vaccines must be stored between 2° to 8° Centigrade. Precautions must be 
made regarding the stability of temperature. Temperature below 2°C and higher than 8°C 
or any fluctuations may destroy the vaccine potency and will result to losses. 
 
During the vaccination day, it is important that target population to be vaccinated is 
known so that enough vaccines are being prepared. Furthermore, vaccines can be 
transferred in small cold packs to increase portability, yet maintaining the optimum 
vaccine temperature. During vaccine withdrawal, it is better to utilized one bottle at a 
time. Once a vial of vaccine is opened, all of the vaccine must be used as recommended 
by the manufacturer. It is best to use the vaccine on the same day it is opened. 
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1.12.3 Managing remaining vaccines and waste disposal 
 


• All used needles and syringes should be placed in the safety box for correct and 
safe disposal. 


• All unused vaccine that has not been maintained at 2° C to 8° C and other sharps 
must be incinerated. 


• Any unopened vaccine in small cold box can be returned to the refrigerator if the 
temperature has been remained between 2° C  to 8° C  


• Any remaining vaccine should be returned to local storage & must be used the 
following day or within 24 hours, otherwise, it will be discarded. 


 
1.13 Reporting of Vaccine Utilization 


 
All reports (PhilAHIS or MS Excel and summary of vaccination report (see Summary of 
Vaccination Report form) up to the barangay/village level) from the LGUs (PVO and CVO) 
must be submitted to the DA-RFO through the RRC. RRC will collate all reports and a 
summary will be submitted to the BAI every quarter. 
 


Recording and Reporting 


Records are related information or evidences collected over a period of time. The 


availability of records is critical in the successful implementation of the program. These 


will make sure that patient’s data and management are monitored and appropriately 


documented.  


 


Reports are accounts of events, situations, or episodes. These are evidences of the 


efficiency and effectiveness of program implementation. Program reports can also be 


used as basis for planning and improvement of implementation.   


 


     Policies 
 


1.1. The NRPCP shall utilize the Rabies Exposure Registry and PEP Card as its official 


recording forms. 


1.2. Quarterly reports on animal bite cases, cohort analysis and Summary of Human 


Rabies shall be submitted by all levels to the DOH through channels. 


1.3. Recording and reporting shall be implemented at all ABTCs/ DOH recognized ABCs 


in the country 


1.4. Recording and reporting shall include all animal bite cases categorized according to 


NRPCP guidelines. 


1.5. The NRPCP shall adopt the official DOH recording and reporting system.  


1.6. Records and reports shall verify the accomplishment of the program. 
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2. Procedures 
2.1.  Rabies Exposure Registry 


  


The Rabies Exposure Registry is maintained at the ABTC/ DOH recognized ABC. It contains 


data on personal information, patient history of exposure, post-exposure prophylaxis, 


and previously immunized patients.  


 


 


 


 


 


 


 


 


 


The ABTC/ABC nurse fills up the registry as follows: 


2.1.1.1. Registration Number - chronologically assigned to each patient.  


2.1.1.2.        Registration Date- indicated the date of consultation. 


 


2.1.2. Under Personal Information 


a. Name of Patient- Write the family name followed by the first name 


and middle initial 


b. Address- state complete address, including landmarks or contact 


numbers (if available) 


c. Age- Patient’s completed age in years 


d. Sex- Write M for male and F for female 


 


2.1.2.1.        Under history of Exposure 


 Date-indicate the date when the patient was bitten. 


 Place- indicate the complete address where the patient was bitten. 


 Type of Animal- Write PD if Pet Dog; SD if Stray Dog owned or 


ownerless freely roaming the community; C if Cat; O if Other than 


those previously stated. 


 Type of Bite- Write B if Bite and NB if Non Bite to include all non-


biting rabies exposure like eating raw meat, splattering, kissing, etc. 


 Site- Indicate the body part/s bitten 


Form 3


Reporting Unit:_____________


Biting Category RIG


Animal Exposure Date Date Started Vaccine Used Route Yes No Started Sy/Sx Yes No


Rabies History


Signs and Symptoms


National Rabies Prevention and  Control Program
Department of Health


_____ Quarter/Annual


Human Rabies Reporting Form


Biting HistoryPatients Personal Data


Anti- Rabies Vaccination


Post Exposure Prophylaxis


InvestigatedPEP Completed
Name of Patient Age Sex Address* Where* When
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2.1.2.2.        Under Post Exposure Prophylaxis (PEP) Category of Exposure 


 Washing of Bite- Write Y if Yes or N if Not done 


 RIG - indicate the date when the RIG was given 


 Route- indicate the route of injection ( Write IM if Intramuscular or ID 


if Intradermal) 


 Brand- indicate the brand name of TCV/CCV given 


 Under  Tissue Culture Vaccine/CCV-indicate the date when the 


following doses was given 


 


 


Tissue Culture Vaccine (TCV) Date Dose was Given 


1st Dose  


2nd Dose  


3rd Dose  


4th Dose  


5th Dose  


 


Outcome  
 


Patients who receive either PrEP or PEP may be classified according to the following 


outcomes: 


 


Code Description 


Completed (C) Patient received at least day 0, 3 and 7 doses of PEP or day 0, 7 and 


21/28 of PrEP 


 


Incomplete (INC) Patient with less than 3 doses of either PEP or PrEP 


 


Died (D) Patient who died of whatever cause while undergoing PEP 


None  (N) Category II and III exposures who did not received any TCV dose 
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2.1.2.3. Status of Biting Animal 
 


After the 14th day of observation period, assess the status of the biting animal. Write 


A if Alive; D if the animal Died or L if the animal was not available for observation. 


 


2.1.2.4. Under Previously Immunized Patients 
 


 Day 0- indicate the date the dose was given 


 Day 3- indicate the date the dose was given 
 


2.1.2.5. Remarks- indicate other significant information if available. 
 


2.2. Flow of Reporting 


Regular reporting is crucial to better understanding and addressing rabies situations in the whole 
country, particularly in regions and provinces where rabies is endemic. It contributes to the 
provision of timely and appropriate actions to control the spread of infection, and safeguard 
both human and animal health. Through reports, rabies program implementers, particularly 
those in GIDAs are provided broader perspectives, timely feedback and relevant data.   


Data gathered from reports may be used for various analytical purposes, i.e., review of current 
strategies and activities; resource and budget allocation, progress and status of patients 
provided PEP, number of dogs (and other animals) vaccinated, etc. 


The timely submission of all reports would ensure data relevance and rapid response to 
emerging rabies situations. The NRPCP recommends that all rabies program personnel adhere to 
the reporting flow in the table below:  


Table 26: Flow and schedule of reporting from different units 


Responsible FLOW TIMELINE 


Program Manager 
DPCB-DOH 1st week of the 2nd month of 


the succeeding quarter 


Program Officer/Coordinator 
Regional Every 30th  following month of 


the quarter 


City/Provincial Coordinator 
City/Provincial  Every 20th following month of 


the quarter 


ABTC MD/nurses ABTC/ABC 
Every 2nd day of the 1st month 
of the succeeding quarter 


 
**** Partial report should be given every 15th day of the succeeding month of the following quarter 
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2.3. National Rabies Information System (NaRIS) 
 


To effectively implement all prevention and control interventions, the NRPCP requires 


reliable information on the incidence of rabies across the country. Reliable information is 


made even more crucial given the virulent nature of rabies – and the urgency to stop the 


spread of its infection. One of the ways by which the NRPCP is able to accomplish this is 


through the National Rabies Information System (NaRIS), a data collection mechanism 


designed for continuous and systematic collection, reporting and analysis of rabies data. 


 


NaRIS is a patient-based rabies program accessible to all stakeholders- DOH, DA, WHO, 


LGUs, RHUs, CHOs, ABTCs, NGOs, and the private sector- through the internet.  It facilitates 


data collection, aggregation, and utilization, and has the capacity to perform drug 


inventory. 


  


It is a standards-based website that was developed for 3 levels of users namely, the 


public, animal bite treatment center personnel, and managers/ decision makers.  


 


As an information portal, the public can access various information on rabies, i.e., first aid 


tips, locations of animal bite centers.  The public may also use it as a notification 


portal where any person can report a possible rabies case. 


 


Trained personnel from the reporting health facility will input patient-based data, ideally 


at the point of care. 


 


Decision makers can reference the NaRIS website to access data that are important to 


decision-making. 


 


The NRPCP office encourages that all ABTCs and ABCs use the NaRIS for reporting of 


animal bites. ABTCs and ABCs in geographically Isolated and disadvantaged areas (GIDAs) 


where internet access may be difficult, staff may continue to submit their manually-


encoded quarterly reports. 


 


It serves as the online bite and rabies registry and inventory card where trained animal  


bite treatment center personnel will input patient-based data ideally at the point of care.  


The website is a dashboard and database where decision-makers can easily retrieve data 


important for decision-making. 
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This project was initiated by the DOH Infectious Disease Office through funding from the 


Bill and Melinda Gates Foundation through the World Health Organization Philippines. 


 
2.4. Post Exposure Prophylaxis Card (PEP CARD) 


 


Each patient receiving post-exposure prophylaxis will be provided with a Post Exposure 


Prophylaxis Card (PEP Card). This will be properly the filled out by the ABTC/ABC Nurse 


based on the Rabies Exposure Registry data. The front page should clearly state the name 


and address of the ABTC/ABC. This can also be used as reference in cases of 


transfer/continuation of treatment and future management by other ABTC/ABC. 


 


2.5. Report of Animal Bites 
 


The Quarterly Report of Animal Bites will be filled out by the ABTC/ABC Nurse. The report 


on animal bite victims, which includes distribution of animal bite cases as to age, sex, 


geographic location, site of bite (lower or upper extremity, head/neck, trunk), category of 


exposure, vaccine and immunoglobulin use is submitted by the Animal Bite Treatment 


Centers to the Provincial and City Coordinators for consolidation and submission to  the 


Regional Rabies Coordinator on a quarterly and yearly basis for program analysis and 


submitted  to the National Rabies Prevention and Control Program Coordinator. 


 


 


 


2.6. Summary of Human Rabies 
 


The Summary of Human Rabies will be filled out by the Provincial/ City Medical or Nurse 


Coordinators. It provides information on patients’ personal data, biting history, pre 


exposure prophylaxis and rabies history of human deaths.  


 


Form 1- Accomplishment Report Form


Health Facility:____________________


Total


Pop


Male Female Total <15 >15 Total Cat I Cat II Cat III Total


TOTAL 0 0 0 0 0 0


PR (Prevalence Rate per million pop.)= (No. of rabies cases/Total pop) * 1 million


National Rabies Prevention and Control Program


Period Covered(Q/SM/A): ________________


Human Rabies


DEPARTMENT OF HEALTH


 Rabies and Bite Victim Report Form


Provinces/ 


Cities/ABTCs
AgeSex


Animal Bite Victims


 Category of Exposure
Dog Cat OthersNo. PR Total


Biting AnimalsPost-Exposure Treatment


TCV HRIG ERIG
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2.7. All reports for submission should be reviewed, analyzed and signed by the ABTC/ABC 
physician.  
 


One of the recent  measure in the implementation of the rabies  program is the data collection 


surveillance and diagnostics of human and dog populations an cases of animal rabies; 


establishment of a central database system for registered and vaccinated dogs to impound 


unregistered, stray and unvaccinated dogs; linked the National Rabies Information System 


(NaRIS) with the Philippines Animal Health Information System (PhilAHIS) to capture dog rabies 


data in order to maintain a One Health Approach. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Form 3


Reporting Unit:_____________


Biting Category RIG


Animal Exposure Date Date Started Vaccine Used Route Yes No Started Sy/Sx Yes No


Rabies History


Signs and Symptoms


National Rabies Prevention and  Control Program
Department of Health


_____ Quarter/Annual


Human Rabies Reporting Form


Biting HistoryPatients Personal Data


Anti- Rabies Vaccination


Post Exposure Prophylaxis


InvestigatedPEP Completed
Name of Patient Age Sex Address* Where* When
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3. Monitoring, Supervision and Evaluation 


 


Monitoring is the routine collection and tracking of key program data over time. Monitoring is a 
process that helps to identify problems early so that they can be corrected quickly. This requires 
that data be collected, compiled, and analyzed on a routine basis. Monitoring will provide 
information about the status and trends of the program that can help: 


 Assess whether the program is meeting its targets 


 Identify and improve problem areas in the implementation of NRPCP 


 Check records and reports  


 Ensure most effective and efficient use of resources 


Supervision is an essential management tool to ensure the ABTC/ABC staff carry out the 
program’s policies, standards, and procedures correctly, effectively, and efficiently. It is also an 
opportunity for supervisor to do the following: 


 Discuss with ABTC/ABC facility staff important issues related to the program; 


 Acknowledge and reinforce good performance; 


 Help ABTCs/ABCs  staff identify and correct inadequacies or weaknesses in its 


performance; 


 Give feedback and solicit ideas on how to improve program implementation; and 


 Provide mentoring to the ABTC/ABC staff. 


 Ensure compliance to DOH standards for certification 


While monitoring helps look at progress in indicators and helps in knowing if targets are reached, 
evaluation examines the process in greater depth and helps evaluators understand what the 
indicators are really telling. 


Evaluations are typically conducted at specific time periods (for example, at the end of the year), 
whereas monitoring happens on a daily, monthly, and quarterly basis. 


An evaluation of NRPCP will demonstrate how well the program has met the expected goals and 
targets. 
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3.1.  POLICIES 


• Monitoring of ABTC/ABC shall be done by Provincial /City/DOH NRPCP Coordinators every 


quarter. They shall see to it that ABTCs/ABCs follow the standards/directions and technical 


policies. 


• The Provincial/City/DOH/ DOH NRPCP Program Coordinators shall regularly conduct 


monitoring using the prescribed forms. They shall analyze data from quarterly reports  and 


provide feedback of findings with corresponding recommendations to the staff or authorities 


concerned. 


• Continuous advocacy efforts to secure commitment of LGUs to purchase anti rabies vaccine, 


RIG and other supplies and for the implementation of responsible pet ownership. 


 
 


3.2. PROCEDURES 


     Monitoring and Supervision Activities for ABTCs 


Identify which ABTC/ABC should be visited regularly based on results of previous monitoring 


and supervisory visits. Use the following guidelines for monitoring and supervisory visits: 


a. Verify records such as PEP cards and Rabies Exposure Registry for accuracy and 


completeness of data entries. 


b. For PEP card, randomly verify/inspect the card of patients whether schedule of next 


visits is written at the back of the card while actual date of visit/actual ARV 


administration are recorded inside the card. Should be consistent with the Rabies 


Exposure Registry Data. 


c. In the Rabies Exposure Registry, bites due to rats, rabbits, snakes and other reptiles, 


birds and other avian, insects and fish should not be included.   


d. Calculate completion rate of last quarter’s total number of registered cases. Verify 


reasons of non -completion of treatment. 


e. Observe ABTC/ABC staff administering ID dose and RIG infiltration if correct dose is 


given and procedures are done correctly. 


f. Observe ABTC/ABC staff  giving correct and relevant health education to the patients, 


g. Conduct interview ABTC staff and patients to ensure that guidelines are being 


observed. 


h. Conduct physical inventory of vaccines and other supplies including proper storage. 


i. Compute supplied/distributed drugs and the number of doses given and check the 


remaining doses/vials in the refrigerator. 


j. Coordinators/supervisors must share relevant information and recommendations 


arising from the visit in writing preferably in the supervisory logbook, with the 
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ABTC/ABC staff concerned. Courses of actions to address deficiencies or mistakes 


must be thoroughly discussed and solutions agreed upon by the 


supervisor/coordinator and staff. Make sure the issues and recommendations written 


have been addressed in the next visit. 


For areas declared as Rabies Free Zone, monitoring should include the following in order to 
sustain free rabies zone: 


 Activities  to be conducted to sustain rabies free zone  


 Use of a checklist and monitoring for assessment and evaluation 


 
The ABTC physician/nurse prepares, analyzes, and must submit the Quarterly report 
on Animal Bite Victims, Quarterly Report of Human Rabies Case, Quarterly Cohort 
Analysis and vaccine utilization report. 
 
Every ABTC/ABC must seek for certification to ensure that quality rabies exposures 
management services is implemented in both public (Animal Bite Treatment 
Centers) and private (Animal Bite Centers)  facilities. The certification provides an 
assurance to all animal bite cases that these facilities are capable of providing 
quality, safe, affordable and effective rabies exposures prophylaxis services. 
Furthermore, certification ensures standardization of the provision of bite 
exposures management and treatment services through a uniform set of standards.  
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SAMPLE MONITORING TOOLS USED BY REGION 6 AND Region 4B 


 


 


Republic of the Philippines 


Regional Office VI 


Department of Health 


Q. Abeto St., Mandurriao, Iloilo City 


 


 


RABIES PREVENTION AND CONTROL PROGRAM 


Monitoring Checklist 


 


Province: 


City / Municipality: 


Date: 


 


Parameters Y


e


s 


N


o 


Remarks 


I. Animal Bite Treatment Centers 


1. With trained staff 


2. With available vaccines 


3. Intradermal technique used 


4. Guidelines for Animal Bite Management (AO 164) 


available 


5. With designated space identified by a signage 


6. Cold chain management in place (with alternative plan 


in case of brownouts) 


   


II. Provincial / City / Municipal Ordinance 


1. Functional Rabies Control Committee 


a. Regular meetings 


b. With ordinances / resolutions passed 


2. With dog pound 


3. With dog vaccination center / dog vaccination done in 


the area 


4. Registration of dogs done 


5. Includes dog owners liability 


6. With stray dog control 


7. Functional Brgy. Rabies Brigade 
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8. Above provisions enforced (if yes, pls. indicate 


corresponding no.) 


III. Budget for Rabies Control 


1. Included in the Animal Development Plan 


2. With specific funding scheme 


   


IV. Response to Reported Human Rabies Cases 


1. Surveillance System 


a. Case investigation of human rabies cases 


b. Contact tracing 


2. Vaccination of high risk contacts 


3. Dog vaccination in the area (15 km radius) 


4. Household and community education 


   


Parameters Yes No Remarks 


V. Referral System 


1. Referral slips from ABTCs / RHUs filed 


2. Referral slips from referred hospitals / RHUs files 


   


VI. Recording / Reporting System 


 Reports filed and submitted 


1. Quarterly reports 


2. Case Investigation Reports 


3. Annual records 


   


VII. Advocacy 


1. Agenda in LHB meetings 


2. Agenda in ILHZ meetings 


3. Orientation – League of Mayors 


4. Tri-media campaign 


5. Celebration of Rabies Awareness Month 


6. Multi-sectoral advocacy 


7. Others 


   


 


Comments / Suggestions: ________________________________________________________ 


      
Submitted by:           Noted by: 


 


 


   


Rabies Coordinator     PHO/CHO/MHO/COH 
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Republic of the Philippines 


Department of Health 


REGIONAL OFFICE IV- MIMAROPA 


QMMC Compound Project 4, Quezon City 


 


MONITORING TOOL 


NATIONAL RABIES PREVENTION AND CONTROL PROGRAM 


 


Name : _________________________________________________ 
Facility :  ________________________________________________ 
Municipality / Province :  ___________________________________   
Date of Monitoring : _______________________________________ 
 


I. Efficiency of PEP Coverage 


 


Percentage of PEP 
given to date  


 


Cohort report of PEP 
Coverage to date 


 


No. of reported rabies 
patient to date 


 


 


II. Cleanliness, Orderliness and Infection Control 


 


CRITERIA YES NO 


Clean and health-promoting 
environment is maintained within and 
outside the premise 


  


Adequate clean water is available for 
wound washing 


  


General and infectious waste 
appropriately segregated, handled and 
disposed  
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III. Rabies Program Policies and Vaccine Storage 


 


CRITERIA YES NO 


Trained physician and/or nurse on duty 
at the facility 


  


RER and PEP card adequately and 
accurately filled up 


  


Medical record of patients available 
and filled-up appropriately 


  


Quarterly reports of human and animal 
bite cases recorded and updated 


  


Rabies education and management 
advised 


  


Defaulters logged in a separate 
logbook, follow-up system in place 


  


Referral system to other ABCs/ABTCs 
(should services are not available) 
effectively implemented  


  


Passive and active ARVs available for 
patient administration 


  


Vaccines adequately stored in a 
temperature-regulated environment 


  


Vaccine contingency plan available in 
case of power interruption 


  


 


IV. Social Mobilization/IEC 


 


IEC Activities Conducted 


 Places of Conduct 


 Dates of Conduct 


 No. of Participants 


 


IEC Materials Given 


 Type of IEC Materials given 


 No. of IEC materials given 


 


 


Other Findings :  


 


 


 


Monitored by :      Facility Staff/Chief :  
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3.3. Capability Building 
 


3.3.1. Human Capability Building 


Training health care personnel as well as allied health professionals on the importance of 


proper management and treatment of animal bite wounds is essential in preventing and 


containing the spread of rabies; and most importantly, saving the lives of victims.  


As health care standards and medicine continue to grow, rabies responders have the 


duty to be apprised and keep up with the times. They are, after all the first to meet a 


possible rabies patient, so it is important that they are knowledgeable and up to date on 


rabies protocol. Those that have been previously trained may do well to have a refresher 


course, as there have been changes on clinical management and treatment of rabies. 


Similarly, there are updates in medical technology, providing healthcare professionals 


from both the public and private sectors with new or additional materials that they may 


need on a daily basis. 


For human health, The DOH, through the NRPCP, will provide training on the clinical 


protocols and other equally-important and relevant components. Human rabies data 


management; information, communication and advocacy; logistics and capability building 


needs will be handled by the respective DOH unit (i.e., data management by the EB; 


health promotion and advocacy by the HPCS, etc). 


Laboratory capability will be handled by the RITM. 


       1. ABTCs 


2. NARIS 


3. Rabies Prevention Control Module 


  a. for Health Providers 


  b. for Community Health Workers / Volunteers 


Note: GARC Rabies Educators Certificate (E-Learning) Course to be reviewed by 
NRPCP and Health Promo for possible roll out to BHW’s and non-medical 
implementers. 
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4. Laboratory 


The DA-BAI and their agencies will handle training on animal health. 


B. Animal Capability Building 


1. Laboratory Training for Vets 


  a. Continuing Medical Education 


2. Dog Catchers and Vaccinators 


C. Other Stakeholders 


1. Broadcasters/ Media/ Tri-Media (Orientation) 


 


                        Supporting Policies – Responsible Pet Ownership 


1. RA9482 


2. Department Orders/ Memo / AO/ Circulars 


3. Local ordinances 


4. Quarantine Policies 
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CHAPTER VII 


MYTHS AND CONCEPTIONS 
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Despite progress on medical research and the national government’s efforts on rabies  


prevention and control, many Filipinos still believe in the myths and misconceptions and 


follow old remedies that are ineffective. Myths abound, false beliefs continue and 


inappropriate practices on dog/bite wound management persist in many parts of the 


country. These include making the bite wound bleed profusely; applying garlic directly on the 


wound and opening up the wound to further facilitate bleeding. It is believed that making the 


wound bleed more helps remove the rabies virus.  


More often, a tandok is called on to perform the task of removing rabies from the wound. 


The tandok scorches the antler of a deer and places this over the wound. It is believed that if 


the horn sticks, the patient is infected with rabies. The wound is then packed with garlic to stop 


the infection and kill the disease. 


Prevalent attitudes and malpractices like these could actually cause more harm and worsen the 


wound and the bite victim’s condition. These practices are followed by many people for a long 


time and are perpetuated to next generations; thus hampering the right health seeking behaviors 


for rabies (and animal bite wounds). 


 


Tandoks have also been long sought for their folk knowledge and are considered by the people as 


the better alternative to obtaining premium priced anti-rabies vaccines. Another reason why far-


flung communities seek traditional or alternative measures is their distance from health facilities.  


Many still lack access to hospitals because of distance and transportation costs. 


 


The NRPCP has intensified its efforts in strengthening further their rabies prevention efforts 


through health promotion campaigns and information, education and communication (IEC) 


activities. 


 


 


 


 


 


CHAPTER VII: Myths and Misconceptions 
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The following table shows other myths and misconception on rabies, a very misunderstood fatal 


disease. 


 


MYTHS AND FACTS ON RABIES 


MYTHS FACTS 


The public health 
significance of rabies is 
related to the number of 
cases in an area. 


Rabies is of public health importance because of the high 
mortality rate, which is 100% when people have no natural 
resistance to rabies. Fortunately, humans have a relatively lower 
susceptibility to the rabies virus compared with other hosts. 


Only one rabies virus is 
known to cause the 
disease. 
  


No, because rabies-related viruses belonging to the genus 
Lyssavirus can all cause rabies-like disease. Rabies-related viruses 
include Mokola virus, Lagos bat virus and Duvenhage virus in 
Africa, European bat viruses 1 and 2, and Australian bat 
lyssavirus. 


Rabies is only transmitted 
by the bite of an animal. 


Rabies can be transmitted through a wound or broken skin when 
in contact with the saliva of a rabid animal, e.g. even when there 
is saliva on an animal’s claw when it scratches a victim’s skin. 
Airborne rabies transmission can also occur in rabid bat caves. 


Human rabies is only 
transmitted by dogs. 
  


The dog is the major carrier of rabies in the urban setting. Rarely, 
rabies virus is transmitted by cats. In the countryside, people are 
at risk of contracting rabies when in contact with rabid wild 
animals such as foxes and jackals.  Although extremely rare, it is 
possible for the rabies virus to be transmitted from rabies-
infected livestock, such as cattle, to humans. 


There are no 
asymptomatic carriers of 
rabies. 


A small percentage (5%) of rabies-infected dogs remain 
asymptomatic carriers. There can also be cases where the rabies 
virus is present in tonsils and absent in the central nervous 
system (CNS). 


Human rabies is 
transmitted by stray dogs. 


In general, rabies can be transmitted to humans by unvaccinated 
stray and also domesticated dogs. 


‘Do not worry; the dog has 
had its shots. It has no 
rabies.’ 


This is true ONLY if the dog has had a booster shot. 


Only rabid dogs froth at 
the mouth. 
  


a) Not necessarily. Dogs can be affected by two forms of rabies, 
the furious form and the paralytic form. In the latter form, 
because of jaw muscle paralysis the dog’s tongue hangs out of its 
mouth and it experiences excessive salivation. Paralytic rabies 
occurs in approximately 20% of rabid dog cases. Consequently, in 
80% of rabies no sialorrhea is present. 
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b) Frothing at the mouth may also be a symptom of conditions 
that are more common than rabies, such as  canine distemper, 
coccidiosis, helminthiasis, ticks, etc. 


If a dog bites, it means 
that it is infected by rabies. 
  


a) A dog with the furious stage of rabies can act in that manner. 
Initially, a dog with furious rabies snaps at strangers. As the 
rabies progresses, the infected dog bites at inanimate objects, 
such as tires and chairs. If a furious-phase dog escapes, it will run 
long distances, snapping at any creature that it encounters, 
before it enters the final paralytic stage and dies. 
b) Even a healthy dog bites but there is always some reason for 
the biting, i.e. it is normal for a dog to bite a person who steps on 
its tail or a stranger who pats its head. In contrast, a rabid dog 
bites for NO REASON at all. 


A friendly dog is not 
infected by rabies. 
  


a) During the incubation period of rabies, a dog can act in a 
friendly or aggressive manner, depending on its character and 
training 
b) In the early clinical stage of rabies, dog behavior shifts: a 
previously aggressive dog can behave in a friendly way, whereas 
a previously sociable dog can react aggressively. 


Rabies post-exposure 
prophylaxis (PEP) shots are 
very painful. 


This was true in the past, when rabies PEP shots were given by 
large-circumference needles through the abdominal wall, which 
is a very tender area. Now, in adults, rabies PEP shots are 
administered intradermally or intramuscularly in the deltoid 
area. In children, shots can also be administered in the 
anterolateral aspect of thigh. 


Rabies post-exposure 
prophylaxis (PEP) consists 
only of an injection of 
rabies immunoglobulin 
(RIG).  


Rabies immunoglobulin (RIG) is infiltrated around and into the 
wounds to achieve passive immunization aimed at neutralizing 
the rabies virus. RIG is ALWAYS followed by the administration of 
vaccine (active immunization).  


First aid is not helpful for 
those who have been 
bitten or scratched by an 
animal suspected of 
having rabies. This is the 
reason why they should 
immediately go to the 
nearest bite center or 
health facility. 


It is necessary to clean the animal bite wound promptly and 
thoroughly. The wound and surrounding tissue should be flushed 
with a strong stream of water and washed well using soap or 
detergent for at least 10 minutes. Virucidal disinfectant 
(povidone iodine) should be applied carefully under skin flaps. 
Then the animal bite patient should immediately go to the 
nearest bite center or health facility so that rabies 
immunoglobulin (RIG) can be infiltrated around and into the 
wounds, if needed, and PEP can be administered.  


Any animal that has bitten 
humans should be killed 


Any canine or wild host of rabies that has bitten humans or other 
domestic animals must be kept under quarantine or killed 
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because of the danger of 
rabies. 
  


humanely. If kept under quarantine, the suspected rabid animal 
should be observed for a reasonable period of time, usually 14 
days. If killed, the intact head of the suspected rabid animal 
should be submitted for necropsy and examination to check for 
the presence of rabies virus in the brain tissues. 


There is a fixed 
observation period for 
suspected rabies hosts 
that have bitten humans 
or other hosts. 
  


No, because the observation period of suspected rabies hosts is 
related to when the virus made it into the saliva during the pre-
symptomatic phase. Thus it depends on the species of rabies 
animal host. Canine hosts excrete the virus in their saliva 3-14 
days prior to the appearance of symptoms, depending on the 
infectious dose and viral strain.  Consequently, an observation 
period of up to 2 weeks for suspected rabid dogs could be 
recommended. 


Rabies vaccines for 
animals are only 
injectable.  


There are also oral rabies vaccines for animals. In rabies 
enzoonotic areas, vaccines are incorporated into edible baits to 
vaccinate dogs and wild hosts such as foxes and jackals. 


Only dogs carry the rabies 
virus. 


Dogs AND other animals can carry the virus. ANY mammal can 
spread the rabies virus. In the Philippines, the most common 
source of infection is stray, unvaccinated dogs. Cats and livestock 
such as cows, goats, horses and carabaos can pass it on as well. 
Wild animals like bats and monkeys are known to also potentially 
be infected  with the rabies virus. 


Rabies is not fatal to 
humans. 


Rabies is nearly always fatal to humans if immediate treatment is 
not given within 24-48 hours after being bitten or 
scratched. Shots can be administered to prevent the rabies virus 
from infecting the bitten or scratched person. One shot is called 
“rabies immunoglobulin” to prevent the virus from infecting the 
person, and the other is a series of vaccines to produce 
antibodies and fight the virus.  


A person does not need 
first aid when he is bitten 
or scratched by a rabid 
animal. 


First aid is a MUST. The wound must be immediately and 
thoroughly cleaned with soap and generous amounts of water 
for at least 10 minutes to help wash the virus away. Then the 
person must be brought to the nearest bite center or health 
facility. 


“Tandok” is enough 
treatment when a person 
is bitten or scratched by a 
rabid animal. 


Patients who received “tandok” died either from 
rabies or tetanus. Tandok is a form of folk medicine used by 
traditional healers. A deer horn is placed over the wound, 
believing that it sucks out the virus. All victims should be seen by 
a doctor so they are given immediate and proper medical 
treatment. 



http://www.cdc.gov/rabies/exposure/animals/index.html

http://www.cdc.gov/rabies/exposure/animals/index.html

http://www.doh.gov.ph/rabies/introduction.htm#Philippines

http://www.mayoclinic.com/health/rabies/DS00484/DSECTION=treatments-and-drugs

http://medical-dictionary.thefreedictionary.com/rabies+immune+globulin

http://www.doh.gov.ph/faq/show/451.html#q_1362

http://www.doh.gov.ph/faq/show/451.html#q_1362

http://health.wikipilipinas.org/index.php?title=Tetano
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If I’m unsure I was bitten 
or scratched, I shouldn’t 
worry. 


 


Never assume you weren’t bitten or scratched. This can happen 
in cases when the person is asleep. Perhaps a dog or cat entered 
or bat flew into the room, which could bite or scratched a person 
without waking him up. Children or those with disabilities who 
are unable to communicate should also be checked. 


An animal that is 
suspected of rabies should 
be shot in the head. 


The animal should be captured and contained if it’s not seen to 
cause more injury. It should then be brought to the laboratory 
and be tested for the virus. 


If I’m okay a few hours 
after I’m bitten, I don’t 
have rabies. 


Symptoms of having the disease manifest very late, often days 
before death. This is why if there’s a chance that you may have 
contracted the virus, immediate medical treatment needs to be 
sought. 


Rabies can be spread 
through feces or blood. 


Rabies is NOT transmitted through the blood, urine, or feces of 
an infected animal, nor is it spread airborne through the open 
environment. Saliva provides the primary transmission medium 
when the animal is in the clinical stage of rabies. For the rabies 
virus to get to the salivary glands, it has to travel first from the 
site of entry (usually a bite wound) through the animal’s nervous 
system, then to the brain. This is what causes most rabid animals 
to exhibit abnormal behaviors, depending on what part of the 
brain is infected. Finally, the virus travels to the salivary glands 
during the terminal stage of rabies, prior to death. It is this later 
stage of rabies when an animal is most infectious because the 
virus is in the saliva. 


 


 


 


 


 


 


 


 


 


 


 







 
 


189 
 


National Rabies Prevention and Control Program 
Manual of Procedures 


 


 


 







 
 


190 
 


National Rabies Prevention and Control Program 
Manual of Procedures 


 


 


 


Appendix 







 
 


191 
 


National Rabies Prevention and Control Program 
Manual of Procedures 


 


 







 
 


192 
 


National Rabies Prevention and Control Program 
Manual of Procedures 


 


Appendix 1 


 


Primary Bite Trauma and Severity 


Factors that can contribute to the severity of animal bite wound(s)  


a. Species of animal 


 Canine teeth can create cutting and crushing damage to tissues 


 Needle-like dentition of cats leave discreet puncture wounds. 
 


b. Age/size of victim 


Children are more likely than teenagers and adults to sustain bite injuries that require medical 
attention.  


Children less than or equal to 14 years of age comprised 30% of bite related emergency 
department visits (CDC 2003). 


Because of the smaller stature, children are more likely to suffer bites to the head and face (Lung 
2005; Harris 1974; Daniels 2009).  


Injuries to the head and face represented nearly two-thirds of bite injuries among children aged 
<4 years in one study (CDC 2003) and nearly three-quarters of bite injuries among children aged 0 
to 9 years in another (Weiss 1998). 


c. Number of animals 


Most animal bites are bitten by a single animal only. 


Unusual circumstances such as persons attempting to intervene in a fight between two or more 
dogs might increase their vulnerability to bites from multiple animals. 


Communication cues operational between dogs during normal circumstances are often ignored 
during a fight, animals may persist in frenzied biting behaviour and inflict more bites per animal 
than would occur in an altercation between a single dog and the human victim. 


d. Behavior 
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A fearful or aggressive dog is unlikely to back down if its initial aggressive threats are challenged 
with reflected aggression. 


A person who responds to canine aggression in a dominant, violent and loud manner rather than 
assuming a calm and submissive posture, is more likely to sustain multiple wounds as the dog 
persists in its attack. 


 


Appendix  2 


Secondary Complications and adverse health Events 


Factors associated with bite wound complications include: 


a. Species of animal 


Wound infections are frequently observed in bites from cats (28% to 80%) than from dogs (3% to 


18%) (Douglas 1975; Rhea 2014) 


Deep puncture wounds resulting from cat bites are superficially less severe than the typical 


crushing wounds from dog bites, but are also less amenable to thorough cleansing, irrigation and 


debridement rendering them more vulnerable to infection. 


The period from infliction of the bite to the first symptoms of infection is shorter (7-18 hours) for 


cat bites compared to dog bites (12-48 hours) (Talan 1999) 


Cat bites are more frequently associated with severe systemic sequelae such as: 


• Meningitis 


• Osteomyelitis 


• Endocarditis 


• Septic arthritis 


• Septic shock 


 


b. Tissue Trauma 


Dog bites that create dead space-- whether from lacerations or puncture wounds--were nearly 


three times as likely to be infected (32%) as similar wounds that did not create dead space (11%) 


(Myers 2008). 


c. Anatomic location 


Bites to the hands are more susceptible to infection due to the proximity to the skin of underlying 
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bones, joints and tendons (Smith 2000, Brook 1989, Thomas 2011). 


Bites over or near joint can lead to osteomyelitis and septic arthritis. 


Bites to the cranium may result in infections or abscesses in the brain or supporting structures. 


Wounds and resultant scars to the face are more likely to be considered “disfiguring” than similar 


wounds to the trunk or extremities. 


d. Health of bite victim 


Pre-existing conditions that may precipitate complications and sequelae of animal bites: 


• Elderly 


• Immunosuppressed  


• Have sub-optimal hepatic or splenic function 


• Diabetes 


• Cardiovascular disease 


 


The above conditions may also complicate the therapeutic options available to treat the sequelae.  


e. Timeliness and appropriateness of medical attention  


Immediate wound care can significantly reduce the chances of secondary infection, loss of 


devitalized tissue, and irreparable disfigurement. 


Persons who delay seeking medical attention until later (>12 hours after incident) are more likely 


to already be experiencing symptoms and signs of infection or neuromuscular damage, often from 


grossly less significant wounds. 
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 Appendix 3: Infection 


Chief medical concern of animal bites is infection. 


Studies have identified contamination with potentially pathogenic bacteria in > 85% of fresh bite 


wounds, however only 15-20 % of bite wounds develop frank infection (Goldstein 1992). 


a. Bacterial infection 


Pasteurella spp. are the most common microbial isolates from infected bites, occurring in more 


than 75% of cat bites (P. Multocida ssp multocida and ssp septica) and approximately 50% of dog 


bites (P. canis) (Talan 1999). 


Anaerobic bacteria recovered in 75% of infected dog and cat bite wounds (Brook 1987; talan 


1999): 


• Porphyromonas spp. 


• Fusobacterium 


• Bacteroides 


• Prevotella 
 


Possible infections from cat and dog bite complications (Goldstein 1989; Luchansky 2003): 


• Cellulitis (develops rapidly, often within 24 hours) 


• Abscess formation 


• Osteomyelitis 


• Septic arthritis 


• Endocarditis 


• Meningitis 


• Sepsis 


Bacteria most commonly isolated from horse, pig and primate bite wounds: 


• Staphylococcus 


• Streptococcus 


• Enterococcus 


• Neisseria 


 


Bacterial pathogens found in oral cavity of terrestrial reptiles: 


• Pseudomonas aeruginosa 


• Proteus spp. 


• Coagulase negative staphylococci 
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• Salmonella groups IIa and IIIb 


• Clostridium spp. 
Bacterial pathogens from bites of fish and aquatic reptiles: 


• Vibrio 


• Aeromonas spp 
 


Bartonella henselae is the causative agent of cat scratch disease, which can follow a bite or scratch 


from a cat. It does not cause obvious illness in cats, and up to half of domestic cats carry the 


organism at some point in their lives, usually as kittens. 


Manifestations of cat scratch disease: 


• Regional lymphadenitis 


• Systemic infections like osteomyelitis and encephalopathy can occur particularly in 


immunocompromised individuals 


 


Clostridium tetani, causing tetanus, is a concern for contamination of any wound, including animal 


bites. 


A person protected against tetanus and does not require a tetanus-toxoid containing vaccine: 


• If he/she has had a primary series of 3 previous immunization with tetanus toxoid (Td) 


or tetanus-diphtheria-acellular pertussis (Tdap) vaccine, 


• with the last dose or the last booster within the last 5 years 


 


Person who has completed the 3-dose series but the last vaccine or booster was >5 years ago 


should receive a booster dose. 


Person whose primary tetanus immunization is unknown or incomplete should receive the full 3-


dose primary tetanus vaccination series. 


Person whose primary tetanus immunization history is unknown or incomplete should receive 


tetanus immune globulin (TIG), in addition to the 3-dose primary series if wound is: 


• particularly large 


• penetrates into muscle 


• is dirty 


• or results in visible devitalized tissue, (CDC 2006). 
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Capnocytophaga canimorsus is part of the normal canine oral flora, can contribute to severe 
systemic infections such as: (Lion et al 1996) 


• Sepsis 


• Septic arthritis 


• Meningitis 


• Endocarditis 


• Renal failure 


• DIC 


• Cutaneous manifestations (maculopapular, petechial or ecchymotic  
 rashes) 


• Cellulitis, necrotizing eschar and gangrene can lead to amputation of  
 digits/limbs 


 
Up to a third of infection due to Capnocytophaga canimorsus may be fatal despite the organism’s 
susceptibility to penicillins, fluoroquinolones and cephalosporins. 
Apparent risk factors for Capnocytophaga canimorsus systemic infection: 


• Liver disease 


• Asplenism 


• Immunocompromising disease or pharmacotherapy 


• Advanced age 
 
Rodent bites can also lead to bacterial infection.  
Streptobacillus moniliformis (less commonly Spirillum minus) is the cause of ratbite fever--a rare 
acute illness, most commonly associated with bites from laboratory or pet rats, is characterized 
by: 


• Fever 


• Chills 


• Myalgia 


• Recurrent arthralgia/arthritis 


• Maculopapular rash 
 
 
 
Severe manifestations include: 


• Endocarditis 


• Meningitis 


• Sepsis 


• Death (10% of untreated patients) 
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Appendix 4: VIRAL INFECTION 


Rabies is the chief viral pathogen of concern in bites from a mammal, but other viruses can be 


transmitted in bites from selected species. 


Lymphocytic choriomeningitis virus is found in many rodents, most commonly house mice, ans 


transmitted to humans through direct contact, infected aerosols, or bites. Infected rodents are 


asymptomatic but in humans the virus causes: 


• Fever 


• Headache 


• Myalgia 


• Meningitis or meningoencephalitis in rare instances 


 


Cercopithecine herpesvirus 1, also known as B virus or Herpesvirus simiae, is a herpes virus. 


The prevalence of B virus infection is low among immature macaques, but approaches 90% or 


higher among sexually active adults (Holmes 1995). 


 


Humans who have direct contact with monkeys can be infected with B virus. Bites and scratches 


are most common, but other contact with tissues and secretions can effect transmission.  


Infected person with B virus experience the ff 1-3 weeks after the incident: 


• Vesicular lesions and abnormal sensation at the bite site 


• Fever 


• Headache 


• Fatigue 


More severe systemic symptoms include: 


• Lymphadenitis 


• Nausea and vomiting 


• Abdominal pain 


• Spread of virus to CNS leads to increased sensitivity to stimuli, uncoordinated 


movements, double vision, agitation and ascending flaccid paralysis, 


contributing to fatal respiratory paralysis 
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Appendix 5: PRACTICAL STEPS IN DESIGNING A COMMUNICATION PLAN 
 


2.1. Define the problem. Identify the communication barriers gaps between the existing and 
desired behaviours of the target group. Identify the factors that caused the gap. It can be a 
problem in knowledge/information, skill, attitude or resource. Problem identification 
methods include observation, Knowledge Attitude  Practice and Behaviour (KAPB) surveys, 
group discussions, analysis of records, results of tests and special studies; 
 


 
2.2. Formulate communication objectives. Objectives are goals to aim for or desire to achieve 


within a time limit through the use of strategies and resources. It is important to have a 
clear idea of the health program to be communicated and the action to be taken by the 
identified target audiences; 
 


2.3. Identify/Analyze and segment the audience.  It is very important to know the target 
audience and study their needs, interests and level of comprehension;   
 


2.4. Identify strategies and activities 
 
The template below may be used as guide and reference in adapting the national health 
promo and communications plan: 
  


Year 
Target Audience and 


Communication 
Objective  


Key Messages 
Strategies/ 
Activities 


Tools 
Locus of 


Responsibility 


      


      


      


      


      


 
Program planners and implementers at the local level are encouraged to develop their own 
health promotion and communication plan according to the socio-cultural context of the 
local situation to increase chances of messages to be better understood and accepted; and 
hopefully being practiced. 
 


2.5. Design effective messages. A message should awaken the interest of the target audience 
which are in consonance with their needs and values. Messages on Rabies Campaign 
should create impact to the target audience. It is very important that the message and its 
approaches be pretested and revised before these are finalized and disseminated; 
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2.6. Use multiple channels. Multiple communication channels, both mass and interpersonal 
media have a complementary effect, and can carry different types of information; 


 
2.7. Determine needs and resources. Like other project activities, development and 


dissemination of messages require resources. However, if resources are limited, other 
agencies may be tapped for resource sharing; 


 
2.8. Document, monitor, measure and evaluate. Proper documentation is essential in any 


activity stated in the HPC plan for Rabies. If it is not documented, it did not happen. It is 
also important to carry out both outcome and process evaluation. It is best to remember 
that any kind of evaluation should be guided by the plan’s objectives. 


 


National Rabies Prevention and Control Program has its health promotion and communication 


plan anchored on the guiding principles and five action areas of health promotion. It aims to 


address the educative and communication concerns to help the program achieve of the goal of a 


Rabies-Free Philippines by 2030. 
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Appendix  6: ABTC/ABC Assessment Tool 


DOH / CHD SELF ASSESSMENT TOOL 
 


Facility: 


Major Requirements:                                                                                                                   YES             NO 


1. Trained Physician and Nurse on Management of Animal Bites from DOH  


recognized training institution 


2. Cold Chain equipment (Refrigerator and Vaccine carrier) 


3. Standard recording & reporting system 


 


Item Criterion 


PART I PART II 


Evidence by 


Progress and 


Achievements 


Facility   


Rating 


Certifiers’ 


Comments 


Certifiers’ 


Team Rating 


Goal 1 
The Animal Bite Treatment Center/ Animal Bite Center  provides a safe and 


effective physical environment to its patients and staff 


Standard 1 
The ABTC/ABC  is easily located and patients have convenient and safe access to 


the center 


This standard will be achieved when: 


1.1. There is appropriate signage bearing the name of the 


ABTC/ABC to assist patients accessing the center 


    


1.2  Physical access is appropriate for the needs of the 


patients 


    


1.3 Entrance/exits are  clearly marked and free of 


obstruction and of other hazardous conditions 


    


1.4  There are resources to inform patients of the daily 


schedule of the facility  


    


TOTAL RATING   


 
Rating Scale 
 
0 – Non Compliant;1- Incomplete; 2- Complete 
 


REMARKS  BY THE CERTIFIERS’ TEAM 


(To be completed if and when there are disparities with the information provided by the facility 


staff) 


Goal: The Animal Bite Treatment Center/Animal Bite Center provides a safe and effective physical 


environment to its patients and staff. 


Standard 1: The Animal Bite (and) Treatment Center/Animal Bite Center is easily located and 


patients have convenient and safe access to the center.  
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Item Criterion 


PART I PART II 


Evidence by 


Progress and 


Achievements 


Facility  Rating Certifiers’ 


Comments 


Certifiers


’   Team 


Rating 


Goal 1 
The Animal Bite Treatment  Center/Animal Bite Center provides a safe and effective 


physical environment to its staff and patients 


Standard 2 The ABTC/ABC provides facilities for the comfort and privacy of its patients and staff. 


This standard will be achieved when: 


2.1 The ABTC/ABC maintains a clean and 


health promoting environment within and 


immediately outside its premises.  


    


2.2 There are resources and processes to 


ensure the quality of patient waiting time. 


    


2.3 The facility is adequately lighted.     


2.4 The privacy of every patient is assured      


TOTAL RATING   


 
 
 
Rating Scale 
0 – Non Compliant 
1 – Incomplete 
2 – Complete 
 
 
 
 
 
 


REMARKS  BY THE CERTIFIERS’ TEAM 
(To be completed if and when there are disparities with the information provided by the facility staff) 
Goal: The Animal Bite Treatment Center/Animal Bite Center provides a safe and effective physical environment to 
its patients  and staff 
Standard 2: The ABTC/ABC provides facilities for the comfort and privacy of its patients and staff. 
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Item Criterion 


PART I PART II 


Evidence by 


Progress and 


Achievements 


Facility  


Rating 


Certifiers’ 


Comments 


Certifiers’ 


Team Rating 


Goal 1 
The Animal Bite  Treatment Center/Animal Bite Center Provides a safe and effective physical 


environment to its patients and staff 


Standard 3  The ABTC/ABC provides safety to its patients and staff 


This standard will be achieved when: 


3.1 The facility has adequate clean water for wound 
cleaning,  personal hygiene, and sanitation purposes 


    


3.2 The facility maintains appropriate levels of 
cleanliness and antisepsis of all physical areas, 
equipment and instruments. 


    


3.3  General waste, sharps, pathological and infectious 
waste, pharmaceutical and chemical wastes are 
appropriately segregated, safely handled and 
disposed of according to accepted safe disposal 
practices. 


    


3.4 There are documented, disseminated, and 
implemented procedures to identify and address the 
risks of contamination of patients and staff from 
sources of infectious diseases. 


    


TOTAL RATING   


Rating Scale 
0 – Non Compliant 
1 – Incomplete 
2 Complete 
 


 


 


 


 


REMARKS  BY THE CERTIFIERS’ TEAM 
(To be completed if and when there are disparities with the information provided by the facility staff) 
Goal: The Animal Bite Treatment Center/Animal Bite Center provides a safe and effective physical environment to its 
patients  and staff 
Standard 3 The ABTC/ABC provides safety to its patients and staff  
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Item Criterion 


PART I PART II 


Evidence by 


Progress and 


Achievements 


Facility 


Rating 


Certifiers’ 


Comments 


Certifiers’ 


Team Rating 


Goal 2 
Patients receive appropriate and effective clinical management based on rabies exposure 


category.  


Standard 4 


 


All patients have continuous access to accurate and reliable animal bite exposure 


management. 


This standard will be achieved when: 


4.1   Aphysician completes and documents the 


relevant history for each patient  


    


4.2 The facility implements policies and 


procedures for assuring the quality of bite 


exposure management. 


    


4.3 If Rabies Vaccine/RIG is not available, 


policies and procedures for referring patients 


to another accessible ABTC/ABC are 


implemented and monitored for 


effectiveness. 


    


4.4 Rabies Vaccine / RIG are secured and 


proper cold chain management is observed. 


    


TOTAL RATING   


 


Rating Scale 
 
0 – Non Compliant 
1 – Incomplete 
2 - Complete 


REMARKS  BY THE CERTIFIERS’ TEAM 


(To be completed if and when there are disparities with the information provided by the facility staff) 


Goal: Patients receive appropriate and effective clinical management based on rabies exposure category. 


Standard 4: All patients have continuous access to accurate and reliable animal bite exposure management. 
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Item Criterion 


PART I PART II 


Evidence by 


Progress and 


Achievements 


Facility 


Rating 


Certifiers’ 


Comments 


Certifiers’ 


Team 


Rating 


Goal 2 
Patients receive appropriate and effective clinical management based on rabies 


exposure category. 


Standard 5 A comprehensive management approach is developed and followed for all patients 


This standard will be achieved when: 


5.1 Management of rabies exposure is 


consistent with Rabies Prevention and 


Control Program Guidelines. 


    


5.2  Flow chart of patient management is 


visible and accessible to expedite the 


provision of services to patients.  


    


5.3  A comprehensive evaluation of the 


patient’s progress is documented. 


    


5.4  Health education is provided to all 


patients on adherence to management 


and on responsible pet ownership.  


    


5.5  Policies and procedures for detecting 


PEP defaulters and getting them back for 


management are implemented and 


monitored for effectiveness. 


    


TOTAL RATING   


 


Scale Rating 
0 – Non Compliant 
1 – Incomplete 
2 - Complete 
 


REMARKS  BY THE CERTIFIERS’ TEAM 
(To be completed if and when there are disparities with the information provided by the facility staff) 
 
Goal: Patients receive appropriate and effective clinical management based on rabies exposure category. 
 
Standard 5: A comprehensive management approach is developed and followed for all patients 
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Item Criterion 


PART I PART II 


Evidence by 


Progress and 


Achievements 


Facility  


Rating 


Certifiers’ 


Comments 


Certifiers’ 


Team 


Rating 


Goal 3 
The health staff adheres to clear policies and guidelines on efficient ABTC /ABC 


operation 


Standard 6 
The ABTC/ABC maintains accurate and updated records and reports to all animal bite 


victims. 


This standard will be achieved when: 


6.1  Each patient is uniquely identified 


throughout the course of management. 


    


6.2 The facility maintains an updated 


database of patient records that is accessible 


to authorized personnel. 


    


6.3 The facility maintains quarterly reports of 


both animal and human bite cases. 


    


6.4 The facility maintains a quarterly 


inventory of Rabies vaccine/RIG. 


    


TOTAL RATING   


Rating Scale 
 
0 – Non Compliant 
1 – Incomplete 
2 – Complete 
 


REMARKS  BY THE CERTIFIERS’ TEAM 


(To be completed if and when there are disparities with the information provided by the facility staff) 


Goal: The health staff adheres to clear policies and guidelines on efficient ABTC /ABC operation 


Standard 6: The ABTC/ABC maintains accurate and updated records and reports of all animal bite victims. 


 


 


 







 
 


207 
 


National Rabies Prevention and Control Program 
Manual of Procedures 


 


Item Criterion 


PART I PART II 


Evidence by 


Progress and 


Achievement


s 


Facility  


Rating 


Certifiers’ 


Comments 


Certifiers’ 


Team 


Rating 


Goal IV The ABTC/ABC Provides quality services with competent manpower to its patient 


Standard 7 The ABTC/ABC has complete manpower complement performing assigned tasks. 


 


This standard will be achieved when: 


   


7.1 The facility has qualified personnel trained 


on Animal Bite Management 


  


7.2 There are personnel responsible for the 


following 


  


7.2.1  Diagnosis and Management    


7.2.2  Provision of  Rabies Vaccine/RIG    


7.2.3  Logistics Management    


7.2.4  Information Management    


7.2.5  Financial Management    


 


Rating Scale 
 
0 – Non Compliant 
1 – Incomplete 
2 – Complete 
 


REMARKS  BY THE CERTIFIERS’ TEAM 
(To be completed if and when there are disparities with the information provided by the facility staff) 
 
Goal: The ABTC/ABC Provides quality services with competent manpower to its patient  
 
Standard 7: The ABTC/ABC has complete manpower complement performing assigned tasks.  
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OVERALL RATING AND SUMMARY PER GOAL 


 


GOAL MAXIMUM RATING 
TOTAL 


ABTC RATING ASSESORS 


1 8   


2 8   


3 6   


4 8   


5 8   


6 10   


TOTAL 48   


 


 


 


                                                                                                                                                                 RATER                                   


REMARKS  BY THE CERTIFIERS’ TEAM 


(To be completed if and when there are disparities with the information provided by the facility staff) 


 


The decision of the CHD certifying team shall remain FINAL and OFFICIAL 


 


The certification of the facility shall be valid for period of two (2) years but can be revoked at any point in time if 


for three (3) consecutive occasions seem to be not adhering to the standards. 
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DOH ABTC / ABC ASSESSMENT TOOL 


Facility: 


Major Requirements:                                                                                                                   YES             NO 


1. Trained Physician and Nurse on Management of Animal Bites from DOH  


recognized training institution 


2. Cold Chain equipment (Refrigerator and Vaccine carrier) 
 


3. Standard recording & reporting system 


Goal 1 
The Animal Bite Treatment Center/ Animal Bite Center  provides a safe and 


effective physical environment to its patients and staff 


Standard 1 
The ABTC/ABC  is easily located and patients have convenient and safe access to 


the center 


 MEANS OF VERIFICATION Scoring 


1.1. There is appropriate signage bearing the 


name of the ABTC/ABC to assist patients 


accessing the center 


 OFFICIAL NRPCP SIGNAGE INFRONT OF 


THE CENTER THAT IS READABLE FROM A 


50-METERS DISTANCE 


 DIRECTIONAL SIGNAGE FROM THE MAIN 


HIGHWAY TO THE ABTC/ABC (IF 


NEEDED) 


 


1.2  Physical access is appropriate for the 


needs of the patients 


 PROVISIONS FOR DIFFERENTLY ABLED 


(eg RAMP, HAND RAILS ETC-IF NEEDED) 


 NO OBSTRUCTIONS (eg. NO PARKING 


SIGNS, ) 


 


1.3 EEntrance/exits are  clearly marked and 


free of obstruction and of other hazardous 


conditions 


 LABELLED ENTRANCE AND EXIT IS 


IDENTIFIED W/ NO OBSTRUCTION 


/CLUTTER 


 


1.4  There are resources to inform patients 


of the daily schedule of the facility  


 SCHEDULE OF VACCINATION IS POSTED 


IN CONSPICUOUS PLACE, CLEAR & 


VISIBLE IN ENTRANCE TO THE FACILITY 


 SCHEDULE OF VACCINATION IS 


DISTRIBUTED THROUGH FLYERS OR 


THROUGH TRI-MEDIA 
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Goal 1 
The Animal Bite Treatment  Center/Animal Bite Center provides a safe and effective 


physical environment to its staff and patients 


Standard 2 
The ABTC/ABC provides facilities for the comfort and privacy of its patients and 


staff. 


 MEANS OF VERIFICATION  


2.1 The ABTC/ABC maintains a clean and 


health promoting environment within and 


immediately outside its premises.  


 ACTUAL OBSERVATION(CLEAN, NO MESS 


OR GARBAGE, NO OFFENSIVE SMELL IN 


& OUT OF THE PREMISES) 


 CLEANING SCHEDULE 


 PERSON IN CHARGE IN CLEANING 


 


2.2  There are resources and processes to 


ensure the quality of patient waiting time. 


 WELL VENTILATED  WAITING AREA W/ 


CHAIRS 


 IEC MATERIALS, TV/DVD 


 Patient’s Interview 


 Actual observation 


 


2.3 The facility is adequately lighted.  Observation 


 Readable newsprint 


 No shadow while standing 


 


2.4  The privacy of every patient is assured   Examination room is secured, curtains or 


other materials to see to it that the 


patients are afforded their privacy 


 Standard room privacy observed 
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Goal 
The Animal Bite  Treatment Center/Animal Bite Center Provides a safe and effective 


physical environment to its patients and staff 


3  The ABTC/ABC provides safety to its patients and staff 


 MEANS OF VERIFICATION  


3.1 


The facility has adequate clean water for 


wound cleaning,  personal hygiene, and 


sanitation purposes 


 Actual Observation (, Clean source of 


water, soap, and trash can is available) 


 Wash area ( CR, faucet, dipper & pail 


etc) 


 


3.2 


The facility maintains appropriate levels of 


cleanliness and antisepsis of all physical 


areas, equipment and instruments. 


Actual Observation: 


 Instruments used in ABTC shld be 


soaked in any antiseptic solution; 


soaking solution is changed every 2 


weeks 


 Presence of alcohol or other antiseptic 


solution; phenolic type of disinfectants 


 Sterilizer for instruments 


 


3.3  


General waste, sharps, pathological and 


infectious waste, pharmaceutical and 


chemical wastes are appropriately 


segregated, safely handled and disposed of 


according to accepted safe disposal 


practices. 


 Waste disposal segregation color coded 


bin/properly labelled as to sharps, 


pathologic, gen waste 


 Safety box/container for sharps 


 Policies & procedures on proper Waste 


Disposal 


 


3.4  


There are documented, disseminated, and 


implemented procedures to identify and 


address the risks of contamination of 


patients and staff from sources of 


infectious diseases. 


 Policy on infection control 


 PreP Vaccination of ABTC/ABC staff 
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Goal 
Patients receive appropriate and effective clinical management based on rabies 


exposure category.  


4 


 


All patients have continuous access to accurate and reliable animal bite exposure 


management. 


 MEANS OF VERIFICATION  


4.1  A physician completes and documents the 


relevant history for each patient  


 Review of records(ITR- SOAP, RER, PEP 


Card) 


  


 


4.2 The facility implements policies and 


procedures for assuring the quality of bite 


exposure management. 


 Algorithm of Categorization 


 Policies & procedures 


 


4.3  If Rabies Vaccine/RIG is not available, 


policies and procedures for referring patients 


to another accessible ABTC/ABC are 


implemented and monitored for 


effectiveness. 


 two way referral system 


 Referral form  


 Referral Slip 


 Referral logbook 


 


4.4 Rabies Vaccine / RIG are secured and 


proper cold chain management is observed. 


 Observation( presence of 


refrigerator, vaccine carrier, 


thermometer, updated temp 


monitoring chart) 


 Review of Documents(Contingency 


plan in case of power failure 
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Goal 2 
Patients receive appropriate and effective clinical management based on rabies 


exposure category. 


Standard 5 A comprehensive management approach is developed and followed for all patients 


 MEANS OF VERIFICATION  


5.1 Management of rabies exposure is 


consistent with Rabies Prevention and 


Control Program Guidelines. 


 Document review(RER, ITR, PEP Card) 


  Patient Interview 


 Interview Staff 


 


5.2  Flow chart of patient management is 


visible and accessible to expedite the 


provision of services to patients.  


 Observation ( flow chart) 


 Patient Interview 


 Interview Staff 


 


5.3  A comprehensive evaluation of the 


patient’s progress is documented. 


 Progress notes on patients chart 


 Updated RER 


 


5.4 Health education is provided to all 


patients on adherence to management and 


on responsible pet ownership.  


 Review Documents( syllabus of Health 


Ed) 


 Observation (Presence of IEC Materials) 


 Patient Interview 


 Interview Staff 


 


5.5  Policies and procedures for detecting 


PEP defaulters and getting them back for 


management are implemented and 


monitored for effectiveness. 


 Defaulter tracing mechanism (SMS, 


phone calls, email etc) 


 Written policies & procedures 


 Defaulter logbook 
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Goal 
The health staff adheres to clear policies and guidelines on efficient ABTC /ABC 


operation 


6 
The ABTC/ABC maintains accurate and updated records and reports to all animal bite 


victims. 


 MEANS OF VERIFICATION  


6.1  Each patient is uniquely identified 


throughout the course of management. 


 patient registration number  


 Look for ITR, RER, PEP Card 


 


6.2 The facility maintains an updated 


database of patient records that is accessible 


to authorized personnel. 


 RER, NaRIS ITR 


 Record-keeping mechanism 


  


 


6.3 The facility maintains quarterly reports 


of both animal and human bite cases. 


 Filed updated Qtrly report (received 


copy-if emailed indicate date) 


 


6.4 The facility maintains a quarterly 


inventory of Rabies vaccine/RIG. 


 Vaccine Inventory Report 


 Updated vaccine stock card 


 Physical count of vaccines 
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Goal IV The ABTC/ABC Provides quality services with competent manpower to its patient 


Standard 7 
 


The ABTC/ABC has complete manpower complement performing assigned tasks.  


 


 MEANS OF VERIFICATION  


7.1 The facility has qualified personnel 


trained on Animal Bite Management 


Certificate of training from a DOH 


accredited training facility 


 


7.2 There are personnel responsible for the 


following 


  


7.2.1  Diagnosis and Management  


 


Physician in charge  


7.2.2  Provision of  Rabies Vaccine/RIG  


 


Physician/Nurse  


7.2.3  Logistics Management  


 


Nurse/Pharmacist  


7.2.4  Information Management  


 


Physician/Nurse  


7.2.5  Financial Management  


 


Cashier/Nurse/ Person-in-charge 


 


 


 


SCORING 


0 grade in any standard means non provision of certification.  


Passing score is equivalent to a total score of 50 points and above.   
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SUMMARY RATING  


 


Standard MAXIMUM RATING 
TOTAL 


ABTC RATING CERTIFIER 


1 8   


2 8   


3 8   


4 8   


5 10   


6 8   


7 12   


TOTAL 62   


 


_________________ 


                                                                                                                                                                       RATER                                  


RATER 


 


COMMENTS, COMMENDATIONS AND RECOMMENDATIONS BY THE SURVEY TEAM 


(To be completed by the survey team only. The survey team must make comments on items where 


the survey team disagrees or partially disagrees with information provided by the Animal Bite and 


Treatment Center.) 
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Appendix  :  Department Circular  No. 2019-0508: Adoption of the NRPCP MOP 2019 
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C H A P T E R  8 . 1 4 .


I N F E C T I O N  W I T H  R A B I E S  V I R U S


Article 8.14.1.


General provisions


Rabies is a disease caused by neurotropic viruses of the Genus Lyssavirus in the family Rhabdoviridae of the order
Mononegavirales and is transmissible to all mammals. Populations of the orders Carnivora and Chiroptera are
considered to be the main reservoir hosts.


Rabies virus, the taxonomic prototype species in the Lyssavirus Genus formerly referred to as 'classical rabies virus,
genotype-1', is found in most parts of the world, and is responsible for the vast majority of reported animal and human
rabies cases. The most common source of exposure of humans to rabies virus is the dog.


Other Lyssavirus species can cause clinical signs similar to those caused by rabies virus, but have more restricted
geographical and host range, with the majority having been isolated only from bats, thus having limited public and
animal health implications. 


The aim of this chapter is to mitigate the risk to the public and animal health posed by infection with rabies virus and to
prevent the international spread of rabies virus.


Official control programmes to reduce the economic and public health burden of rabies are recommended, even in
those countries where only bat-mediated rabies or wild carnivore-mediated rabies are present.


The incubation period for rabies is highly variable depending on viruses, hosts and sites of entry, and the majority of
infected animals will develop disease within six months of exposure.


The infective period for rabies virus is variable and can start before the onset of clinical signs. In dogs, cats and ferrets
virus shedding can start up to ten days before the onset of the first clinical signs and last until death.


For the purposes of the Terrestrial Code:


– a case is any animal infected with rabies virus;


– dog-mediated rabies is defined as any case caused by rabies virus maintained in the dog population (Canis lupus
familiaris) independently of other animal reservoir species, as determined by epidemiological studies;


– the incubation period of infection with rabies virus shall be six months.


Standards for diagnostic tests and vaccines are described in the Terrestrial Manual.
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Article 8.14.2.


Country or zone free from infection with rabies virus


1) A country or zone may be considered free from infection with rabies virus when:


a) it has a record of regular and prompt animal disease reporting in accordance with Chapter 1.1.;


b) infection with rabies virus is a notifiable disease in the entire country and any change in the epidemiological
situation or relevant events are reported in accordance with Chapter 1.1.;


c) all susceptible animals showing clinical signs suggestive of rabies are subjected to appropriate field and
laboratory investigations;


d) an ongoing system of surveillance in accordance with Chapter 1.4. and Article 8.14.12. has been in place for
the past 24 months, with a minimum requirement being an early warning system to ensure investigation and
reporting of animals suspected of being infected;


e) regulatory measures for the prevention of infection with rabies virus are implemented in accordance with the
relevant recommendations in the Terrestrial Code including Articles 8.14.5. to 8.14.10.;


f) no case of indigenously acquired infection with rabies virus has been confirmed during the past 24 months;


g) if an imported case is confirmed outside a quarantine station, epidemological investigations have ruled out
the possibility of secondary cases.


2) Preventive vaccination of animals does not affect the free status.


3) An imported human case of rabies does not affect the free status.


Article 8.14.3.


Country or zone infected with rabies virus


A country or zone that does not fulfil the requirements of Article 8.14.2. is considered to be infected with rabies virus.


Article 8.14.4.


Country or zone free from dog-mediated rabies


1) A country or zone may be considered free from dog-mediated rabies when:


a) it has a record of regular and prompt animal disease reporting in accordance with Chapter 1.1.;


b) dog-mediated rabies is a notifiable disease in the entire country and any change in the epidemiological
situation or relevant events are reported in accordance with Chapter 1.1.;


c) an ongoing system of surveillance in accordance with Chapter 1.4. and Article 8.14.12. has been in place for
the past 24 months, with a minimum requirement being an early warning system to ensure investigation and
reporting of animals suspected of infection with rabies virus;


d) regulatory measures for the prevention of infection with rabies virus are implemented in accordance with the
relevant recommendations in the Terrestrial Code including Articles 8.14.5. to 8.14.10.;


e) no case of indigenously acquired dog-mediated rabies has occurred during the past 24 months;


f) a dog population control programme has been implemented and maintained in accordance with Chapter 7.7.


2) The following do not affect the status of a country or zone free from dog-mediated rabies:


– preventive vaccination;


– presence of rabies virus in wild animals;


– imported human cases of rabies;


– imported case outside a quarantine station whenever epidemological investigations have ruled out the
possibility of secondary cases.
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Article 8.14.5.


Recommendations for importation of domestic and captive wild mammals from countries or zones free from
infection with rabies virus


Veterinary Authorities should require the presentation of an international veterinary certificate attesting that the animals:


1) showed no clinical sign of rabies the day prior to or on the day of shipment;


2) and either:


a) were kept since birth or at least six months prior to shipment in a free country or zone; or


b) were imported in accordance with Articles 8.14.7., 8.14.8., 8.14.9. or 8.14.10.


Article 8.14.6.


Recommendations for importation of wild and feral mammals from countries or zones free from infection with
rabies virus


Veterinary Authorities should require the presentation of an international veterinary certificate attesting that the animals:


1) showed no clinical sign of rabies the day prior to or on the day of shipment;


2) and either:


a) have been captured at a distance that precludes any contact with animals in an infected country or zone. The
distance should be defined in accordance with the biology of the species exported, including home range and
long distance movements; or


b) have been kept in captivity for the six months prior to shipment in a country or zone free from infection with
rabies virus.


Article 8.14.7.


Recommendations for importation of dogs, cats and ferrets from countries or zones infected with rabies virus


Veterinary Authorities should require the presentation of an international veterinary certificate complying with the model
of Chapter 5.11. attesting that the animals:


1) showed no clinical sign of rabies the day prior to or on the day of shipment;


2) were permanently identified and their identification number stated in the certificate;


3) and either:


a) were vaccinated or revaccinated in accordance with the recommendations of the manufacturer, with a vaccine
that was produced in accordance with the Terrestrial Manual and were subjected not less than 3 months and
not more than 12 months prior to shipment to an antibody titration test as prescribed in the Terrestrial Manual
with a positive result of at least 0.5 IU/ml;


or


b) were kept in a quarantine station for six months prior to shipment.


Article 8.14.8.


Recommendations for importation of domestic ruminants, equids, camelids and suids from countries considered
infected with rabies


Veterinary Authorities should require the presentation of an international veterinary certificate attesting that the animals:


1) showed no clinical sign of rabies the day prior to or on the day of shipment;


2) were permanently identified and the identification number stated in the certificate;
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3) EITHER
a) were kept for the 6 months prior to shipment in an establishment where there has been no case of rabies for


at least 12 months prior to shipment;
OR
b) were vaccinated or revaccinated in accordance with the recommendations of the manufacturer. The vaccine


was produced and used in accordance with the Terrestrial Manual.


Article 8.14.9.


Recommendations for importation of susceptible laboratory animals from countries or zones infected with rabies
virus


Veterinary Authorities should require the presentation of an international veterinary certificate attesting that the animals:
1) showed no clinical sign of rabies the day prior to or on the day of shipment;
2) were born and kept since birth in a biosecure facility as described in the Terrestrial Manual chapter on Management


of veterinary diagnostic laboratories, and where there has been no case for at least 12 months prior to shipment.


Article 8.14.10.


Recommendations for importation of wildlife from countries considered infected with rabies


Veterinary Authorities should require the presentation of an international veterinary certificate attesting that the animals:
1) showed no clinical sign of rabies the day prior to or on the day of shipment;
2) were kept for the six months prior to shipment in an establishment where separation from susceptible animals was


maintained and where there has been no case of rabies for at least 12 months prior to shipment.


Article 8.14.11.


OIE endorsed official control programme for dog-mediated rabies


The overall objective of an OIE endorsed official control programme for dog-mediated rabies is for Member Countries to
progressively improve their dog-mediated rabies situation and eventually be able to make a self-declaration in
accordance with Chapter 1.6. as a country free from dog-mediated rabies. The official control programme should be
applicable to the entire country even if certain measures are directed towards defined subpopulations only.


Member Countries may, on a voluntary basis, apply for endorsement of their official control programme for
dog-mediated rabies when they have implemented measures in accordance with this article.


For its official control programme for dog-mediated rabies to be endorsed by the OIE, the Member Country should:
1) have a record of regular and prompt animal disease reporting in accordance with Chapter 1.1.;
2) submit documented evidence (including relevant legislation) of its capacity to control dog-mediated rabies. This


evidence may be provided using data generated by the OIE PVS Pathway;
3) submit a detailed plan of the programme to control and eventually eradicate dog-mediated rabies in the country


including:
a) the timeline;
b) the performance indicators for assessing the effectiveness of the control measures to be implemented;
c) documentation indicating that dog-mediated rabies is a notifiable disease and that the official control


programme for dog-mediated rabies is applicable to the entire country;
4) submit a dossier on dog-mediated rabies in the country describing the following:


a) the general epidemiology in the country highlighting the current knowledge and gaps in knowledge and the
progress that has been made in controlling dog-mediated rabies;


b) the measures implemented to prevent introduction of infection;
c) the rapid detection of, and response to, dog-mediated rabies cases, to reduce the incidence and to eliminate


transmission in at least one zone in the country;
d) dog population control programme in accordance with Chapter 7.7.;
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e) collaboration agreements or programmes with other Competent Authorities such as those responsible for
public health and management of wild and feral animals;


5) submit evidence that surveillance of dog-mediated rabies is in place:
a) by taking into account provisions in Chapter 1.4. and Article 8.14.12.;
b) by having diagnostic capability and procedures, including regular submission of samples to a laboratory that


carries out diagnosis to support epidemiological investigation;
6) where vaccination is practised as part of the official control programme for dog-mediated rabies, provide:


a) evidence (such as copies of legislation) that vaccination of selected populations is compulsory and the
vaccines are produced in accordance with the Terrestrial Manual;


b) detailed information on vaccination campaigns, in particular on:
i) target populations;
ii) monitoring of vaccination coverage;
iii) technical specifications of the vaccines used and description of the regulatory procedures in place;


7) provide preparedness and contingency plans.


The Member Country's official control programme for dog-mediated rabies will be included in the list of programmes
endorsed by the OIE only after the submitted evidence has been accepted by the OIE. Retention on the list requires an
annual update on the progress of the official control programme and information on significant changes concerning the
points above. Changes in the epidemiological situation and other significant events should be reported to the OIE in
accordance with Chapter 1.1.


The OIE may withdraw the endorsement of the official control programme if there is evidence of:
– non-compliance with the timelines or performance indicators of the programme; or
– significant problems with the quality of the Veterinary Services as per Section 3 of the Terrestrial Code; or
– an increase in the incidence of dog-mediated rabies that cannot be explained or addressed by the programme.


Article 8.14.12.


Surveillance


1) A Member Country should justify the surveillance strategy chosen in accordance with Chapter 1.4., as being
adequate to detect the presence of infection with rabies virus, given the prevailing epidemiological situation.
Surveillance should be under the responsibility of the Veterinary Authority.
For the purposes of rabies surveillance a suspected case is a susceptible animal that shows any change in
behaviour followed by death within ten days or that displays any of the following clinical signs: hypersalivation,
paralysis, lethargy, abnormal aggression, abnormal vocalisation.
In particular, Member Countries should have in place:
a) a formal and ongoing system for detecting and investigating suspected cases;
b) a procedure for the rapid collection and transport of samples from suspected cases to a laboratory for


diagnosis;
c) a system for recording, managing and analysing diagnostic and surveillance data.
Rabies surveillance provides data that are indicators of the effectiveness of a rabies control programme and of the
maintenance of freedom from infection with rabies virus in a country or zone.


2) In addition to principles in Chapter 1.4. the following are critical for rabies surveillance:
a) Public awareness


The Veterinary Services should implement programmes to raise awareness among the public, as well as
veterinary paraprofessionals, veterinarians and diagnosticians, who should report promptly any cases or
suspected cases.


b) Clinical surveillance
Clinical surveillance is a critical component of rabies surveillance and essential for detecting suspected cases.
Therefore, a process should be in place and documented for the identification and investigation of suspected
cases as well as for sample collection for laboratory diagnosis when rabies cannot be ruled out. Animals
(especially carnivores and bats) found dead are recognised as an important source of information for rabies
surveillance and should be part of the clinical surveillance.
Laboratory testing should use the recommended sampling techniques, types of samples and tests described
in the Terrestrial Manual.
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c) Sampling
Surveillance should target suspected cases. Probability sampling strategies are not always useful, as
sampling of healthy animals (e.g. not involved in human exposure) rarely returns useful surveillance data.


d) Epidemiological investigation
In all situations, especially in countries or zones considering self-declaration of freedom, routine
epidemiological investigation of cases and molecular characterisation of virus isolates from human and
animal cases is encouraged. Such an investigation allows identification of sources of infection, their
geographic origin and their epidemiological significance.


Article 8.14.13.


Cooperation with other Competent Authorities


The Veterinary Authority should coordinate in a timely manner with public health and other Competent Authorities and
share information to support the decision-making process for the management of human and animal exposure.


In all regions, Veterinary Authorities of neighbouring countries should cooperate in the control of dog-mediated rabies.


NB: FIRST ADOPTED IN 1968; MOST RECENT UPDATE ADOPTED IN 2019.





		Infection with rabies virus






 


Rabies is a major zoonosis for which diagnostic techniques have been standardised inter-


nationally. As there are neither gross pathognomonic lesions nor specific and constant clinical signs 


for rabies, confirmatory diagnosis can only be made in the laboratory. Laboratory techniques are 


preferably undertaken on central nervous system (CNS) tissue removed from the cranium (for 


example brain stem, Ammon’s horn, thalamus, cerebral cortex, cerebellum and medulla oblongata). 


A composite of CNS samples should be tested and the brain stem is the most important component 


of the sample. Laboratories should follow appropriate biosafety and containment procedures as 


determined by biorisk analysis. 


Identification of the agent: Agent identification is preferably undertaken using primary diagnostic 


tests such as the direct fluorescent antibody (DFA) test, the direct rapid immunohistochemistry test 


(dRIT), or pan-lyssavirus polymerase chain reaction (PCR) assays. DFA test, dRIT, and PCR 


provide a reliable diagnosis in 98–100% of cases for all lyssavirus strains if an appropriate 


conjugate or primer/probe is used. For a large number of samples, conventional and real-time PCR 


can provide rapid results in specially equipped laboratories. 


Histological techniques such as Seller staining (Negri bodies) are no longer recommended for 


diagnosis.  


In cases of inconclusive results from primary diagnostic tests (DFA test, dRIT, or pan-Lyssavirus 


PCR), further confirmatory tests (molecular tests, cell culture or mouse inoculation tests) on the 


same sample or repeat primary diagnostic tests on other samples are recommended. Wherever 


possible, virus isolation in cell culture should replace mouse inoculation tests.  


Characterisation of the agent can be carried out in specialised laboratories using monoclonal 


antibodies, partial and full genome sequencing followed by phylogenetic analysis. Such techniques 


can distinguish between field and vaccine strains, and identify the geographical origin of the field 


strains. These very sensitive tests should be conducted and interpreted by well trained expert 


personnel.  


Serological tests: Virus neutralisation (VN) and enzyme-linked immunosorbent (ELISA) assays 


are suitable tests for monitoring the antibody response of vaccinated animals in the framework of 


rabies control. For the purposes of measuring antibody responses to vaccination prior to 


international animal movement or trade, only VN methods (FAVN test and RFFIT) are acceptable. 


Serological tests should not be used for primary diagnosis. 


Requirements for vaccines: For rabies vaccination in animals, inactivated virus (for companion 


animals and livestock), live attenuated virus (for wildlife and free-roaming dogs), or recombinant 


vaccines (for wildlife, cats and dogs) are used.  


Vaccine manufacturers should make known the characteristics of the product and undertake 


necessary experiments satisfying minimum requirements established at national and international 


levels. Before vaccines can receive relevant regulatory approval, the duration of immunity resulting 


from their use should be determined in vaccinated animals of the target species. Vaccines should 


confer protective immunity for at least 1 year.  


The potency, efficacy and safety of vaccines are established and controlled using tests formulated 


by recognised pharmacopoeia.







Rabies is caused by neurotropic viruses of the genus Lyssavirus in the family Rhabdoviridae of the order 
Mononegavirales, and is transmissible to all mammals. As the viruses are transmissible to humans, all suspect 
infected human material must be handled under the appropriate safety conditions specified by the World Health 
Organization (WHO, 1996). Laboratories working with lyssaviruses or suspect animal material must comply with 
national biocontainment and biosafety regulations as well as following appropriate biosafety and containment 
procedures as determined by biorisk analysis (see Chapter 1.1.4 Biosafety and biosecurity: Standard for 
managing biological risk in the veterinary laboratory and animal facilities). 


Rabies virus (RABV) represents the taxonomic prototype species Rabies lyssavirus in the Lyssavirus genus, 
which includes other genetic and antigenically-related lyssavirus species (ICTV, 2017)1. RABV is found 
worldwide, and is responsible for the overwhelming majority of reported animal and human rabies cases. Other 
lyssaviruses appear to have more restricted geographical and host range, with the majority having been isolated 
from bats with limited public and animal health implications. However, all lyssaviruses tested cause clinical 
disease indistinguishable from RABV.  


The lyssaviruses have been divided into at least three phylogroups with distinct pathogenicity and immunogenicity 
(Kuzmin et al., 2010). Rabies virus vaccines however, may not provide adequate cross-protection against all 
genetically divergent lyssaviruses. Little or no cross-protection with pre-exposure vaccination and with 
conventional rabies post-exposure prophylaxis was observed against lyssaviruses of phylogroups 2 and 3 
(Badrane et al., 2001; Brookes et al., 2005; Hanlon et al., 2005). WHO recommends the preventive immunisation 
of all staff handling infected or suspect materials (WHO, 2013).  


As no clinical sign or gross post-mortem lesion can be considered pathognomonic in domestic or wild animals, the 
diagnosis of rabies has to rely on laboratory testing. Serological testing is not used for ante-mortem diagnosis 
because of late seroconversion and the high mortality rate of host species, but is very useful for assessing sero-
conversion following vaccination and for epidemiological studies. 


Method 


Purpose 


Population 
freedom 


from 
infection 


Individual animal 
freedom from 


infection prior to 
movement 


Contribute to 
eradication 


policies 


Confirmation 
of clinical 


cases 


Prevalence 
of infection – 
surveillance 


Immune status 
in individual 
animals or 
populations 


post-vaccination 


Agent identification  


DFA (antigen 
detection) 


+++ n/a +++ +++ +++ n/a 


dRIT (antigen 
detection) 


+++ n/a +++ +++ +++ n/a 


ELISA (antigen 
detection) 


+ n/a + + + n/a 


Cell culture  
(virus isolation) 


+ n/a +++ +++ +++ n/a 


MIT  
(virus isolation) 


n/a n/a + + + n/a 


Conventional  
RT-PCR  


(RNA detection) 
+++ n/a +++ +++ +++ n/a 


Real-time  
RT-PCR  


(RNA detection) 
+++ n/a +++ +++ +++ n/a 


                                                           
1  https://talk.ictvonline.org/ictv-reports/ictv_online_report/  



https://talk.ictvonline.org/ictv-reports/ictv_online_report/





Method 


Purpose 


Population 
freedom 


from 
infection 


Individual animal 
freedom from 


infection prior to 
movement 


Contribute to 
eradication 


policies 


Confirmation 
of clinical 


cases 


Prevalence 
of infection – 
surveillance 


Immune status 
in individual 
animals or 
populations 


post-vaccination 


Detection of immune response 


VN n/a +++ +++ n/a n/a +++ 


ELISA n/a n/a +++ n/a n/a +++ 


Key: +++ = recommended method, validated for the purpose shown; ++ = suitable method but may need further validation;  
+ = may be used in some situations, but cost, reliability, or other factors severely limits its application;  


– = not appropriate for this purpose; n/a = purpose not applicable. 
DFA = direct fluorescent antibody test; dRIT = direct rapid immunohistochemistry test;  


RT-PCR = reverse-transcription polymerase chain reaction; MIT = mouse inoculation test;  
VN = virus neutralisation; ELISA = enzyme-linked immunosorbent assay. 


Clinical observation may only lead to a suspicion of rabies because signs of the disease are not characteristic and 
may vary greatly from one animal to another. The only way to undertake a reliable diagnosis of rabies is to identify 
the virus or some of its specific components using laboratory tests.  


As rabies virus is rapidly inactivated, refrigerated diagnostic specimens should be sent to the laboratory by the 
fastest means available. Shipment conditions must be considered to be part of the ‘rabies diagnostic chain’ and 
should follow international guidelines.  


Several laboratory techniques may be used that vary in their efficiency, specificity and reliability. In animals, they 
are classically applied to brain tissue, but they can also be applied with variable sensitivity and specificity to other 
organs (e.g. salivary glands). In the brain, rabies virus antigen is particularly abundant in the thalamus, pons and 
medulla. It is recommended that a pool of brain tissues, including the brain stem, should be collected and tested 
(Bingham & van der Merwe, 2002). The most widely used test for rabies diagnosis is the direct fluorescent 
antibody (DFA) test. 


Ideally, the brain is collected following the opening of the skull in a necropsy room, and the appropriate 
samples are collected, preferably brain stem, Ammon’s horn, thalamus, cerebral cortex, cerebellum 
and medulla oblongata. Alternatively, methods of collecting some brain samples without opening the 
skull can also be applied. 


Precautions should be taken when handling central nervous system tissues from suspected rabies 
cases. Protective personal equipment (such as gloves, face shield, mask) should always be worn and 
precautions must be taken to prevent aerosols. Cutting tools, scissors and scalpels, should be used 
with care to prevent injury and contamination. 


A 5 mm plastic drinking straw (Barrat & Blancou, 1988), a 2 ml disposable plastic pipette, or a 
1–2 ml truncated plastic syringe is introduced into the occipital foramen in the direction of an 
eye. Samples can be collected from the base of the Ammon’s horn, cerebellum, cortex, and 
medulla oblongata. When using a straw it should be pinched between the fingers to prevent 
material escaping when withdrawing.  


In this technique (Montano Hirose et al., 1991), a trocar is used to make a hole in the posterior 
wall of the eye socket, and an appropriate biopsy needle is then introduced through this hole. 
The sampled parts of the brain are the same as in the former technique, but they are taken in 
the opposite direction. 







Suspect material should be transported by road according to the regulations given in the International 
Carriage of Dangerous Goods by Road (ADR). For international air transport, Dangerous Goods 
Regulations of the International Air Transport Association (IATA) should be followed. These regulations 
are summarised in Chapter 1.1.3 Transport of biological material. 


If refrigerated/frozen shipment of samples is not possible, other preservation techniques may be used. 
The choice of the preservative is dependent on the tests to be used for diagnosis: 


i) Formalin-fixed specimens 


Formalin fixation (10% [w/v] solution in phosphate buffered saline [PBS]) allows testing with DFA 
test, immunohistochemistry, conventional and real-time PCR, however modifications may be 
required and tests can be less sensitive compared with using fresh specimens (Warner et al., 
1997). Formalin fixation inactivates the virus thus preventing virus isolation. 


ii) Glycerol/ phosphate buffered saline (PBS) 


For transportation of specimens, infectivity may be extended for several days if diagnostic 
specimens are kept in a mixture of 50% glycerol in PBS. Glycerol/PBS slows bacterial action and 
therefore protects against the chemical and biological effects of putrefaction. Due to the fact that 
rabies virus is thermo-labile, this method does not prevent a decline in the viral load in the 
specimen. Under routine transport conditions in regions with high temperatures (above 30°C), this 
protection may only be effective for a matter of several days. Therefore, whenever possible 
specimens in glycerol/PBS should be kept refrigerated. As the virus is not inactivated by 
glycerol/PBS, all laboratory tests can be used to test these specimens.  


iii) Preservation for molecular techniques 


For molecular techniques, lysis buffers for nucleic acid extraction and RNA preservation buffers 
impregnated onto filter paper can be used (Picard-Meyer et al., 2007). These buffers preserve 
rabies virus RNA and allow transport of specimens at ambient temperature without specific 
biohazard precautions for detection of viral RNA and further genetic characterisation of rabies 
virus strains. 


i) Direct fluorescent antibody (DFA) test 


The most widely used test for rabies diagnosis is the DFA, which is recommended by both 
WHO and OIE. This test is used directly on a brain impression smear. It is also used to 
confirm the presence of rabies virus antigen in cell culture or in brain tissue of mice that 
have been inoculated for diagnosis. The DFA test is highly sensitive and specific (between 
96% and 99%), and gives reliable results on fresh specimens in less than 2 hours. 
Sensitivity depends on the specimen, the degree of autolysis (McElhinney et al., 2014) and 
the sample type (Barrat & Aubert, 1995).  


Impression smears should be prepared from a composite sample of brain tissue, that 
includes the brain stem and the cerebellum. If the cerebellum is not available, a cross 
section of the Ammon’s horns may be used. The smears are fixed in 100% high-grade 
cold acetone (–20°C) for at least 20 minutes or heat fixed by passing the slide 2–3 times 
through a flame. They are subsequently air dried and then stained with specific FITC 
(fluorescein isothiocyanate)-labelled polyclonal or monoclonal anti-rabies antibody 
conjugate, diluted to working dilution and sufficient to cover the whole smear, for 
30 minutes at 37°C in a humid chamber. DFA test slides should then be examined for 
specific fluorescence using an inverted fluorescence microscope and filter appropriate for 
the wavelength (490 nm and re-emits at 510 nm). Aggregates of nucleocapsid protein are 
identified by specific fluorescence of bound conjugate. It is recommended that two 
independent trained operators read each DFA test slide. Conserved antigenic sites on the 
nucleocapsid proteins permit identification of all lyssaviruses with modern commercial 
preparations of polyclonal anti-rabies antibody conjugates used for diagnostic tests on 
brain tissue, while monoclonal anti-rabies antibody conjugates may have limited sensitivity 
regarding different lyssaviruses. Fluorescent antibody conjugates, in particular if made 
locally, should be fully validated for specificity and sensitivity before use.  







The DFA test may be applied to glycerol-preserved specimens after a washing step. If the 
specimen has been preserved in a formalin solution, the DFA test may be used only after 
the specimen has been treated with a proteolytic enzyme (Warner et al., 1997). However, 
the DFA test on formalin-fixed and digested samples is always less reliable and more 
cumbersome than when performed on fresh tissue (Barrat, 1992). 


In cases of inconclusive results from DFA test, or in all cases of human exposure, further 
tests on the same sample or repeat DFA test on other samples are recommended. This is 
particularly important where sample autolysis is confirmed or suspected. 


1) Label four microscope slides: two control slides for impression smears of control 
brain tissue (one positive and one negative) and two slides for duplicate testing of the 
appropriate brain regions.  


2) Prepare impression smears of control brain tissue (one positive and one negative), 
as well test samples, by inverting the microscope slide onto the tissue placed on 
blotting paper. Remove excess tissue by blotting the slide onto clear blotting paper. 
Work with one sample at a time, using fresh blotting paper for each, and process the 
positive control last.  


3) Allow the slides to air dry.  


4) Within the biosafety cabinet place all slides into a Coplin jar containing cold acetone 
(–20°C) for at least 20 minutes.  


5) Remove the slides from the Coplin jar and allow to air dry.  


6) Prepare FITC-labelled anti-rabies conjugate as directed by the manufacturer.  


7) Add conjugate at working dilution to the positive and negative control smears and to 
all smears of test samples, in sufficient quantity to cover the whole of the smears.  


8) Place the slides in a 37°C incubator in a humid chamber for 30 minutes (45 minutes 
maximum).  


9) Remove the slides and wash in 0.1 M PBS 7.2 for 5 minutes in a Coplin jar, then for 
a further 5 minutes with fresh PBS.  


10) Allow the slides to air dry.  


11) Mount cover slips on the slides using 50% glycerol/50% PBS solution.  


The slides are read on a fluorescence microscope capable of excitation at 488 nm 
(FITC), using an excitation filter with narrow passband windows in the blue spectrum 
(475–490 nm). The latter filter reduces breakthrough wavelength excitation. Each 
impression is observed for rabies-specific fluorescence (indicating the presence of 
viral antigen) at a magnification of 200× or greater. Specific fluorescence is denoted 
by bright ‘apple’ green fluorescence generally in the peri-nuclear area of cells, or 
longer ‘string-like’ neurons. Dull green or red/green auto-fluorescent granules should 
not be counted as positive antigen. Always read the positive control slide first.  


Read the sample slide(s). Examine the tissue samples carefully, if necessary keep 
returning to the positive control for comparison.  


A second operator should examine all slides and the diagnoses of both operators 
should be the same.  


ii) Direct rapid immunohistochemistry test (dRIT) 


The dRIT can be used as an alternative to DFA in routine rabies diagnosis as it has similar 
sensitivity and specificity (Lembo et al., 2006). The principle is similar to the DFA except 
that the dRIT uses streptavidin–biotin peroxidase staining (Coetzer et al., 2014; 
Madhusudana et al., 2012; Rupprecht et al., 2014). This test can be used in laboratories 
that do not have access to a fluorescence microscope. Primary antibodies should be fully 
validated for specificity and sensitivity before use, taking into consideration regional 
diversity of lyssaviruses.  







1) Make touch impressions of suspect CNS tissues (including brainstem) on labelled 
glass microscope slides (always include standard positive and negative controls). 


2) Air-dry slides for ~ 5 minutes at room temperature. 


3) Immerse slides in 10% buffered formalin at room temperature for 10 minutes in a 
Coplin jar or other suitable container. 


4) Dip-rinse slides several times to wash off any excess fixative in wash buffer (PBS 
plus 1% Tween 80 – TPBS). 


5) Immerse slides in 3% hydrogen peroxide for 10 minutes. 


6) Remove excess hydrogen peroxide by dip-rinsing slides in TPBS. Transfer slides to 
another TPBS rinse. Work with one slide at a time (leave the remaining slides 
immersed within the TPBS), remove slide, shake off excess buffer, and blot excess 
buffer from slide edges surrounding the tissue impression. 


7) Add enough primary antibody conjugate (e.g. biotinylated anti-nucleoprotein poly- or 
monoclonal antibodies) to cover the impression. Incubate for 10 minutes in a 
“humidity chamber”. This may be accomplished by placing slides on a moistened 
paper towel and covering with the plastic top of a cell culture plate or another simple 
cover. 


8) After incubation shake off excess conjugate. Dip-rinse slides with TPBS. Shake off 
excess TPBS and blot buffer from slide edges surrounding the impression.  


9) Treat each slide with streptavidin–peroxidase complex, adding enough of this 
reagent to the slide to cover the impression. Incubate in the humidity chamber at 
room temperature for 10 minutes. After incubation, shake off excess. 


10) Dip-rinse slides with TPBS. Shake off excess buffer and blot excess buffer from slide 
edges surrounding the impression). 


11) Incubate slides with amino-ethylcarbizole (AEC) substrate (note, other suitable 
chromogens may be used). To prepare the AEC stock solution: dissolve one 20 mg 
tablet of 3-amino 9-ethyl carbizole in 5 ml of N,N, dimethyl formamide in a glass vial 
or jar. The AEC stock solution should be stored at 4°C for ~ 1–2 months. To prepare 
the AEC working dilution: add 7 ml of acetate buffer to a 15 ml centrifuge tube using 
a 10 ml plastic pipette. Add 0.5 ml of AEC stock solution (above) using a 1 ml glass 
or Pyrex pipette. Add 75 µl of 3% hydrogen peroxide. Filter through a nylon filter 
(0.45 µm) into a separate 15 ml tube. Once prepared, this mixture is only stable for 
2–3 hours, so should be made just prior to use. Add enough of this reagent to the 
slide to cover the impression, and incubate in the humidity chamber at room 
temperature for 10 minutes. After incubation, shake off excess substrate. 


12) Dip-rinse slides in distilled water. 


13) Counterstain with diluted haematoxylin for 2 minutes. 


14) Immediately dip-rinse stain from slides with deionised/distilled water. Make a second 
dip-rinse of slides with fresh deionised/distilled water to ensure removal of excess 
stain. 


15) Transfer slides to fresh distilled water. Working with one slide at a time, shake off 
excess deionised/distilled water, blot excess from slide edges surrounding the 
impression, apply water-soluble mounting medium and cover-slip. Do not allow slides 
to air-dry prior to cover-slipping. If multiple slides are stained, they may stay in the 
deionised/distilled water rinse before cover-slipping. 


16) View slides by light microscopy, using a 20× objective to scan the field thoroughly, 
and a 40× objective for higher power inspection. Lyssavirus antigens appear as 
reddish, intra-cytoplasmic inclusions against a blue neuronal background, using AEC 
and haematoxylin counterstain. 


iii) Enzyme-linked immunosorbent assay 


An enzyme-linked immunosorbent assay (ELISA) that detects rabies antigen is a variation 
of the immunochemical test. It is useful for large epidemiological surveys (Xu et al., 2007). 
The specificity and sensitivity of such tests for locally predominant virus variants should be 
assessed before use. In case of human contact these tests should be used in combination 
with other diagnostic tests. 







These tests detect viable (replicating) rabies virus from specimens using cell cultures or 
laboratory animals. They should be used as confirmatory tests if the DFA test, dRIT, other 
antigen detection tests or PCR give inconclusive results. Wherever possible, virus isolation in 
cell culture should replace the mouse inoculation test (MIT). Cell culture tests are as sensitive 
as MIT (Robardet et al., 2011; Rudd & Trimarchi, 1989), but are less expensive, give more rapid 
results and avoid the use of animals. For virus isolation from samples during routine rabies 
diagnostics, the use of cell culture techniques for isolating rabies virus should always take 
precedence over the use of the MIT.  


i) Cell culture test 


Neuroblastoma cells e.g. N2a, CCL-131 in the American Type Culture Collection (ATCC) 
are highly susceptible to infection with lyssaviruses. The cells are grown in Dulbecco’s 
modified Eagle’s medium (DMEM) with 5% fetal calf serum (FCS), incubated at 37°C with 
0.5% or 5% CO2 depending on the culture vessel. Cell culture tests may be undertaken in 
multi-well plastic plates, multi-chambered glass slides, or on glass cover-slips. Additional 
passages could be considered, including use of T25 flasks, to increase sensitivity; usually 
three consecutive passages should be conducted to confirm a negative result. Cytotoxicity 
is a commonly reported factor limiting test robustness. Techniques proposed to reduce 
cytotoxicity include adding antibiotics, reducing the incubation time before changing media 
(to as short as 35 minutes) and dilution of samples. Cell culture tests and their variations 
should be fully validated before use. 


1) 100 µl of clarified brain homogenate (20% w/v in PBS, 0.1 M, pH 7.4) is added to 
200 µl of a 2 × 105 cells/ml suspension of 2- to 3-day old cells, freshly prepared from 
a sub-confluent flask in four wells of a 96-well plate.  


2) After 24 hours incubation at 5% CO2 and 37°C, the supernatant from each well is 
removed and 200 µl of fresh medium is added to each well.  


3) After a further 72 hours incubation the supernatant is removed by pipette and kept for 
onward passage if required.  


4) The cells are fixed with 80% acetone and stained at 37°C for 30 minutes with 
fluorescent antibody according to manufacturers’ recommendations.  


Variations include reduced incubation time before changing media to reduce cell toxicity, 
the use of cell permeability agents (e.g. DEAE-dextran), and further passages. Up to three 
passages may be considered to increase sensitivity. 


1) 50 µl of clarified brain homogenate (20% in a grinding substrate made of PBS, 0.1 M, 
pH 7.4 with heat-inactivated fetal calf serum) is added to 400 µl of a 105 cells/ml 
suspension, freshly prepared from a sub-confluent flask.  


2) After 24 hours incubation at 5% CO2 and 37°C, the supernatant from each chamber 
is removed and 400 µl of fresh medium is added to each chamber.  


3) After a further 24 hours (or more) of incubation the supernatant is removed, the 
chamber structure removed, the cell layer dried and fixed with pure high grade 80% 
cold acetone.  


4) The fixed cell layer is then stained with fluorescent antibody at 37°C for 30 minutes 
according to manufacturers’ recommendations.  


1) 500 µl of clarified brain homogenate (20% [w/v] in growth medium [90% DMEM, 1.0% 
fetal calf serum (FBS) and 2% antibiotics] and centrifuged at approximately 700 g for 
10 minutes) is mixed with 500 µl of 2 × 106 cells/ml freshly prepared from a sub-
confluent flask in DEAE-dextran working solution (0.2 ml Dextran-stock solution in 
25ml DMEM Dextran-stock solution is 0.50 g DEAE-dextran dissolved in 100 ml PBS 
[Hanks], sterile filtered). 


2) After incubation for 30 minutes at 5% CO2 and 37°C (agitate cell suspension carefully 
twice or three times during the incubation period), the cell suspension is gently 
centrifuged and the cell pellet is resuspended in 10 ml of fresh DMEM.  







3) 8 ml of the cell suspension is put in a tissue culture flask (T25) and 2 ml onto a 6- or 
24-well plate or petri dish (35/10 mm) to monitor the infection by DFA. 


4) After a further 3–4 days incubation, the supernatant is removed by pipette from the 
monitor plate and discarded, while the T25 flask remains untouched. 


5) The monitor plate is fixed in 80% acetone, then stained with fluorescent antibody 
according to laboratory procedures and observed under an inverse fluorescence 
microscope. 


6) If the monitor plate is negative, cells are trypsinised from the T25 flask, split in a ratio 
of 1:2 up to 1:4 in fresh DMEM and the cell suspension put into a tissue culture flask 
(8 ml) and onto a 6- or 24-well plate or petri dish (2 ml). 


7) Steps 4–6 are repeated. Three consecutive passages are conducted to confirm a 
negative result.  


Whilst protocols (a) and (b) above only allow consecutive passaging of the supernatant, 
passaging in protocol (c) is based on splitting of the potentially infected cell monolayer 
thereby facilitating virus isolation in samples of low viral load.  


ii) Mouse inoculation test (MIT) 


Three-to-ten mice, 3- to 4-weeks old (12–14 g), or a litter of 2-day-old new-born mice, are 
anesthetised and inoculated intracerebrally. The inoculum (0.01 ml for new-born mice or 
up to 0.03 ml for older mice) is the clarified supernatant of a 10–20% (w/v) homogenate of 
brain tissue including brainstem (e.g. cortex, Ammon’s horn, thalamus, medulla oblongata) 
in an isotonic buffered solution containing antibiotics. Mice should be anaesthetised for 
inoculation. The mice are observed daily for 28 days, and every dead mouse is examined 
for rabies using the DFA or dRIT test. For faster results in new-born mice, it is possible to 
check one mouse on days 5, 7, 9 and 11 post-inoculation. Any deaths occurring during the 
first 4 days are regarded as nonspecific (due to stress/bacterial infection etc.).  


Once a validated and reliable cell culture unit exists in the laboratory, consideration should 
be given to replace the mouse inoculation test with cell culture whenever possible as it 
avoids the use of live animals, is less expensive and gives more rapid results. However, 
advantages of MIT are that when the test is positive, a large amount of virus can be 
isolated from a single mouse brain for strain identification purposes and the assay can be 
easily and practicably applied in situations where skills and facilities for other tests (e.g. 
cell culture) are not available. 


Negri bodies correspond to the aggregation of viral proteins, but the classical staining 
techniques detect only an affinity of these structures for acidophilic stains. Techniques that stain 
sections of paraffin embedded brain tissues (e.g. Mann’s technique) are time consuming, less 
sensitive and more expensive than DFA and dRIT. Seller’s method on unfixed tissue smears 
has a very low sensitivity is only suitable for perfectly fresh specimens. These methods are no 
longer recommended for routine diagnosis.  


PCR assays are sensitive tools for the detection of lyssavirus-derived ribonucleic acid (RNA) 
within suspect specimens with the advantage that they do not require the presence of live virus. 


PCR assays that target the 3’ proximal viral gene are considered the most sensitive as the 
replication cycle of lyssaviruses dictates that the N gene coding viral nucleoprotein is 
transcribed in the greatest abundance with a transcriptional gradient occurring for downstream 
genes.  


PCR assays should meet the OIE Standards for validation (see Chapter 1.1.6 Principles and 
methods of validation of diagnostic assays for infectious diseases) and should be able to detect 
a broad spectrum of globally circulating rabies virus strains. Different methods for RNA 
extraction (manual, commercial conventional column or magnetic bead-based rapid RNA 
extraction methods) are available and can differ in sensitivity. 


PCR assays that have been evaluated in accordance with OIE Standards (Chapter 1.1.6), have 
shown similar sensitivity and specificity to the DFA or DRIT, and can ideally detect all known 
Lyssaviruses and be used as an alternative to DFA or DRIT for routine rabies diagnosis. PCR 







assays used as primary diagnostics should be conducted from a composite sample of brain 
tissue that includes brain stem and cerebellum, as stated in Section B.1.1. PCR assays that 
have reduced sensitivity and specificity or are not able to detect all Lyssaviruses should be 
considered for confirmatory diagnostics when primary diagnostic assays are indeterminate. 


Two reverse-transcriptase polymerase chain reaction (RT-PCR) methods for the detection of 
lyssavirus RNA in clinical samples are described. The first is a conventional (gel-based) pan-
lyssavirus hemi-nested RT-PCR assay (hnRT-PCR). The second is a real-time pan-lyssavirus 
RT-PCR assay (based on a fluorescent DNA stain). The principal advantages of the hnRT-PCR 
assay include the applicability to laboratories that only have conventional PCR apparatus and 
the ability to obtain genetic data from the generated amplicons. The advantages of the 
fluorescent DNA stain-based assay include increased sensitivity over the conventional assay 
and a significantly reduced turnaround time. Both assays are based on a one-step approach, 
which reduces the risks of contamination and during manipulation. The fluorescent DNA stain-
based assay is approximately one log more sensitive than the hemi-nested conventional RT-
PCR.  


There are numerous alternative rabies PCR methodologies that are fit for purpose (for example 
Freuling et al., 2014; Fischer et al., 2013; Hayman et al., 2011; Suin et al., 2014; Wadhwa et al., 
2017; Wakeley et al., 2005). Alternative assays may target different genes with different primers 
and could also be considered for use where suitable validation data have been obtained (see 
chapter 1.1.6). 


i) Conventional RT-PCR techniques 


The use of conventional PCR is of benefit to laboratories that lack real-time PCR platforms 
or that wish to obtain partial gene sequence data. Further equipment is required to enable 
electrophoretic resolution of amplicons on a gel. Prior to testing, RNA is extracted from 
suspect biological samples using a validated method of nucleic acid extraction. The one-
step RT-PCR assay combines reverse transcription and first round PCR in a single tube, 
using a reverse transcriptase to generate a DNA copy of any viral RNA present that then 
acts as the template for the DNA polymerase to amplify the cDNA template exponentially. 
It has the added advantage of reducing the turnaround time of the assay. The assay 
described below is an example of a fully validated, reproducible conventional RT-PCR with 
a high sensitivity and specificity (modified from Heaton et al., 1997). An optional second 
round amplification (hemi-nested [hn] PCR) is possible to increase the sensitivity and/or to 
confirm the specificity of the first round PCR product.  


1) JW12 Primer 5’-ATG-TAA-CAC-CYC-TAC-AAT-G-3’ 


7.5 pmol/µl (first round)  


3.5 pmol/µl (second round)  


2) JW6UNI Primer 5’-CAR-TTV-GCR-CAC-ATY-TTR-TG-3’ 


7.5 pmol/µl (first round)  


3) JW10UNI Primer 5’-GTC-ATY-ARW-GTR-TGR-TGY-TC-3’ 


3.5 pmol/µl (second round)  


Each test must contain positive (PC) and negative (NC) control tissue samples, as 
well as a no template control (NTC), which are run alongside the test samples. 


1) Wipe bench with an appropriate disinfectant prior to use or prepare PCR 
workstation. To prepare, open doors of the PCR workstation and wipe the 
cabinet surface with an appropriate disinfectant. Place an ice bucket and 
suitable pipette and tips within the station and close the doors. Switch on UV 
light for 10 minutes.  


2) Obtain the required test reagents. Ensure the enzyme mix is kept on ice. The 
remaining reagents can be thawed at room temperature. 







3) Put the required number of 0.2 ml tubes in a rack and label the tubes clearly 
with sample identification, denoting that this is the first round reaction. Include 
PC, NC and NTC. 


4) Prepare a JW6UNI/JW12 reaction master mix as detailed below:


Reagent Volume per reaction (µl) 


Molecular grade water 29.0 


5× buffer 10.0 


dNTPs (10 mM) 2.0 


JW12 (7.5 pmol/µl) 3.0 


JW6UNI (7.5 pmol/µl) 3.0 


Enzyme mix 2.0 


Total 49 


Keep all reagents on ice, thaw and vortex before using. Allow for pipetting 
variation by preparing a volume of master mix at least one reaction greater than 
required. 


5) Vortex the prepared master mix thoroughly, centrifuge and dispense 49 µl into 
each of the 0.2 ml tubes. Close the lids. 


6) Transfer the sealed tubes to the ice/cool block in the template room on a tray. 
Once a tray has been removed it must not be returned to the clean room 
without decontamination using an appropriate disinfectant 


1) Wipe bench with an appropriate disinfectant prior to use. 


2) Thaw samples and control RNA (positive and negative controls) on ice. 


3) Add 1 µl of test RNA (where possible at concentration of 1µg/µl for extracted 
samples) below the surface of its allocated master mix tube and mix gently. 
Discard the tip directly into disinfectant after use. Repeat this process until all 
samples and controls have been added to their allocated tubes. 


4) Press the lids down by hand and seal firmly. 


5) Transfer the sealed tubes to the PCR machine and cycle as detailed below: In 
house validation of cycling parameters is essential to ensure optimisation for 
local PCR machines. 


Temperature Time Cycles 


50°C 30 minutes 1 


95°C 15 minutes 1 


94°C 
45°C 
50°C 
72°C 


30 seconds 
45 seconds 
15 seconds 


1 minute 


45 


72°C 7 minutes 1 


4°C ∞ n/a 







Once complete the resulting amplicons can be visualised on a 1.5–2% agarose gel 
using standard gel electrophoresis techniques and suitable marker DNA ladders to 
ensure the appropriate size amplicon has been generated in the positive control 
samples (for comparison with samples on test). A suitable DNA-detection chemical 
should be added to the gel and a UV light box used to visualise the products.  


Where no amplicon is generated on the first round reaction, a second round, hemi-
nested reaction should be performed. 


1) Prepare PCR workstation as described in Section B.1.3.4.i.c.1. 


2) Obtain the required reagents. Ensure enzyme mix is kept on ice. The remaining 
reagents can be thawed at room temperature. 


3) Put the required number of 0.2 ml tubes in a rack and label the tubes clearly 
with sample identification and denote that this is the second round reaction by 
labelling with ‘10/12’, or ‘2’. Label the PCR negative as ‘–2’ or ‘NC2’ and the no 
template control as ‘NTC2’. This additional negative control must be included in 
every second round PCR experiment to confirm the master mix is not 
contaminated. 


4) Prepare a JW10UNI/JW12 reaction master mix as detailed below: 


Reagent Volume per reaction (µl) 


Molecular grade water 22.0 


High fidelity Taq polymerase (2×) 25.0 


JW12 (3.5 pmol/µl) 1.0 


JW10UNI (3.5 pmol/µl) 1.0 


Total 49 


5) Thaw and vortex all reagents before using. Allow for pipetting variation by 
preparing a volume of master mix at least one reaction greater than required. 


6) Vortex the prepared mastermix thoroughly, centrifuge at 700 g and dispense 
49 µl into each of the 0.2 ml tubes. Seal the tubes. 


7) Transfer the sealed tubes to the template room on a disposable tray. Once a 
tray has been removed it must not be returned to the clean room without 
appropriate decontamination. 


1) In order to reduce cross contamination, the template may be added within a 
PCR workstation. 


2) To prepare, open the doors of the PCR workstation and wipe the cabinet 
surface with an appropriate disinfectant. Place an ice bucket, suitable pipette 
and tips within the station and close the doors. Switch on UV light for 
10 minutes. 


3) Add 1 µl of undiluted first round PCR product below the surface of the prepared 
second round master mix to minimise aerosols and mix gently. Discard the tip 
directly into an appropriate disinfectant after use. Ensure the lid of the PCR tube 
is sealed firmly. Repeat this step until all first round PCR products and the 
second round PC, NC and NTC have been added to allocated Second Round 
master mix tubes. Change gloves regularly and at suitable points to avoid 
cross-contamination. 


4) If using the PCR workstation, remove samples and supplies and switch on the 
UV for 10 minutes.  







5) Run the PCR machine using the following second round cycling parameters. In-
house validation of cycling parameters is essential to ensure optimisation for 
local PCR machines. 


Temperature Time Cycles 


95°C 15 minutes 1 


94°C 
45°C 
50°C 
72°C 


30 seconds 
10 seconds 
15 seconds 


1 minute 


35 


72°C 7 minutes 1 


4°C ∞ n/a 


Analyse the amplification reactions by electrophoresis on agarose gels using an 
appropriate DNA ladder. 


ii) Real-time RT-PCR techniques 


Where capabilities allow, real-time PCR platforms enable a more rapid evaluation of the 
presence or absence of lyssavirus RNA in suspect samples. The procedure detailed here 
is an example that uses the same forward primer as the conventional RT-PCR assay 
described in Heaton et al., 1997. The use of a universal one-step RT-PCR kit that uses a 
fluorescent DNA stain for the detection of Lyssavirus species from clinical specimens has 
been demonstrated to be both highly sensitive and specific for lyssavirus RNA. 
Furthermore, by using a fluorescent DNA stain as the detection system it is able to detect 
all lyssaviruses based on the pan-lyssavirus primer specificity. This method includes a 
separate RT-PCR assay containing a fluorescent DNA stain for amplification of the internal 
housekeeping control, mRNA for beta-actin as a template control for RNA extraction.  


1) Pan-lyssavirus-specific primers (synthesised to 0.05 μmol, HPLC purified) and diluted 
to 20 pmol/µl: 


a) JW12 RT/PCR primer 5’-ATG-TAA-CAC-CYC-TAC-AAT-G-3’  


b) N165-146 PCR primer 5’-GCA-GGG-TAY-TTR-TAC-TCA-TA-3’  


2) Multispecies Beta Actin primers (synthesised to 0.05 μmole, HPLC purified) and 
diluted to 20pmol/µl: 


a) BatRat Beta-actin intronic primer 5’-CGA-TGA-AGA-TCA-AGA-TCA-TTG-3’ 


b) BatRat Beta-actin reverse primer 5’- AAG-CAT-TTG-CGG-TGG-AC-3’ 


Instrumentation and equipment are monitored for satisfactory performance and 
calibrated once a year. Include a calibrated RABV RNA PC on every test run and an 
internal Beta-actin test may be used as an extraction control. A NC and NTC is 
included on every test run to confirm the absence of contamination. All test samples 
should be run at least in duplicate. 


Gloves and a laboratory coat must be worn at all times. 


1) Prepare PCR workstation as described in Section B.1.3.4.i.c.1. 


2) Obtain the required reagents. Ensure the enzyme mix is kept on ice, the 
remaining reagents can be thawed at room temperature. 


3) Put the required number of 0.2 ml tubes in a rack and label the tubes clearly 
with sample identification. Include tubes for PC, NC and NTC. 


4) Prepare a reaction master mix as below and keep all reagents on ice. Allow for 
pipetting variation by preparing at least two extra reaction mixes  







Reagent 
Volume per 
reaction (µl) 


Molecular grade water 7.55 


Universal reaction mix containing a fluorescent DNA stain (2×) 10.0 


JW12 (20 pmol/µl) 0.6 


N165-146 (20 pmol/µl) 1.0 


RT enzyme mix 0.25 


Total 19.4 


5) Prepare a reaction master mix for the β-actin mRNA which assesses the quality 
in samples extracted from solid tissue. The assay for β-actin must be positive in 
order to have confidence that RNA was isolated from the starting material. 


Reagent 
Volume per 
reaction (µl) 


Molecular grade water 7.55 


Universal reaction mix containing a fluorescent DNA stain (2X) 10.0 


Intronic (20 pmol/µl) 0.6 


Reverse (20 pmol/µl) 1.0 


RT enzyme mix 0.25 


Total 19.4 


6) Vortex the prepared master mixes and aliquot 19 μl into each of the relevant 
wells of a 96 well plate or 8-well strips. 


1) Prepare PCR workstation as described in Section B.1.3.4.i.c.1. 


2) Thaw samples and control RNA on ice.  


3) Add 2 µl of test RNA (where possible at concentration of 0.5–1 µg/µl for 
extracted samples) below the surface of its allocated master mix tube and mix 
gently. Discard the tip directly into disinfectant after use. Repeat this process 
until all samples and controls have been added to their allocated tubes. 


4) Press the lids down by hand and seal firmly. 


5) Transfer the PCR plate/strips to the real-time machine for thermal cycling. 


1) Load the samples into the machine, ensuring that they are orientated the 
correct way. Ensure that all the lids are firmly sealed, and then close the 
machine’s plate cover and door. Set up the run parameters according to the 
manufacturer’s instructions.  


2) Set up the thermal profile as follows: 


Temperature Time Cycles 


50°C 10 minutes 1 


95°C 5 minutes 1 


95°C 
60°C 


10 seconds 
30 seconds 


40 


95°C 
55°C 


55-95°C 


1 minutes 
1 minute 


10 seconds 


80 


Thermal profiles may be subject to optimisation depending on PCR machines 
used. 







3) In case of an inconclusive assay, an agarose gel can be run to confirm the 
presence/absence of an amplicon and its approximate size (100 bp). 


The tests above describe methods to accurately diagnose rabies and to isolate and identify the virus. 
Characterisation of the virus can provide useful epidemiological information and should be undertaken 
in specialised laboratories (such as OIE, WHO or FAO Reference Laboratories). These techniques 
would include the use of MAbs, as well as partial and full genome sequencing followed by phylogenetic 
analysis. These characterisations enable a distinction to be made between vaccine virus and a field 
strain of virus, and possibly identify the geographical origin of the latter. 


The main application of serology for rabies is to determine responses to vaccination in domestic animals, 
particularly in connection with international travel, or for monitoring mass vaccination campaigns in dogs and 
other wildlife reservoir species. The measurement of rabies antibodies has typically involved virus neutralisation 
(VN) tests to detect rabies virus neutralising antibodies. ELISAs are now also recognised as acceptable tests to 
detect binding antibodies. A strong but not strict correlation in levels is observed between these two different 
antibody detection methods. Depending on the nature of the ELISA, there can be variable sensitivity and 
specificity. In contrast to the ELISA, poor quality sera can cause cytotoxicity in VN tests, which could lead to false-
positive results. Depending on the intended purpose, both tests are useful for detecting responses to vaccination 
if appropriate cut-offs are used. However, ELISAs are currently not applicable to international movement of 
animals or trade. 


Serological surveys have also been used to provide information on infection dynamics of lyssaviruses in bats 
although standardisation of serological tests for bats is still needed. 


The principle of the FAVN test (Cliquet et al., 1998) is the in-vitro neutralisation of a constant amount of 
rabies virus (‘challenge virus standard’ [CVS-11] strain adapted to cell culture) before inoculating BHK-
21 cells susceptible to rabies virus.  


The serum titre is the dilution at which 100% of the virus is neutralised in 50% of the wells. This titre is 
expressed in IU/ml by comparing it with the neutralising dilution of the OIE serum of dog origin under 
the same experimental conditions. The WHO standard2 for rabies immunoglobulin [human] No. 2, or an 
internal control calibrated against the international control may also be used to calculate the IU/ml titre 
of test sera.  


Generally, the minimum measurable neutralising VN antibody titre considered to represent a 
reasonable level of seroconversion is 0.5 IU per ml. The same measure is used in dogs and cats to 
confirm an adequate response to vaccination prior to international travel. However, within the 
framework of monitoring mass vaccination campaigns, a single cut-off level of seropositivity may not be 
universally applicable among different species (Moore et al., 2017). 


This microplate method uses 96-well plates, and is an adaptation of the technique of Smith et al. 
(1973). The FAVN test and the rapid fluorescent focus inhibition test (RFFIT) give equivalent results 
(Cliquet et al., 1998). 


Virus: CVS-11 (previously ATCC reference VR 959) strain, which is available from the ATCC or 
the OIE Reference Laboratory for Rabies, Nancy, France (see Table given in Part 4 of this 
Terrestrial Manual). Vials are stored at –80°C; 


                                                           
2  Available from: National Institute for Biological Standards and Control (NIBSC), Blanche Lane, South Mimms, Potters Bar, 


Hertfordshire EN6 3QG, United Kingdom (UK). 







OIE Standard Serum of dog origin3 stored at +4°C and diluted to 0.5 IU/ml with sterile deionised 
or distilled water. This control serum may be used to calibrate an additional internal control that 
is used for regular FAVN testing. 


Negative control serum: A pool of sera from naïve dogs stored at –20°C. 


i) Cell growth: the BHK-21 C13 cells (ATCC CCL-10) maintained in Dulbecco’s modified 
Eagle’s medium (DMEM) or Glasgow modified Eagle’s medium (GMEM) with 10% heat-
inactivated FCS and antibiotics, used to produce the CVS virus (ATCC VR 959 CVS-11) 
are trypsinised during the rapid growth phase, i.e. cells are in the exponential phase of 
their kinetic growth. If the confluence of the layer is complete, a new passage should be 
made. The cells in the cell suspension should not be aggregated; 2 × 107 cells are needed 
for a 75 cm2 cell culture flask. Cells are collected within a volume of 20–30 ml in cell 
culture medium with 10% heat-inactivated FCS. 


ii) Infection of cells: the multiplicity of infection (number of infective particles per cell) is 
adjusted to between 0.1 and 0.5. The glass bottle containing the virus/cell suspension is 
incubated for 60 minutes at 35.5–37°C. The contents of the bottle are gently stirred every 
10–15 minutes. 


iii) Virus growth: the virus/cell suspension is then centrifuged at 800–1000 g for 15 minutes 
and the cell pellet is resuspended in cell culture medium mixed with 10% heat-inactivated 
FCS. Virus is harvested 2 days later. 


iv) Harvest and storage: the supernatant is centrifuged at 800–1000 g for 15 minutes at 4°C. 
If several flasks have been used, the different centrifuged supernatants are mixed and 
then aliquoted and frozen at –80°C. The infective titre of the harvest is established at least 
3 days after freezing. 


This titration method uses BHK-21 C13 cells (ATCC CCL-10) in microtitre plates. 


i) The day before titration, a cell suspension containing 105 cells/ml is prepared in cell culture 
medium containing 10% heat-inactivated FCS, and is distributed, 200 µl per well, into 96-
well microtitre plates. The plates are then incubated for 24 hours at 35.5°C–37°C with 5% 
CO2. 


ii) The serial dilutions of virus are performed in 5 ml tubes using a cell culture medium 
without FCS as diluent. Ten-fold dilutions from 10–1 to 10–12 are prepared (0.9 ml of diluent 
with 0.1 ml of the previous dilution). 


iii) The medium in the microtitre plates is discarded using an aspiration system. Fifty µl of 
each virus dilution is distributed per well. Six replicates are used per dilution. The microtitre 
plate is then incubated for 1 hour at 35.5–37°C with 5% CO2. Then 200 µl of cell culture 
medium, containing 5% FCS, is added. 


iv) Incubate in a humidified incubator for 3 days at 35.5–37°C in 5% CO2. 


v) The cells are stained using the DFA test, as detailed below. Reading is qualitative, every 
well that shows specific fluorescence is considered to be positive. The titre calculation is 
made using either the neoprobit graphic method or the Spearman–Kärber formula (WHO, 
1996). 


vi) The CVS titration must be performed by FAVN test to establish the infective dose in 
TCID50. 


i) The control plate is used for the titration of CVS (rows 1 to 4), standard sera and negative 
control serum are used. All other plates are used for the sera to be tested. 


ii) Medium is added to the wells as follows: control plate rows 1 to 4 and cells A9 to A12: add 
150 µl per well; in the other plates, rows 6 and 12: add 200 µl per well; all other wells: add 
100 µl. 


                                                           
3  http://www.oie.int/en/our-scientific-expertise/veterinary-products/reference-reagents/ 







iii) Sera to be tested are heat inactivated for 30 minutes at 56°C. 50 µl of each undiluted 
serum to be tested is added to four adjacent wells. 


iv) Dilutions of sera are conducted in the microplates as follows:  


OIE serum, the WHO serum, the internal control and the naive dog serum: with a 50–
200 µl multichannel pipette, mix the first dilution wells by sucking in and out at least eight 
times, transfer 50 µl from one row to the next one, until the last one is reached. Discard 
50 µl from the last row. 


If there is a serum to be tested on the control plate, see below for the dilution step.  


A minimum of four three-fold dilutions is required.  


Sera being tested (all plates): as above, transfer successively 50 µl from one row to the 
following one until rows 5 and 11 (dil. 10–2.39). With a 5–50 µl multichannel pipette, transfer 
10 µl from rows 5 and 11 to rows 6 and 12, respectively (from dil. 10–2.39 to dil. 10–4.23). 
Using a multichannel pipette adjusted to 90 µl, mix rows 6 and 12 and discard 180 µl. 
Then add 70 µl of medium to these rows. This final step does not lend itself to high 
throughput testing. To attain or exceed the recommended final dilution alternative 
procedures may be used. These may require modifications to the plate layout. 


i) Stock CVS is stored in 1 ml microtubes at –80°C. One tube is thawed rapidly under cold 
running water, and placed in melting ice. 


ii) One dilution from this tube is prepared in order to obtain 100 TCID50 in 50 µl. Of this 
dilution, 50 µl is added to each serum-filled well. For virus titration, 50 µl is added to wells 
H1 to H4 (control plate). Next, transfer 50 µl from row to row (control plate, lines 1–4). 
Discard 50 µl from the last row (control plate, wells A1 to A4). No virus is added to wells 
A9 to A12 of control plate. The range allowed for the virus dose titre must be between 
30 and 300 TCID50/50 µl.  


iii) Incubate the microplates at 35–37°C in a humid incubator with 5% CO2 for 1 hour. 


iv) Addition of cells: trypsinise a subconfluent culture of BHK-21 cells. Resuspend the cells to 
obtain a 4 × 105 cells/ml suspension in DMEM supplemented with 10% heat-inactivated 
FCS. Add 50 µl of the cell suspension to each well. 


v) Incubate the microplates for 48 hours at 35–37°C in a humid incubator with 5% CO2. 


i) After the 48-hour incubation period, the medium is discarded, and the microplates are 
rinsed once in PBS, pH 7.2, and once in 80% acetone. The microplates are then fixed in 
80% acetone at room temperature for 30 minutes, and are dried at room temperature for at 
least 30 minutes. 


ii) Add 50 µl of the FITC anti-rabies conjugate, at the working dilution, to each well, gently 
rock the microplates and incubate at 35–37°C for 30 minutes. Discard the fluorescent 
conjugate and rinse the microplates twice with PBS. Excess PBS is removed by briefly 
inverting the microplates on absorbent paper. 


i) The total surface of each well is observed. The reading evaluation is qualitative (plus or 
minus): no fluorescent cell – a minus score is recorded for the well; fluorescent cells (one 
cell or more) – a plus score is recorded for the well. Use a fluorescence microscope 
suitable for FITC fluorescence equipped with ×10 eye-piece and ×10 objective. The global 
magnification of the microscope ranges between ×100 and ×125 due to the extra 
magnification of some epi-fluorescence systems.


ii) Cell and virus controls are read first. For titration of CVS, negative control serum, and OIE 
standard serum, titres are calculated according to the Spearman–Kärber method or the 
neoprobit graphic method (WHO, 1996). 


iii) Results of titration of CVS (TCID50), naive serum (D50 [median dose]) and positive 
standard (D50) are reported on a control card for each of these three controls. The control 
results of the current test are compared with the accumulated control test results from 







previous tests using the same batch of control. The test is validated if the values obtained 
for the three controls in the current test are not statistically different from the mean (±2 SD) 
of all the values obtained in the tests conducted previously according to this technique. 


iv) The result of the test corresponds to the non-neutralised virus after incubation with the 
reference serum or with the serum to be tested. These titres are calculated with the neo-
probit graphic method or with the Spearman–Kärber formula (WHO, 1996).The 
comparison of the measured titre of the tested sera with that of the positive standard 
serum of a known neutralising titre allows determination of the neutralising titre of the 
tested sera in IU/ml. The conversion to IU/ml can be made by using either the log D50 
value of the day or the mean value of the positive standard serum. 


Serum titre (IU/ml) = 
[(10 (serum log D


50
 value)) × theoretical titre of positive standard serum 


0.5 IU/ml] 


(10 (log D
50 of positive standard serum 0.5 IU/ml)) 


Example of conversion:  


 log D50 of the serum = 2.27  


 theoretical titre of positive standard serum 0.5 IU/ml = 0.5 IU/ml  


 log D50 of positive standard serum = 1.43  


(for the log D50 of positive standard, the value of the day or the mean value can be 
considered)  


Serum titre (IU/ml) = 
102.27 × 0.5  


= 3.46 IU/ml 
(101.43) 


The following parameters have to be strictly respected:  


 Rabies virus: only the CVS-11 strain should be used.  


 Cells culture: only BHK-21 cells (ATCC number – CCL 10) should be used.  


 The FAVN test must be performed only in 96 wells microplate.  


 Control charts should be used for rabies virus, negative control serum and positive 


standard serum of dog origin.  


 The back titration of the CVS virus, as well as negative control serum and positive 


standard serum of dog origin, must be present on control plate.  


 A minimum of four three-fold dilutions of sera are required. The reading method is ‘all or 


nothing’ only.  


 Four replicates of each serum should be diluted.  


 For the conversion of log D50 in IU/ml, the laboratories should use only the log D50 value of 


the positive standard serum of dog origin. 


i) Trypsinise one 3-day-old 150 ml flask culture of mouse neuroblastoma (MNA) cells. A 
similar cell line (CCL-131) may be obtained on request from the ATCC. 


ii) Resuspend 3 × 107 cells in a 50 ml conical centrifuge tube in 2.7 ml of Eagle’s minimal 
essential medium supplemented with 10% fetal calf serum (EMEM-10). 


iii) Using standard rabies safety procedures, add 1 × 107 infectious units of CVS-11 rabies 
virus (previously ATCC reference VR959) and vortex/mix once. Incubate the cells and 
virus for 15 minutes at 37°C; vortex/mix the cells once during this time. 


iv) Add 10 ml EMEM-10, vortex/mix, and centrifuge the cells at 500 g for 10 minutes. 







v) Discard the supernatant. Resuspend the cells in 30 ml of growth medium and transfer to a 
150 ml flask. 


vi) Gently rock the flask to mix the cell suspension, and then prepare three eight-well tissue-
culture chamber slides by pipetting 0.2 ml of the cell suspension into one well of each 
slide. 


vii) Incubate the flask and slides at 37°C in a humidified incubator with 0.5% carbon dioxide 
(CO2). The flask should be incubated as a closed culture (tighten the cap). 


viii) At 20, 40 and 64 hours after infection, acetone fix and stain one slide using an 
immunofluorescence technique to determine the virus infectivity. The supernatant should 
be harvested 24 hours after the cells reach 100% infectivity (typically 40 hours after 
infection). 


ix) Transfer the supernatant to a 50 ml centrifuge tube and centrifuge at 4000 g for 
10 minutes. 


x) Distribute the supernatant into 0.5 ml aliquots and store at –70°C. 


i) Thaw one aliquot of the seed virus and prepare serial ten-fold dilutions (from 10–1 to 10–8) 
in EMEM-10. 


ii) Distribute 0.1 ml of each virus dilution into one well of an eight-well tissue-culture chamber 
slide. Add 0.2 ml of MNA cells suspended in EMEM-10 (concentration 5 × 104 cells per 
0.2 ml) to each well. 


iii) Mix the cells and virus by gently rocking the slide, then incubate at 37°C in a humidified 
incubator with 0.5% CO2 for 40 hours. 


iv) Acetone fix and stain the slide using an immunofluorescence technique. Evidence of virus 
infection should be observed at the 10–6 dilution of virus, indicating a virus stock 
suspension containing at least 1 × 106 infectious units per 0.1 ml. Prepare sufficient seed 
virus so that frequent serial passage of the virus is unnecessary. 


i) Infect 3 × 107 MNA cells with 1 × 107 infectious units of the seed virus preparation (see 
above). 


ii) Harvest the supernatant 24 hours after the cells reach 100% infectivity (typically 40 hours 
after infection). 


iii) Distribute the supernatant into 0.5 ml aliquots and store at –70°C. 


i) Thaw one aliquot of the stock virus and use this to prepare serial ten-fold dilutions (from 


10 1 to 10 6) in EMEM-10. 


ii) Distribute 0.1 ml of each virus dilution into one well of an eight-well tissue-culture chamber 
slide. Add 0.2 ml of MNA cells suspended in EMEM-10 (concentration 1 × 105 cells per 
0.2 ml) to each well. 


iii) Mix the cells and virus suspension by gently rocking the slide, then incubate at 37°C in a 
humidified incubator with 0.5% CO2 for 20 hours. 


iv) Acetone fix and stain the slide using an immunofluorescence technique. 


Each well of an eight-well tissue-culture chamber slide contains 25–50 distinct microscopic 
fields when observed at ×160–200 magnification or 20 distinct microscopic fields when 
observed at x100 magnification. One unit of virus for the RFFIT is determined as the dilution at 
which 50% of the observed microscopic fields contain one or more foci of infected cells (the 
focus-forming dose, FFD50). The stock virus suspension should contain at least 1 × 104 FFD50 
per 0.1 ml (i.e. the well with cells infected with the 10–4 dilution of the virus should contain at 
least one focus of infected cells in 50% of the observed microscopic fields). For example, a 
stock virus suspension of this titre (1 × 104 FFD50 per 0.1 ml) can then be diluted to 10–2.3 to 
obtain a challenge virus containing 50 FFD50. To calculate the working dilution subtract the log 
of 50 (1.7) from the log of the virus dose (e.g. in the example given 4.0 – 1.7 – 2.3). 







A recognised (WHO [see footnote 2], OIE [see footnote 3]) reference serum standard or a 
prepared standard verified against a recognised standard diluted to a potency of 2.0 IU/ml 
should be included in each test. The reference serum should be maintained as frozen aliquots 
in amounts sufficient for 1 week of tests. A positive serum control standard diluted to a potency 
of 0.5 IU/ml and a negative serum control standard with a potency of <0.1 IU/ml should also be 
prepared by the laboratory and included in each test. 


Serum samples should be heated at 56°C for 30 minutes before testing in order to inactivate 
complement. If sera are frozen, they should be reheated after thawing. Five-fold serial dilutions 
of test sera may be prepared directly in an eight-well tissue-culture chamber slide or in a 96 well 
plate and transferred to the chamber slide wells (final volume 0.1 ml/serial dilution). The RFFIT 
may be performed as a screen using 2 dilutions or as an endpoint test suing 4 dilutions. 
Screening dilutions of 1/5 and 1/50 are sufficient for routine evaluation of vaccination efficacy. 
Endpoint testing is generally performed using dilutions of 1/5, 1/25, 1/125, and 1/625.  


For the screening test: 


i) Prepare a 1/2.5 dilution by adding 0.1 ml of inactivated serum and 0.15 ml of EMEM-10 to 
one of the slides. Mix by gently rocking the slide. 


ii) Transfer 0.05 ml of the 1/2.5 dilution to a second well containing 0.45 ml of EMEM-10. 
Discard all but 0.1 ml from the well containing the 1/2.5 dilution. 


iii) Mix the second well and discard all but 0.1 ml. 


For the endpoint test: 


i) Prepare a 1/2.5 dilution by adding 0.1 ml of inactivated serum and 0.15 ml of EMEM-10 to 
one of the slides. Mix by gently rocking the slide. 


ii) Transfer 0.05 ml of the 1/2.5 dilution to a second well containing 0.2 ml of EMEM-10. 
Discard all but 0.1 ml from the well containing the 1/2.5 dilution (first well). 


iii) Transfer 0.05 ml of the 1/2.5 dilution to a third well containing 0.2 ml of EMEM-10. Discard 
all but 0.1 ml from the well containing the 1/5 dilution (second well). 


iv) Transfer 0.05 ml of the 1/2.5 dilution to a fourth well containing 0.2 ml of EMEM-10. 
Discard all but 0.1 ml from the well containing the 1/25 dilution (third well). 


v) Mix the fourth well containing the 1/125 dilution and discard all but 0.1 ml. 


i) Add 0.1 ml of the challenge virus preparation (working dilution) to all serum dilutions. 


ii) Prepare a 1/10 and 1/100 back titration of the challenge virus working dilution and add 
0.1 ml of each to a slide well. 


iii) Mix and incubate at 37°C in a humidified incubator with 0.5% CO2 for 90 minutes. 


i) During the incubation period, trypsinise a stock culture of 3- to 5-day-old MNA cells. 


ii) Resuspend the cells in EMEM-10 to give a final concentration of 1 × 105 cells per 0.2 ml. 


iii) Distribute 0.2 ml of the cell suspension into each well of the slide and incubate at 35°C in a 
humidified incubator with 0.5% CO2 for a further 20 hours. 


i) After 20 hours, remove the slides from the incubator and pour off the medium into a 
virucidal solution. 


ii) Rinse the slides once in PBS and then fix for 10 minutes at room temperature in cold 
acetone (–20°C). Note: if using plastic slides use 80% cold acetone. 







iii) Leave the slides to dry for 10–30 minutes before adding FITC-conjugated anti-rabies 
antibody. The conjugate may be prepared in EMEM-10 or PBS; there is no need to adsorb 
the conjugate with tissue or cells. The working dilution of the conjugate should be 
determined by titration. The slides should be stained for 20–60 minutes at 37°C (optimal 
time determined by conjugate qualification) and then rinsed in PBS and distilled water, 
respectively. 


iv) Observe the slides under a fluorescence microscope. Record the number of fields (out of 
20 per well) where virus infection of cells is observed. 


Residual virus is detected using a standard fluorescence microscope. The serum neutralisation 
end-point titre is defined as the dilution factor of the highest serum dilution at which 50% of the 
observed microscopic fields contain one or more infected cells (i.e. a 97% reduction in the virus 
inoculum). This value may be obtained by mathematical interpolation. Alternatively, a 100% 
neutralisation titre may be determined by recording the highest serum dilution at which 100% of 
the challenge inoculum is neutralised and there are no infected cells in any of the observed 
fields. For both titration methods, the titre of antibody in the test serum (in IU/ml) can be 
obtained by comparison with the titre of the recognised reference serum standard included in 
each test. It should be noted that it is also valid to perform the RFFIT using BHK-21 cells 
instead of neuroblastoma cells. A modified protocol for this has been published (WHO, 1996). 


The following parameters have to be strictly adhered to: 


i) Rabies virus; only the CVS-11 strain should be used. Virus: CVS-11 (previously ATCC 
reference VR 959) strain, which is available from the ATCC or the OIE Reference 
Laboratory for Rabies, Nancy, France (see Table given in Part 4 of this Terrestrial 
Manual). Vials are stored at –80°C. The back titration should indicate a dose of 30–
100 FFD50. 


ii) Cells cultures: only BHK-21 cells (ATCC number CCL10) or MNA cells (ATCC number 
CCL131) should be used.  


iii) The test should be performed only on suitable chamber slides.  


iv) Control charts should be used for rabies virus, naïve serum and positive standard dog 
serum. 


v) The back titration of the CVS virus, as well as the naïve serum and positive standard dog, 
OIE Reference Serum must be present on control plate.  


vi) Reading method for the test: each chamber slide should contain 25–50 fields and be 
observed at ×160–200 magnification or 20 fields and be observed at ×100 magnification.  


vii) Convert log D50 to IU/ml of test sera using the log D50 value of the recognised standard 
serum diluted to a potency of 2.0 IU/ml.  


ELISAs provide a rapid serological test that avoids the requirement to handle live rabies virus. Those 
tests detect antibodies that can specifically bind to rabies virus antigens, primarily the rabies virus 
glycoprotein and nucleoprotein. None of the available direct, indirect or competitive ELISAs is validated 
for international animal movement or trade (Wasniewski et al., 2014). However, ELISAs are a useful 
tool for monitoring rabies vaccination campaigns in wildlife species provided they are properly validated 
for this purpose. A commercial ELISA has been recommended for monitoring rabies vaccination 
campaigns in foxes and raccoon dogs (Wasniewski et al., 2016). 


Annual participation in inter-laboratory proficiency testing is highly encouraged as part of quality assurance 
schemes; such tests should be organised for Regional Laboratories by the National Reference Laboratories, while 
the latter in turn should participate in international proficiency tests organised by OIE Reference Laboratories. 
Whenever possible, international accreditation of a laboratory should be considered (see Chapter 1.1.5 Quality 
management and veterinary testing laboratories). 







The prevention and control of rabies in a country is a national responsibility and, in many countries, the vaccine 
may be used only under the control of the Competent Authority. Guidelines for the production of veterinary 
vaccines are given in Chapter 1.1.8 Principles of veterinary vaccine production. The guidelines given here and in 
chapter 1.1.8 are intended to be general in nature and may be supplemented by national and regional 
requirements. Varying requirements relating to quality, safety and efficacy apply in particular countries or regions 
for manufacturers to obtain relevant regulatory approval for a veterinary vaccine. Where possible, manufacturers 
should seek to obtain such a licence or authorisation for their rabies vaccines as independent verification of the 
quality of their product. Internationally and nationally recognised regulations for animal experimentation should be 
followed in all stages of rabies vaccine development and production.  


Virulent rabies virus may be used to produce inactivated rabies vaccine; consequently, the rabies vaccine 
production facility should operate under the appropriate biosafety procedures and practices. The facility should 
meet the requirements for containment outlined in chapter 1.1.4 and WHO (2005). 


Rabies vaccines are defined as a standardised formulation containing defined amounts of immunogens. These 
immunogens are either inactivated (killed), live-attenuated or biotechnology-derived as described in chapter 1.1.8. 


Authorised vaccines for the parenteral vaccination of domestic animals and oral vaccines for the immunisation of 
wild animals and free-roaming dogs are available. These vaccines are frequently used off-label.  


Oral rabies vaccination (ORV) has been successfully used to control the disease in certain wildlife reservoir 
species (Cliquet et al., 2012; Freuling et al., 2013). However, because dog-mediated human rabies is a candidate 
for global elimination, the dog should be considered a main target for rabies elimination. Countries should assess 
the need for both ORV of dogs and parenteral vaccination in their rabies control strategy. Parenteral vaccination 
of dogs should remain the foundation of mass vaccination campaigns. Apart from mass parenteral vaccination 
(carried out concurrently or sequentially), the use of oral vaccination, especially in free-roaming and inaccessible 
dogs, taking into account structure and accessibility of the dog population, should represent a complementary 
measure for the improvement of the overall vaccination coverage in dog rabies control programmes (WHO, 2013). 
For ORV of dogs, the handout and retrieve model should be used. 


An optimal individual or combination vaccination strategy for both vaccination of wildlife (ORV with or without 
Trap-Vaccinate-Release) and dogs (Central Point Vaccination, House-to-House vaccination, with or without ORV) 
should be determined by taking the size of the target species population into account. As regards ORV of wildlife 
and dogs, oral rabies virus vaccine bait candidates should be selected based on efficacy and safety profiles. 
Monitoring of human exposure to oral rabies virus vaccines and risk management should be undertaken. Under 
specific circumstances, vaccination of other susceptible companion animals and livestock would be beneficial and 
should be considered as part of any national vaccination programme. 


The principal rationale for the use of injectable rabies vaccine is to protect animals and, as a 
consequence, humans.  


Live-attenuated vaccines were widely used for injection in domestic animals. However, several of these 
products have been documented to cause vaccine-induced rabies, and therefore injectable use should 
be discontinued (Bellinger et al., 1983; Esh et al., 1982). 


Rabies virus glycoprotein biotechnology-derived vector vaccines are prepared by inserting non-
infectious rabies virus nucleic acid coding for rabies virus glycoprotein into a vector such as avipox for 
injectable vaccine (WHO, 1996). As these do not contain live rabies virus, animals vaccinated with 
such vaccines should not be restricted from entry into countries (Taylor et al., 1991).  







i) Biological characteristics 


Any rabies virus strain considered for vaccine production should protect against any rabies 
virus variant of phylogroup 1. Selection of master seed viruses (MSVs) should ideally be 
based on the ease of growth in culture, virus yield, stability and antigenic spectrum (Wu et 
al., 2011). A record of the source of the MSV should be maintained. 


Biotechnology-derived vaccines are prepared in appropriate cell lines using a vector 
expressing the rabies virus glycoprotein. 


ii) Quality criteria 


MSVs for vaccine production must be well characterised and proven to be pure and free 
from all extraneous agents in accordance with Chapter 1.1.9 Tests for sterility and freedom 
from contamination of biological materials intended for veterinary use and those listed by 
the appropriate regulatory authorities. 


The efficacy of the resultant vaccine is assessed by studies on every target species to be 
vaccinated as recommended in chapter 1.1.8 and Section C.2.3.3 of this chapter.  


i) Procedures 


The virus is used to infect a suspension or monolayers of an established cell line. 
Such cell culture should be proven to be free from contaminating microorganisms 
(see chapter 1.1.8). 


Cultures are infected with cell-culture-adapted MSV and incubated at the appropriate 
temperature for a defined period. As rabies virus does not normally cause cytopathic 
effect, this allows several harvests from the same culture. This material is processed 
and used to formulate vaccine. For inactivated (killed) vaccine the virus is inactivated 
by addition of an inactivant of the first order, usually β-propiolactone (BPL) or 
ethyleneimine (EI) in the form of binary ethyleneimine (BEI). It is important that the 
necessary safety precautions for working with inactivants are fully observed. Other 
inactivants, such as formalin or phenic acid, should not be used. The inactivant is 
added to a virus suspension to achieve a predetermined final concentration. 
Inactivation must be duly validated and documented to show the inactivation kinetics 
and the results of the inactivation controls. The time period for inactivant treatment 
and temperature used for inactivation must be validated for the actual conditions and 
equipment used during industrial production. 


Inactivated rabies vaccines are usually formulated as liquid or freeze dried. The liquid 
vaccine is prepared by adsorbing the antigen onto an adjuvant, for example 
aluminium hydroxide gel. 


ii) Requirements for media and substrates 


The final blend may include antifoam, phenol red dye (if permitted by the country requiring 
vaccine), lactalbumin hydrolysate, tryptose phosphate broth, amino acids, vitamins and 
buffer salts. Saponin or other polysaccharides as adjuvant could be incorporated in rabies 
vaccines for ruminants. Addition of preservatives is recommended for multi-dose vials. The 
freeze-dried vaccines should be reconstituted before injection with the appropriate solvent. 


The cell lines used for the production of rabies virus vaccines should be in 
accordance with chapter 1.1.8. 







This method of culture is used for the production of live-attenuated vaccines such as 
the Flury LEP or the HEP variant strain. Their use should be discontinued as 
indicated in Section C.2.1 (Tao et al., 2010; Wachendörfer et al., 1982). 


iii) In-process control 


During the production process, tests are undertaken at different times before constitution 
of the final blend, which allows the consistency of production to be verified as in 
accordance with chapter 1.1.8. Tests for infectivity, sterility and inactivation are 
fundamental in-process controls. The formulation of the final product can be standardised 
using additional tests to measure viral integrity after storage, antigenic mass and 
glycoprotein content. 


Inactivation is verified using a test for residual live virus. For this, the inactivated 
harvest is inoculated into the same type of cell culture as that used in the production 
of the vaccine or a cell culture shown to be at least as sensitive. The quantity of 
inactivated virus harvest used is equivalent to not less than 25 doses of the vaccine. 
After incubation for 4 days, a subculture is made using trypsinised cells; after 
incubation for a further 4 days, the cultures are examined for residual live-rabies virus 
by the immunofluorescence test. The inactivated virus harvest complies if no live 
virus is detected (European Pharmacopoeia, 2013a). 


iv) Final product batch/serial tests 


After combining all of the ingredients the final blend contains the definite vaccine 
formulation. Filling of the final blend into vials is the last step in the production process for 
a batch/serial. This final batch/serial undergoes the tests described below. 


Tests for sterility and freedom from contamination of biological materials intended for 
veterinary use may be found in chapter 1.1.9. 


Safety tests in target animals are not required by many regulatory authorities for the 
release of each batch. Where required, standard procedures are generally conducted 
using fewer animals than are used in the safety tests required for relevant regulatory 
approval. 


Unless consistent safety of the product is demonstrated and approved in the 
registration dossier, and the production process is approved for consistency in 
accordance with the standard requirements referred to in chapter 1.1.8, batch safety 
testing is to be performed. 


This final product batch/serial safety test is conducted to detect any abnormal local or 
systemic adverse reactions. For the purposes of batch/serial release, each of at least 
two healthy seronegative target animals is inoculated by the recommended route a 
minimum of a double dose of the vaccine. The animals are observed at least daily for 
14 days. The vaccine complies with the test if no animal shows adverse reactions or 
dies of causes attributable to the vaccine (European Pharmacopoeia, 2013a). 


The test is carried out using a pool of the contents of five containers. 


For vaccines that do not contain an adjuvant, a suitable amplification test for residual 
live virus is carried out using the same type of cell culture as that used in the 
production of the vaccine or a cell culture shown to be at least as sensitive. The 
vaccine complies with the test if no live virus is detected. 


For vaccines that contain an adjuvant, 0.03 ml of a pool of at least five times the 
smallest stated dose is injected intracerebrally into each of no fewer than ten mice, 
each weighing 11–15 g. To avoid interference of any microbial preservative or the 







adjuvant, the vaccine may be diluted more than 10 times before injection. In this 
case, or if the vaccine strain is pathogenic only for suckling mice, the test is carried 
out on 1- to 4-day-old mice. The animals are observed for 21 days. If more than two 
animals die during the first 48 hours, the test is repeated. The vaccine complies with 
the test if, from the day 3 to day 21 post-injection, the animals show no signs of 
rabies and immunofluorescence test carried out on the brains of the animals show no 
indication of the presence of rabies virus. 


For live attenuated and biotechnology-derived vaccines, virus titrations are reliable 
indicators of vaccine potency once a relationship has been established between the 
level of protection conferred by the vaccine in the target species and titres of the 
modified live vaccine. Virus titration should be carried out using cell culture 
techniques. This allows laboratories to act in accordance with the 3Rs principles 
(European Commission, 2010).  


The potency of inactivated vaccines is tested in mice by a serological test (Krämer et 
al., 2010), or a challenge test (European Pharmacopoeia, 2013a; WHO, 1996). For 
inactivated virus vaccines, an in-vitro agent identification test has been reported 
(Stokes et al., 2012).  


It is not necessary to carry out the potency tests described in Section C.2.2.2.iv.d.1 
Serological test, and Section C.2.2.2.iv.d.2 Challenge test, for each batch/serial of 
vaccine produced, provided that at least one of these tests has been carried out on a 
previous batch/serial of vaccine and this batch/serial has been demonstrated to meet 
the minimum potency requirements. Under these circumstances, an alternative 
validated method may be used to establish batch/serial potency, the criteria for 
acceptance being set with reference to the batch/serial of vaccine that has given 
satisfactory results in either the serological test or the challenge test as described 
below: 


In the serological test, the inactivated vaccine is compared with the standard 
reference vaccine by measuring the amounts of neutralising anti-rabies virus-specific 
antibodies in mouse serum. The test vaccine passes if it induces more antibodies 
than the standard reference vaccine. The test should be performed as follows: 


Eight to ten mice, each weighing 18–20 g are used. Each mouse is vaccinated by a 
subcutaneous, intramuscular or intraperitoneal route using 1/5 of the recommended 
dose volume. Blood samples are taken 14 days after the injection and the sera are 
tested individually for rabies antibodies (see Section B.2 and European 
Pharmacopoeia, 2013a). 


The vaccine meets the requirement if the rabies antibody titre of mice immunized 
with the test vaccine is significantly higher than that obtained with a reference 
vaccine that gave satisfactory results in the test described in C.2.2.2.iv.d.2 Challenge 
test.  


In the challenge test, the test vaccine is compared with the reference vaccine by 
measuring the protection conferred on mice. The test vaccine passes if it induces 
more protection than the reference vaccine 


According to the European Pharmacopoeia, the test described below uses a parallel-
line model with at least 3 points for the vaccine to be examined and the reference 
preparation.  


i) Selection and distribution of the test animals 


Healthy female mice about 4 weeks old, preferably in a range of 18–20 g live 
weight and from the same stock should be used in the test. The mice should be 
distributed into at least ten groups of no fewer than ten mice.  







ii) Preparation of the challenge suspension 


A group of mice is inoculated intracerebrally with the CVS strain of rabies virus; 
when the mice show signs of rabies, they are killed, the brains are removed and 
a homogenate of the brain tissue is prepared in a suitable diluent. Gross 
particulate matter is separated by centrifugation and the supernatant is used as 
challenge suspension. The suspension is distributed in small volumes in 
ampoules that are sealed and stored at –80°C. One ampoule of the suspension 
is thawed and serial dilutions are made in a suitable diluent. Each dilution is 
allocated to a group of mice and each mouse is anaesthetised and injected 
intracerebrally with 0.03 ml of the dilution allocated to its group. The animals are 
observed at least daily for 14 days and the number in each group that develop 
signs of rabies between day 5 and day 14 is recorded. The median mouse 
intracerebral lethal dose (MICLD50) of the undiluted suspension is calculated. 


iii) Determination of potency of the vaccine to be examined 


At least three serial dilutions of the vaccine are prepared for examination along 
with three similar dilutions of the reference preparation. The dilutions are 
prepared such that those containing the largest quantity of vaccine may be 
expected to protect more than 50% of the animals into which they are injected 
and those containing the smallest quantities of vaccine may be expected to 
protect less than 50% of the animals into which they are injected.  


Each dilution is allocated to a different group of mice and each mouse is 
injected by the intraperitoneal route with 0.5 ml of the dilution allocated to its 
group. A suspension of the challenge virus is prepared 14 days after the 
injection such that, on the basis of the preliminary titration, it contains about 
50 ID50 in each 0.03 ml. Each vaccinated mouse is injected intracerebrally with 
0.03 ml of this suspension. 


Three suitable serial dilutions of the challenge suspension are prepared. The 
challenge suspension and the three dilutions are allocated, one to each of four 
groups of ten unvaccinated mice. Each mouse is anaesthetised and injected 
intracerebrally with 0.03 ml of the suspension of the dilution allocated to its 
group (Stokes et al., 2012). The animals in each group are observed at least 
daily for 14 days. The test is invalid if more than two mice of any group 
succumb within the first 4 days after challenge. The number in each group that 
develops signs of rabies between day 5 and day 14 after challenge is recorded. 


The test is invalid unless: 


a) For both the vaccine being examined and the reference preparation, the 
50% protective dose lies between the smallest and the largest dose given 
to the mice; 


b) The titration of the challenge suspension shows that 0.03 ml of the 
suspension contained at least 10 ID50; 


c) The confidence limits (p = 0.95) are not less than 25% and not more than 
400% of the estimated potency; when this validity criterion is not met, the 
lower limit of the estimated potency must be at least 1 IU in the smallest 
prescribed dose; 


d) Statistical analysis shows a significant slope (p = 0.95) and no significant 
deviations from linearity or parallelism of the dose–response curves (p = 
0.99). 


The vaccine meets the OIE requirement if the estimated potency is not 
less than 1 IU in the smallest prescribed dose. 


iv) Application of humane end-points 


Once a laboratory has established the above assay for routine use, the lethal 
end-point is replaced by an observation of clinical signs and the application of 
an end-point earlier than death to reduce animal suffering. The following scoring 
scheme is given as an example. 







The progress of rabies infection in mice following intracerebral injection can be 
represented by five stages defined by typical clinical signs: 


Score 1: ruffled fur, hunched back; 


Score 2: slow movements, loss of alertness (circular movements may also 
occur); 


Score 3: shaky movements, trembling, convulsions; 


Score 4: signs of paresis or paralysis; 


Score 5: moribund state. 


Mice are observed at least twice daily from day 4 after challenge. Clinical signs 
are recorded at each observation. Experience has shown that using score 3 as 
an end-point yields assay results equivalent to those found when a lethal end-
point is used. This must be verified by each laboratory by scoring a suitable 
number of assays using both clinical signs and the lethal end-point. 


The potency test of the National Institute of Health (NIH test), as described in 
the US Code of Federal Regulations (9CFR), is similar to the European test, 
except that a second injection of vaccine is performed one week after the first 
injection. Reading and calculation are identical (European Pharmacopoeia, 
2013a; 9CFR, 2010). 


For registration of vaccine, all relevant details concerning manufacture of the vaccine and 
quality control testing (see Sections C.2.2.1 and C.2.2.2) should be submitted to the authorities. 
This information shall be provided from three consecutive vaccine batches/serials with a volume 
not less than 1/3 of the typical industrial batch/serial volume. 


Safety tests for registration of inactivated injectable rabies vaccine are identical to those 
described in Section C.2.2.2.iv.d.1 and need to be carried out in accordance with VICH 
Guideline 44, Section 2.1.2, as outlined here. 


For vaccines that require a single life-time dose or primary vaccination series only, the primary 
vaccination regimen should be used. For vaccines that require a single dose or primary 
vaccination series followed by booster vaccination, the primary vaccination regimen and an 
additional dose should be used. For convenience, the recommended intervals between 
administrations may be shortened to an interval of at least 14 days. Evaluation of the one or 
repeat dose testing should be conducted using either a pilot or production batch containing the 
maximum release potency or, in the case where maximum release potency is not specified, 
then a justified multiple of the minimum release potency should be used. 


In general, eight animals per group should be used unless otherwise justified. For each target 
species, the most sensitive class, age and sex proposed on the label should be used. 
Seronegative animals should be used. In cases where seronegative animals are not available, 
the use of alternatives should be justified. 


If multiple routes and methods of administration are specified for the product concerned, 
administration by all routes is recommended. If one route of administration has been shown to 
cause the most severe effects, this single route may be selected as the only one for use in the 
study. Special attention shall be paid to the site of injection, especially for cats. Site 
recommendations should be followed. 


Biotechnology-derived injectable vaccines do not shed virulent rabies virus, but other safety 
concerns may be evident (Roess et al., 2012). Specific requirements for safety of this type of 
vaccine are described in chapter 1.1.8 for biotechnology-derived vaccines. 


Tests for reversion to virulence of modified live vaccines (MLV) should be done in accordance 
with chapter 1.1.8. 







i) Precautions and hazards 


For adjuvanted vaccines, live attenuated vaccines and biotechnology-derived vaccines, 
warnings should be provided by manufacturers that medical advice shall be sought in case 
of self-injection 


In herbivores, as a minimum requirement, efficacy can be demonstrated by serology (European 
Pharmacopoeia, 2013a). In other species efficacy is demonstrated by challenge with an 
appropriate challenge rabies virus. Test animals shall be uniform and have no neutralising 
antibodies to rabies as determined by the serum neutralisation tests (see Section B of this 
chapter).  


For challenge tests, challenge-dose finding studies are conducted to determine the dose and 
route that is sufficient to induce clinical signs of rabies in at least 80% of unvaccinated control 
animals. As soon as clinical signs of rabies are observed, animals are killed and rabies is 
confirmed using the diagnostic tests described in Section B of this chapter. 


For efficacy tests in vaccinated animals, such as dogs, 25 or more animals shall be used as 
vaccinates. The vaccine formulation used for the efficacy trial is the minimum to be used for 
routine production. Ten or more additional animals shall be added as controls. At the end of the 
period claimed for duration of immunity, vaccinates and controls are challenged with the 
predetermined dose as described above. Animals are observed at least daily for 90 days after 
challenge. As soon as clinical signs of rabies are observed, animals are humanely killed and 
rabies is confirmed using appropriate diagnostic tests. At the end of the observation period, all 
surviving animals are humanely killed and their brains are tested using the diagnostic tests 
described in Section B of this chapter. 


Requirements for acceptance in challenge tests shall be death due to rabies in at least 80% of 
the control animals while at least 22 of 25 or 26 of 30 or a statistically equivalent number of the 
vaccinates remain free of rabies for a period of 90 days.  


As described in chapter 1.1.8.


As part of the authorisation procedure the manufacturer should be required to demonstrate the 
duration of immunity of a given vaccine by either challenge or the use of a validated alternative 
test, such as serology at the end of the claimed period of protection. 


All vaccines currently used for oral vaccination are either MLV or biotechnology-derived vaccines 
(BDVs). It should be noted that oral rabies vaccine constructs generated using reverse genetics are 
considered from a regulatory perspective as BDVs although they do not express a foreign gene. Of 
paramount consideration for oral vaccine use is safety, not only for the target animals, but for the 
environment and other species, including humans, who may come in contact with the vaccine (see 
chapter 1.1.8). Some of the MLVs have been documented to cause vaccine-derived rabies in target 
and non-target species (Fehlner-Gardiner et al., 2008, Müller et al., 2009, Hostnik et al. 2014, Pfaff et 
al., 2018). 


Requirements for guaranteeing the safety and efficacy of oral vaccines both for the target species and 
non-target species (especially humans) that might be in contact with baits or a recently vaccinated 
animal have been developed (European Pharmacopoeia, 2013b; WHO, 2007; 2013). As well as the 
requirements for oral rabies virus vaccines as described below, for ORV of wildlife and dogs, 
appropriate bait configuration and bait delivery systems are also critical and may require adaptation to 
local circumstances. It may be necessary to reassess efficacy with each significant variation of baits 
and bait delivery systems. 







In addition to the requirements outlined in chapter 1.1.8, the following specific requirements must be 
met. 


The seed is a pure preparation of a single immunogenic clonal strain of a highly attenuated MLV 
or BDV. The history of the MSV, its immunogenic properties, safety and absence of reversion to 
virulence shall be well characterised, including the presence of genetic markers for MLV. A full 
genome consensus sequence of the MSV should be submitted to the regulatory authority and 
deposited in a public database for verification of identity and genetic stability. For biotechnology-
derived MSV, additional information on recombination should be considered, as a theoretical 
risk exists for the potential of genetic transfer and exchange with other viruses. 


i) Procedure 


The MSV is used to infect a suspension or monolayers of an established cell line. Ideally, 
these cell cultures should be non-tumorigenic and free from contaminating 
microorganisms.  


ii) In-process control 


During the production process, tests are undertaken at different times before constitution 
of the final blend, which allow the consistency of production to be verified. Tests for 
infectivity and sterility are fundamental in process controls.  


iii) Final product batch/serial tests 


After combining all of the ingredients the final blend contains the definitive formulation that 
is either used in a freeze-dried or in liquid form. Filling the final blend into sachets/capsules 
to be included in baits or filling directly into the bait is the last step of production of a 
batch/serial. This final batch/serial undergoes the tests described below. 


This test may be done before or after filling the bait. Tests for sterility and freedom 
from contamination of biological materials intended for veterinary use are described 
in chapter 1.1.9. 


The identity of the immunogen is tested using rabies anti-serum monospecific for the 
glycoprotein G for BDV, and for MLV a test is carried out to demonstrate the 
presence of the genetic marker. 


For MLV, 1 in 10 and 1 in 1000 dilutions of the vaccine are inoculated into 
susceptible cell cultures. The dilutions are incubated at 37°C. After 2, 4 and 6 days, 
the cells are stained with a panel of monoclonal antibodies that do not react with the 
vaccine strain but that react with other strains of rabies virus (for example, street 
virus, Pasteur strain). Alternatively, genetic characterisation can be used. The 
vaccine complies with the test if it shows no evidence of contaminating rabies virus 
(European Pharmacopoeia, 2013a). 


Safety tests in target animals are not required by many regulatory authorities for the 
release of each batch or serial. Where required, standard procedures are generally 
conducted using fewer animals than are used in the safety tests required for relevant 
regulatory approval. 


Unless consistent safety of the product is demonstrated and approved in the 
registration dossier, and the production process is approved for consistency in 
accordance with the standard requirements referred to in chapter 1.1.8, batch safety 
testing is to be performed as follows: two healthy seronegative animals of the target 







species are administered orally with 10 times the field concentration. In addition, a 
0.5 ml dose is injected by the intraperitoneal or subcutaneous routes into eight mice. 
All animals are then observed for at least 14 days. If any intolerable adverse 
reactions attributable to the products occur in any animals during the observation 
period, the batch/serial is unsatisfactory. 


For MLV and BDV, virus titrations are reliable indicators of vaccine potency once a 
relationship has been established between the level of protection conferred by the 
vaccine in the target species and titres of the vaccine. Virus titration should be 
carried out using cell culture. This allows laboratories to act in accordance with the 
3Rs principles (European Commission, 2010).  


For registration of a vaccine, all relevant details concerning manufacture of the vaccine and 
quality control testing should be submitted to the Competent Authority. This information shall be 
provided from three consecutive vaccine batch/serials with a volume not less than 1/3 of the 
typical industrial batch/serial volume. 


The in-process controls are part of the manufacturing process. 


In accordance with chapter 1.1.8, safety tests are required in each species for which the product 
is indicated. For purposes of this class of product, only the overdose and reversion-to-virulence 
safety tests are required.  


Tests for reversion to virulence of MLVs and safety testing of BDV should be done in 
accordance with chapter 1.1.8.  


i) Modified live vaccines (MLV) 


For the overdose safety test, a 10 × maximum titre of a field dose is administered, 
preferably using a syringe, via the oral route to ten animals (less than 6 months of 
age for wild animals and less than 10 weeks for dogs), that are free of rabies 
antibodies. After administration, the possibility of excretion of vaccine virus in the 
saliva of the animals described above should be assessed by taking swabs several 
times within the first day and on several additional selected time points within the first 
week after vaccine administration. Any virus recovered should be characterised. The 
animals are observed for at least 90 days. Particular attention shall be paid to 
neurological signs and sudden death and shall be investigated using appropriate 
tests (see Section B of this chapter). At the termination of the study, the brain should 
be examined for vaccine virus presence using reference tests as described in 
Section B.1.3.1.  


The test is satisfactory if no intolerable adverse reactions attributable to the vaccine 
are observed and if no virus is detected in the brain. Virus recovered in swabs should 
be the vaccine strain and be consistent temporally and quantitatively with limited viral 
replication. 


A representative group of species including rodents, cats and dogs that are likely to 
consume the baits should be investigated. At least ten animals of each species 
should be tested orally with 10 × maximum titre of a field dose and observed for at 
least 90 days. 


As testing wild animals might prove to be difficult and should be kept at a minimum, 
additional tests using different routes of administration in laboratory rodents (both 
nude and SCID mice or other immunocompromised animals) are recommended. 
Rodents (i.e. mice and rats) should be tested using at least 20 animals per test, 
inoculated orally with the amount of vaccine strain equivalent to one maximum oral 







dose. The same number of contact animals should be used for investigation of virus 
transmission. All animals should be observed daily for at least 30 days. Animals that 
die from causes not attributable to rabies are eliminated. After termination of the 
study, the brain of animals should be examined for rabies virus antigen using 
reference tests as described in Section B.1.3.1. 


A risk assessment should be undertaken to evaluate directly the safety risk for 
humans (safety of vaccine) and the risk that humans will come in contact with the 
vaccine. 


ii) Biotechnology-derived vaccines (BDV) 


For the overdose safety test, a 10× maximum titre is administered, preferably using a 
syringe, via the oral route to ten animals that are free of rabies antibodies. After 
administration, the possibility of excretion of vaccine virus in the saliva of these 
animals should be assessed by taking swabs on the first day and on several 
additional selected time points within the first week after vaccine administration. Any 
virus recovered should be characterised. The animals should be observed for at least 
90 days or according to their known incubation period for the vector used.  


The test is satisfactory if no intolerable adverse reactions attributable to the vaccine 
are observed. Viral RNA and virus recovered from swabs should be the vaccine 
strain and be consistent temporally and quantitatively with limited viral replication. For 
vaccine intended for use in dogs, absence of the virus should be demonstrated 
4 days post-immunisation. 


A representative group of species including rodents, cats and dogs that are 
susceptible to the virus vector and likely to consume the baits should be investigated. 
At least ten animals of each species should be tested orally with a 10 × maximum 
titre and observed for at least 90 days or according to their known incubation period 
for the vector used. 


As testing wild animals might prove to be difficult and should be kept to a minimum, 
additional tests in laboratory animals susceptible to the vector are recommended. 
Laboratory animals should be tested using at least 20 animals per test, inoculated 
orally with the amount of vaccine strain equivalent to one maximum oral dose. The 
same number of contact animals should be used for investigation of virus 
transmission. All animals should be observed daily for at least 30 days. Animals that 
die from causes not attributable to the disease caused by the vector are eliminated.  


A risk assessment should be undertaken to evaluate directly the safety risk for 
humans (safety of vaccine) and the risk that humans will come in contact with the 
vaccine. 


iii) Precautions hazards 


The release of oral vaccines into the environment shall comply with the requirements in 
chapter 1.1.8. Oral rabies vaccines are innocuous when presented in bait form and 
present no toxic hazard to vaccinators. For leaks from ruptured sachets containing 
vaccines, warnings shall be provided by manufacturers that medical advice shall be sought 
in the event of inadvertent contact, especially when contact is with mucosal membranes, 
skin or skin abrasions.  


Prior to initiating vaccination campaigns, public health officials should be informed and 
public education provided, particularly not to touch baits or be in contact with animals that 
have recently consumed baits. 


Public health information with respect to the risk of oral vaccines in specific human 
population groups is provided by WHO (2005). 







Efficacy of the final product (vaccine bait) (see Section C.3.3.5) shall be demonstrated in each 
species for which the vaccine use is claimed by the manufacturer. The protection status cannot 
be checked by serology only; a virulent challenge with an appropriate challenge rabies virus is 
necessary. Preferably, a target species adapted rabies virus strain should be used. The vaccine 
titre should not be greater than the claimed minimum protective dose. 


Test animals at least three months of age should have no rabies specific antibodies to rabies as 
determined by the serum neutralisation tests (see Section B of this chapter). 


For challenge tests, challenge-dose finding studies should be conducted to determine the dose 
and route that is sufficient to induce clinical signs of rabies in at least 80% of unvaccinated 
control animals for each target species. As soon as clinical signs of rabies are observed, 
animals are killed and rabies is confirmed using the diagnostic tests described in Section B of 
this chapter. 


For efficacy tests in vaccinated animals, at least 25 animals shall be used as vaccinates. The 
titre of the vaccine virus that is used in the efficacy test establishes the minimum immunising 
dose. At 180 days after presentation of a vaccine-bait, vaccinates and controls are challenged 
with the predetermined dose as described above. Animals need to be observed daily for 
90 days after challenge and humanely euthanised at the first definitive clinical signs of rabies. 
The diagnosis of rabies must be confirmed in animals that die or have to be euthanised using 
appropriate diagnostic tests. At the end of the observation period, all surviving animals are 
humanely killed and their brain tissues tested using the virus identification tests described in 
Section B of this chapter. 


Requirements for acceptance in challenge tests shall be death due to rabies in at least 80% of 
the control animals while at least 22 of 25, 26 of 30 or a statistically equivalent number of the 
vaccinates remain free of rabies for a period of 90 days.  


Once the minimum immunising dose has been established in one species, the efficacy study for 
additional species can be limited to a study using vaccine-baits. The bait casing may have to be 
adapted to the new target species (see Section C.3.3.5).  


A minimum of five samples of the final product are incubated at 25°C for 5 days. The vaccine is 
titrated three times. The mean virus titre must be at least the minimum virus titre stated on the 
label or as approved for end of shelf life. The bait is heated at 40°C for 1 hour, and the bait 
casing complies with the test if it remains in its original shape and adheres to the vaccine 
container (European Pharmacopoeia, 2013b).  


The bait is an integral part of the product and should ideally meet certain criteria: 


i) Designed for and attractive to the target species and adapted to the mode of distribution.  


ii) Adapted to the food preferences of the local dog population for ORV; 


iii) The attractant should be compatible with bait and vaccine and adherent to the bait, and 
should remain palatable for a defined period; 


iv) Keep its form and shape under a wide range of temperature and weather conditions to 
protect the vaccine under field conditions; 


v) The shape of the bait should allow easy ingestion by all ages and sizes of target species; 


vi) Optimise the release of vaccine into the oral cavity and to the target tissues; 


vii) Be safe for target and non-target species; 


viii) Ingredients should not be harmful, should comply with animal feed standards and should 
not interfere with vaccine activity; 


ix) Allow the incorporation of a biomarker, topical or systemic (for example:  


a) surface markers (Rhodamine B, other dyes); 


b) tissue markers (Iophenoxic acid, etc.); 







c) calciphilic markers such as tetracycline (TC), which should be compatible with other 
bait components, safe for target and non-target species, detectable in target species 
for a defined period using technically simple, economical and locally available assay 
methods, absent or minimally present in subject population. In case of TC, care must 
be taken that the ratio of TC vs epitetracycline in the final bait formulation should be 
as high as possible to guarantee biomarker effectiveness. 


x) Be economic to produce in standard form, possibly under local conditions; 


xi) Feature a labelling system with a public warning and identification of the product.  
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* 


*   * 


NB: There are OIE Reference Laboratories for Rabies 
(see Table in Part 4 of this Terrestrial Manual or consult the OIE web site for the most up-to-date list: 


http://www.oie.int/en/scientific-expertise/reference-laboratories/list-of-laboratories/).  
Please contact the OIE Reference Laboratories for any further information on  


diagnostic tests, reagents and vaccines for rabies 


NB: FIRST ADOPTED IN 1989. MOST RECENT UPDATES ADOPTED IN 2018. 



http://www.oie.int/en/scientific-expertise/reference-laboratories/list-of-laboratories/
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I. INTRODUCTION 
 
Rabies is an acute encephalitis with a fatal outcome and no effective cure.  
According to the World Health Organization (WHO), rabies ranks 12th among the 
major killer diseases with around 10 million people exposed annually.  
 
Epidemiology 
 
In the Philippines, rabies continues to be an endemic disease despite the availability 
of effective and safe vaccines.  The incidence of rabies in the country is 2-3 per 
million population, with about 200-300 rabies deaths every year (1)(Table 1). 
Compared to other Asian countries, the Philippines has consistently been among the 
top 5-6 countries with the highest number of human rabies cases (2) 


 
Table 1. Number of Human rabies deaths, Animal Bites and Animal Rabies   


              cases, 2000-2010 


Year Human Rabies 


Deaths 


Animal Bites Animal Rabies 


Cases 


2000 359 104,530 2094 
2001 293 143,109 2508 
2002 288 105,788 2365 
2003 265 102,260 1901 
2004 248 98,292 1890 
2005 271 131,400 1415 
2006 217 137,189 1113 
2007 281 173,451 1133 
2008 250 190,095 971 
2009 243 216,624 695 


2010 (partial) 153 158952  
 Source: National Rabies Prevention and Control Program DOH; Bureau of Animal 
Industry, Department of Agriculture 
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At the Research Institute for Tropical Medicine, a major referral center for rabies and 
animal bites, an average of 2 human rabies cases is seen per month. About one third of 
these are children below the age of 15 years (3). 
 
The domestic dog is responsible for more than 98 % of all human rabies cases, cats for 
1.6 % and other animals < 1 %.  Although there is no documentation of rabies among 
wildlife in the Philippines (4-5), the disease should always be considered among patients 
exposed to bats. 
 
Rabies is transmitted usually by a bite or scratch from an infected animal. Non-bite 
exposures include licks on broken skin or mucous membranes, airborne(6) (rare and has 
been documented only in laboratory accidents and exposure in caves inhabited by 
hundreds of infected bats) and through transplants. Worldwide, there have been 
documented cases of fatal rabies following transplantation of tissues (either cornea or 
solid organs) from cadaveric donors who died of undiagnosed rabies encephalitis (7-10). 
Physicians responsible for screening donors must maintain a high index of suspicion for 
rabies. Clinical screening of prospective donors, to include a detailed history, thorough 
clinical evaluation and analysis of the whole scenario, is recommended. However, 
routine laboratory screening of donors for rabies is not recommended due to a 
requirement for testing of brain tissue, time constraints and serious consequences of a 
false positive result (11).  
 
Pathogenesis and Clinical Manifestations (12)   


 


Infected patients go through 5 stages (12-14) 
 
1. Incubation period -  usually 20-90 days; > 95 % of patients will present with S/Sx 


within 6 months of exposure, > 98 % within 1 year 
- virus remains at the site of the bite where it undergoes amplification and later 


crosses the myoneural junction to reach the nerve ending 
- patient has no symptoms except those related to local wound healing 
- no laboratory tests available which can diagnose rabies at this point 
- THE ONLY TIME WHEN VACCINATION IS EFFECTIVE 


 
2. Prodrome – 2-10 days 


- virus reaches the spinal cord 
- nonspecific S/Sx of fever, headache, malaise, body aches 
- 1st rabies specific Sx – pain or itching or paresthesia at bite site secondary to 


ganglioneuritis of the dorsal roon ganglion (12) 







As of Feb, 2011 
 


 
3. Acute neurologic phase – 2-7 days 


- virus reaches the brain, multiplies and disseminates rapidly to the rest of the 
organs notably the salivary glands 


- patient may die at this stage 
- may present in 2 ways: 


 
a) encephalitic or “furious” rabies – in 80 % of cases 


- hyperactive episodes (where the patient is combative, presents with bizarre 
behavior, may be very agitated or apprehensive) alternating with lucid 
moments where the patient appears well 


- hydrophobia – elicited by giving the patient a glass of water;  
- aerophobia  - elicited by fanning the patient;  
- A positive reaction is described as agitation, cringing, contraction of the 


muscles; this is caused by painful contractions of the laryngeal muscles upon 
drinking/exposure to air 
 


b) paralytic or “dumb” rabies – in 20 % of cases 
- starts as paralysis of the bitten area which spreads to involve all limbs and 


eventually ends in respiratory paralysis 
- most often missed because hydrophobia and aerophobia may be absent 
- a high index of suspicion should be maintained in patients who come in with 


paralysis or encephalitis of undetermined etiology.  A history of prior exposure 
(bite or non-bite) should be elicited 


- Percussion myoedema is said to be specific for paralytic rabies; it consists of 
mounding of the muscle at the percussion site (chest, deltoid or thigh regions) 
which then disappears over a few seconds (12).  


 
4. Coma – 4-10 days 


- follows the acute neurologic phase, regardless of the presentation [patients 
generally die within 7 days (for furious rabies) and within 2 weeks (for 
paralytic rabies)] (15-16) 


- complications start to appear at this stage 
 


5. Death 
- death is usually from circulatory insufficiency with myocarditis, cardiac 


arrhythmia or congestive heart failure as mechanisms(12) 
 
Diagnosis  
 
The diagnosis of rabies is usually made clinically.  The presence of the pathognomonic 
hydrophobia and aerophobia in a patient with a history of exposure is enough to make 
the diagnosis. Among 321 clinically diagnosed human rabies cases at RITM, 
hydrophobia was noted in 82 % and aerophobia in 78 % (3) (table 2). 
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Table 2. Occurrence of various clinical signs/symptoms among 321 rabies 
patients at the Research Institute for Tropical Medicine  
 
Clinical Manifestation Percent 
Hydrophobia 82 


Aerophobia 78 


Fever 43 


Dysphagia 28 


Restlessness 27 


Dyspnea 24 


Agitation/combativeness 20 


Hypersalivation 20 


Nausea/vomiting 17 


Localized paresthesia/itching at bite site 10 


Source: RITM Human Rabies Registry 


 
II. CRITERIA AND INDICATIONS FOR ADMISSION 
 


All patients suspected of having rabies should be admitted. 
 


III. LABORATORY WORK-UP 
 
In the absence of the pathognomonic signs, clinical diagnosis may be unreliable and 
laboratory confirmation becomes important.  
To confirm the diagnosis, the following tests may be requested: 
 
ANTE-MORTEM DIAGNOSIS (Table 3) 
1. CSF examination may be done for those in whom the diagnosis is questionable (e.g. 


paralytic rabies or psychiatric conditions that may mimic rabies).  CSF analysis 
reveals pleocytosis with WBC < 100/uL with predominance of mononuclear cells; 
protein is slightly elevated and glucose is normal (13). CSF is examined using RT-
PCR, IgG detection by ELISA or mouse inoculation test (MIT). 


2. Skin biopsy of hair follicles obtained from the nape of the neck above the hairline is 
positive for direct fluorescent antibody test (dFAT) in about 50% of samples during 
the first week of symptoms, and increasingly thereafter(17-18). This is currently not 
done at RITM 


3. dFAT testing on corneal impressions is rarely reliable and is not recommended 
4. Serial RT-PCR of saliva (and oral swab) taken every 6 hrs x 3 (Annex 1) 


Molecular detection by reverse transcriptase–polymerase chain reaction (RT-PCR) 
has the highest level of sensitivity but needs standardization and strict quality 







As of Feb, 2011 
 


control. It can be performed on skin biopsy, CSF, tears and serial samples of saliva 
or urine(20). 


5. Neutralizing anti-rabies antibodies can be measured in the serum or CSF by the 
rapid fluorescent focus inhibition test (RFFIT)(19) or the fluorescent antibody virus 
neutralization (FAVN) test. Any CSF levels are diagnostically valuable, even in 
patients who have received vaccination(14) .An ELISA test can be performed on 
serum and is useful when RFFIT is not available(11).  


 
While a positive result is indicative of rabies, a negative result does not necessarily rule 
out the infection (11). 
 


Table 3. Specimens to submit for rabies diagnostic testing 
 


Specimen FAT RT-PCR MIT ELISA/RFFIT 
Saliva No Yes Yes No 
CSF No Yes Yes Yes 
Oral swab No Yes Yes No 
Brain tissue Yes Yes Yes No 
Blood No No No Yes 


 
POST-MORTEM DIAGNOSIS 
Post mortem samples, e.g. brain tissue may be submitted to confirm rabies infection  
using by RT-PCR, (dFAT) and MIT. dFAT is the gold standard for rabies diagnosis. 


 
IV. THERAPEUTIC MANAGEMENT OF PATIENTS WITH RABIES (11,14,21) 


 
Because mortality rate is almost 100%, rabies is better prevented than treated.  The 
administration of vidarabine, multisite intradermal vaccination with cell-culture vaccine, 
administration of α-interferon and rabies immunoglobulin by intravenous as well as 
intrathecal routes,  administration of anti-thymocyte globulin, high doses of steroids, 
inosine pranobex, ribavirin and high doses of the antibody-binding fragments of rabies 
immunoglobulin have been found to be ineffective against rabies(21).  
 
The induction of therapeutic coma with ketamine and midazolam in combination with 
antiviral therapy using ribavirin and amantadine has resulted in the cure of a teen-aged 
girl who was bitten by a rabid bat in Wisconsin (22) and a 16-year old boy from Brazil(23). 
All other subsequent attempts to use the Wisconsin protocol to treat human rabies 
cases have been unsuccessful(24). 
 
At the moment, specific therapy for clinical rabies is not available, and treatment 
consists mainly of supportive care(11,14). 
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V. SUPPORTIVE MANAGEMENT 
 
1. Patients should stay in a quiet and draft-free single room with suitable emotional and 


physical support.  Invasive procedures such as intubation and life-support measures 
should be avoided once rabies diagnosis has been confirmed (11).  
 


2. IVF – because usually the patient is dehydrated and is unable to tolerate food and 
drink. 


 
3. Sedation – may give either as: 


2.1 Midazolam (Dormicum) 
Children – 0.1 mg/kg/dose IV, IM or PO every 4-8 hours 
Adults – Preparation: 15 mg/tablet 


Injectable: 5 mg/ml (1 ml or 3 ml Ampule) 
(½ tablet PO OD or 10-15 mg/IM or 2.5-5 mg/IV) 


2.2 Diazepam (Valium) 
Neonates & children: 0.3-0.5 mg/kg every 2-4 hours not to exceed 20-40 
mg/kg/24 hours 
Adults – 10 mg/IV may be requested at 10-15 min intervals until a maximum of 
30 mg had been given 
Maintenance: 10 mg 3-4 x a day 
Preparation: 2mg, 5 mg, 10 mg tablet 
Injectable: 5 mg/ml (2 ml Ampule)  


 
3. Precautions in Handling Rabid Patients (11,14) 
 


3.1 Because of the communicable nature of rabies, a suspected case requires 
immediate isolation. 


3.2 Patient should be restrained 
3.3 Anyone coming in direct contact with the patient must wear gloves, face mask, 


gown and goggles. 
3.4 Special attention should be paid to the patient’s saliva, sputum, CSF and other 


body secretions and to the disposal of equipment that may harbor rabies virus 
such as foley and suction catheters. 


3.5 Equipment used should be sterilized at 60 degrees C for at least 30 minutes to 
kill the virus. 


3.6 Immediate handwashing with soap and water is necessary after handling the 
patient or his body secretions. 


3.7 These precautions should be undertaken during the entire duration of the illness. 
 


4. Embalming should be discouraged. Early disposal of the body by cremation or burial 
is recommended (11).  
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VI. PREVENTION 
 
Management of Contacts of Rabid Patients (25) 
 
1. Early consideration of the possibility of rabies – especially in cases of encephalitis. 
 
2. No prophylaxis is necessary for the following exposures: 


2.1. Contact with blood, stool 
2.2. Contact with potentially infectious material in direct contact with intact skin. 
2.3. Needle stick injuries where the needle came in contact with blood only 
2.4. Casual contact (talking to, visiting, feeding of suspected rabies cases), sharing 


of food/drink and routine delivery of health care (eg. history taking, physical 
examination) 


However, one may consider giving pre-exposure prophylaxis to a contact who is 
concerned about rabies or is likely to have a future exposure  


 
3. Superficial bites with no bleeding will require rabies vaccine. 


 
4. The following exposures will require rabies vaccine and immuneglobulin:  


4.1. Bites with penetration of skin and spontaneous bleeding 
4.2. Contamination of mucous membrane (oral, conjunctival, nasal or genital) with 


patient’s saliva or other potentially infectious material/body fluids (except 
blood/feces) through splattering,  mouth-to-mouth resuscitation, licks of eyes, 
lips, vulva, sexual activity, exchanging kisses on the mouth or other direct 
mucous membrane contact with saliva 


4.3. Licking of broken skin  
4.4. Scalpel nicks or needle stick injuries if these were in contact with CSF, nervous 


tissue, ocular tissue or internal organs. 
 


Pre-exposure prophylaxis should be considered for individuals at high risk of being 
exposed to rabies including: 


1. Personnel in rabies diagnostic laboratories 
2. Veterinarians and veterinary students 
3. Animal handlers - dog trainers, workers in pet shops/zoos etc 
4. Health care workers involved with the management of rabies patients  
5. Individuals directly involved in rabies control 
6. Field workers whose occupation puts them at higher risk of animal bites 
7. The Rabies Act of 2007 recommends pre-exposure prophylaxis for children aged  


5-14 years who live in highly endemic areas (with human rabies incidence of 
>2.5/M population) 26 


Routine booster doses in the absence of exposure are not recommended for the 
general population. Any exposure requires 2 booster doses (day 0 and day 3). 
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Annex 1. Guidelines on the collection and submission of human samples for  
                Rabies RT-PCR Test 


 
I. Safety 


Rabies has the highest case fatality rate of any currently recognized       
infectious disease. Therefore safety is of paramount importance when 
working with lyssaviruses. Precautions should include the use of personal 
protective equipment (e.g. clothing/gown, respirator/mask, gloves and 
goggles) and pre-exposure vaccination. 
 


II. Confirmatory Test for Rabies Diagnosis (post mortem) 
 
The fluorescent antibody technique is a rapid and sensitive method for 
diagnosing rabies in animals and humans. It is the gold standard for rabies 
diagnosis. Tissue samples from brainstem, thalamus, cerebellum and the 
hippocampus (Ammon’s horn) are recommended for increased sensitivity of 
the test. The brain samples, as with other samples for rabies diagnosis, 
should not be preserved in formalin. The samples should be kept at -20˚C 
after collection. However, since a brain sample is necessary, this can only be 
done post-mortem. 
 


III.  Rabies RT-PCR examination (ante mortem) 
According to WHO, diagnosis of rabies based on clinical grounds alone is 
difficult and unreliable except when specific clinical signs of hydro- or 
aerophobia are present.  
Molecular detection by polymerase chain reaction (PCR) and nucleic acid 
based amplification techniques has the highest level of sensitivity but requires 
standardization and very stringent quality control. While PCR is not currently 
recommended for postmortem diagnosis of rabies, it can be used to diagnose 
rabies during life (intra vitam). However a negative PCR result does not 
rule out rabies infection owing to the intermittent shedding of the virus in the 
saliva.   
 


IV. Acceptable samples for ante mortem diagnosis of rabies using RT-PCR 
 


Saliva, urine or cerebrospinal fluid (CSF) with a volume of at least 0.5 ml  
 


V. Manner of collection and transport.  
a. Saliva 
Serial collection of saliva is necessary to obtain an accurate result since 
rabies virus is intermittently shed in the saliva. Ideally, saliva samples should 
be collected every 6 hrs for three collections/day for a period of 1 to 2 days or 
up to the expiration of the patient, whichever comes first. Each saliva 
collection should at least have a volume of 0.5 ml 
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b. Urine 
To increase the chances of detecting the rabies virus in the patient, urine 
sample could also be collected serially, if possible, at the same interval as 
saliva collection (see above). However, it is not advisable to submit the urine 
sample alone; this should be submitted with the saliva samples.   
c. CSF.  
For CSF, a one time collection with a volume of 0.5 ml is sufficient. The 
collected samples should be placed inside a screw cap vial to avoid leakage. 
 
Transport 
All specimens should be placed in screw cap vials inside the yellow biohazard 
transport box. The transport box should be forwarded to the RITM clinical 
laboratory which shall notify the Rabies and Special Pathogens Laboratory. 


 
VI. Interpretation of results 


Since the shedding of the virus in the saliva is intermittent, a negative PCR 
result does not rule out rabies infection. Result should be interpreted together 
with the physician’s assessment using available clinical data. 


 
VII. Release of results  


The turn around time for the result of the test is 3-4 working days after the 
submission of the last serial specimen. Official results will be forwarded to the 
hospital ward or to the medical records (if patient is no longer admitted). 


 
VIII. Cost 


The testing of the sample will only commence when the Rabies and Special 
Pathogens Laboratory is informed that the sample being submitted is the last 
sample for that patient. The cost of the test is P3,800 per patient regardless of 
the number of samples. A copy of the official receipt of the payment for the 
test should be attached to the physician’s request to expedite the testing 
process. 
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Since the launch of the Global framework to eliminate human
rabies transmitted by dogs by 2030 in 2015, WHO has worked 
with the Food and Agriculture Organization of the United 
Nations, the World Organisation for Animal Health, the Global 
Alliance for Rabies Control and other stakeholders and partners 
to prepare a global strategic plan. This includes a country-centric 
approach to support, empower and catalyse national entities to
control and eliminate rabies.
In this context, WHO convened its network of collaborating
centres on rabies, specialized institutions, members of the WHO
Expert Advisory Panel on Rabies, rabies experts and partners 
to review strategic and technical guidance on rabies to support 
implementation of country and regional programmes.
This report provides updated guidance based on evidence
and programmatic experience on the multiple facets of rabies
prevention, control and elimination. Key updates include: (i)
surveillance strategies, including cross-sectoral linking of systems
and suitable diagnostics; (ii) the latest recommendations on
human and animal immunization; (iii) palliative care in low-
resource settings; (iv) risk assessment to guide management of bite
victims; and (v) a proposed process for validation and verification
of countries reaching zero human deaths from rabies.
The meeting supported the recommendations endorsed by the
WHO Strategic Advisory Group of Experts on Immunization
in October 2017 to improve access to affordable rabies 
biologicals, especially for underserved populations, and increase 
programmatic feasibility in line with the objectives of universal 
health coverage.
The collaborative mechanisms required to prevent rabies are a 
model for collaboration on One Health at every level and among 
multiple stakeholders and are a recipe for success.
Rabies is a vaccine-preventable disease. The provision of support 
to countries will end the pain and suffering due to rabies that 
burdens people, especially children. Investing in rabies control 
and elimination strengthens health systems, improves equity and 
access to health care and contributes to sustainable development. 
Investment in rabies elimination is not only for elimination of 
this fatal but preventable disease but also for building capacity 
in the world’s most neglected regions.
This report, requested by countries, provides hands-on guidance 
to drive progress towards rabies elimination.
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Introduction


1. Introduction
The WHO Expert Consultation on Rabies met in Bangkok, Thailand, 


on 26–28 April 2017.  Dr Thiravat Hemachudha (Faculty of Medicine, 
Chulalongkorn University), Dr Jedsada Chokdamrongsuk (Director-General, 
Thailand Department of Disease Control) and Dean Suthipong Wacharasindhu 
(Faculty of Medicine, Chulalongkorn University) welcomed participants, 
emphasizing the importance of rabies as a preventable disease, which causes 
tens of thousands of deaths worldwide every year. Dr Chokdamrongsuk outlined 
Thailand’s commitment to eliminating human deaths from rabies by 2020. 


Dr Bernadette Abela-Ridder (Neglected Zoonotic Diseases, WHO) 
described the impact of neglected tropical diseases such as rabies on poor and 
disadvantaged populations and the benefits of investing to improve health 
systems. Health and well-being for all people at all ages is the third United Nations 
Sustainable Development goal, which includes ending the burden of neglected 
tropical diseases such as rabies by 2030 and achieving universal health coverage 
by ensuring equal, affordable access to high-quality health services for all. Rabies, 
a preventable zoonotic disease, is a good indicator of a successful health system 
and a model for “one health” collaboration. The launch of the Global Rabies 
Framework in 2015 celebrated the proof of concept that rabies can be eliminated 
in various settings and the shared goal of reaching zero human deaths from rabies 
by 2030, worldwide. 


Dr Thiravat Hemachudha and Dr Christine Fehlner-Gardiner were 
appointed Chairs, and Dr Susan Moore and Ms Joss Kessels were appointed 
Rapporteurs of the Consultation. The participants are listed in Annex 1. 


The information in this report should be considered the most current 
data on rabies prevention and control, and it supersedes that of the report of the 
second WHO Expert Consultation on Rabies, published in 2012 (1).


2. The burden of rabies
Information on disease burden is widely used to set public health 


priorities, allocate resources for disease prevention and assess the impact and 
cost–effectiveness of interventions (2). This section focuses on dog-mediated 
rabies as the major cause of human rabies.
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2.1 Methods for estimating the burden of rabies
Human deaths from rabies are significantly underreported in many parts 


of the world. To account for this, a probability decision-tree model has been used 
to estimate mortality in Bhutan (3), Cambodia (4) and the United Republic of 
Tanzania (5) and in Africa, Asia (6) and globally (7). Empirical studies for making 
these estimates include community surveys (8), large-scale verbal autopsy surveys 
(9), active surveillance and contact tracing (9), with Monte Carlo simulation used 
to propagate uncertainty (7). 


Standardized metrics such as the disability-adjusted life–year (DALY) 
incorporate premature mortality and disability due to disease; as rabies is rapidly 
fatal, disability accounts for a minimal part of the disease burden. In the few 
places in which nerve tissue vaccines remain in use, they contribute to vaccine 
failure and cause severe side-effects that can last for 4–7 months in 0.03–0.08% 
of cases (6). 


The most recent comprehensive estimate of the burden of rabies includes 
productivity losses due to mortality or morbidity (expressed as DALYs), direct 
costs such as those of rabies vaccines and immunoglobulins, and indirect costs 
such as transport and loss of income incurred by patients. Livestock losses and 
the costs of surveillance and preventive measures such as dog vaccination were 
also included (7). 


Rabies is a neglected disease. In places where there is no organized 
control or surveillance, data are weak. Poor surveillance, underreporting, 
frequent misdiagnosis and the absence of coordination among all the sectors 
involved are likely to lead to underestimation of the size of the burden. In the 
absence of specific data, clustering of countries on the basis of epidemiological, 
socioeconomic and geographical criteria has been used to extrapolate estimates 
(7); and better surveillance and strengthened regional and global reporting 
systems would increase the accuracy of estimates and the impact of control 
programmes (10). Country-specific studies of the burden and better surveillance 
(see section 11) are encouraged to obtain more reliable global estimates.
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Figure 1
Global burden of dog-transmitted human rabies


 A: Human deaths from rabies; B: Death rates per capita (per 100 000 population); countries shaded in grey are 
free from canine rabies


 Source: reference 7


2.2  Estimated global human burden of rabies
Fig. 1 shows the global burden of dog-transmitted human rabies.
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2.2.1  Countries that are free of dog rabies 
A country is defined as free of dog rabies if no indigenously acquired 


dog-mediated rabies cases have been confirmed in humans, dogs or any other 
animal species for at least 2 years (see section 12 for a full case definition). Dog-
mediated rabies has been eliminated from western Europe, Canada, the United 
States of America (USA), Japan and some Latin American countries. Australia 
and many Pacific island nations have always been free from dog-mediated rabies. 
Such countries may still report imported cases (11), however, and incur costs for 
maintaining freedom from disease, for surveillance of endemic transmission of 
RABV in wildlife and/or bats and for pre- (PrEP) and post-exposure prophylaxis 
(PEP) for people living in or travelling to areas endemic for dog-mediated rabies 
(12).


2.2.2  Countries in which dog rabies is endemic 
Latin America and the Caribbean 


The numbers of cases of human and dog rabies have decreased 
significantly in this region as a result of sustained control (13). Between 2013 
and 2016, dog-mediated human rabies was reported only in Bolivia, Brazil, the 
Dominican Republic, Guatemala, Haiti, Honduras, Peru and Venezuela (14). In 
2016, 10 deaths due to dog-mediated rabies were reported in the Americas – 
8 in Haiti and 2 in Guatemala (14), and 23 deaths were reported due to rabies 
in species other than dogs, with 3 in Brazil, 2 in Colombia, 1 in Guatemala, 2 
in Mexico and 15 in Peru. Nerve tissue vaccines continue to be produced for 
human use in Argentina and Bolivia and for animal use in Bolivia, El Salvador 
and Honduras (Table 1).


Table 1
Countries in which nerve tissue vaccines for humans or animals remain in production


Target for use Country


Humans Algeria, Argentina, Ethiopia


Humans and animals Bolivia


Animals only El Salvador, Honduras, Zambia


Source: reference 14
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Asia


An estimated 35 172 human deaths (59.6% of global deaths) and loss of 
approximately 2.2 million DALYs occur per year in Asia due to dog-mediated 
rabies (7). India accounts for the most deaths in Asia (59.9% of human rabies 
deaths) and globally (35% of human rabies deaths). Estimates have been made of 
the use of nerve tissue vaccines in Bangladesh, Myanmar and Pakistan; however, 
their use has been discontinued in these countries since 2011, 2013 and 2015, 
respectively. The cost of PEP is highest in Asia, with estimates up to US$ 1.5 billion 
per year (18). Despite widespread underreporting and uncertain estimates, rabies 
is a major burden in Asia, particularly for the rural poor.


Africa


In Africa, an estimated 21 476 human deaths occur each year due to 
dog-mediated rabies (36.4% of global human deaths), with a loss of 1.34 million 
DALYs (7). Human nerve tissue vaccines remain in production in Algeria and 
Ethiopia (Table 1) (17). In one global cost study, Africa was estimated to spend 
the least on PEP (3.28% of the global non-human mortality cost) and have the 
highest cost of human mortality (45%), indicating that many lives could be saved 
if access to PEP was improved or the prevalence of dog-mediated rabies reduced 
(15).


Central Asia and the Middle East


The disease burden due to dog-mediated rabies is estimated to be 1875 
human deaths and 14 310 DALYs in Central Asia and 229 human deaths and 
1875 DALYs per year in the Middle East (7).


2.2.3  Bat rabies 
Although bat rabies accounts for a relatively small proportion of human cases 
worldwide, it now accounts for the majority of human rabies cases in the 
Americas (13,16). In North America, this is due to a reduced propensity of 
people to seek PEP after interactions with bats than after bites from terrestrial 
carnivores; however, more rabid bats than rabid raccoons were recorded in the 
USA for the first time in 2015, signalling either an increasing prevalence of bat 
rabies or higher levels of reporting (17). In most other parts of the Americas, 
haematophagous bats are the primary source of human rabies cases. Vampire 
bat rabies is also a major cause of livestock mortality, affecting both subsistence 
and commercial farmers throughout the range of this bat (from Argentina and 
Uruguay to northern Mexico) (18). In Africa, Asia and Oceania, bat-related 
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human rabies cases remain rare but may be underreported because of limited 
surveillance and characterization of viruses. Bat lyssaviruses other than rabies 
virus are described in sections 3 and 10. 


2.3  Global burden of rabies
The number of human deaths globally due to dog-mediated rabies is 


estimated to be 59 000 annually, with an associated loss of 3.7 million DALYs 
(7). The majority of deaths are estimated to have occurred in Asia (59.6%) and 
Africa (36.4%) (Table 2), and most DALYs were due to premature death (> 99%) 
and a few to adverse events after administration of nerve tissue vaccines (0.8%). 
The overall economic cost of dog-mediated rabies was estimated in a probability 
decision-tree model to be US$  8.6 billion (95% confidence interval, 2.9–21.5 
billion) (7). An enhanced verbal autopsy survey within the Million Deaths Study 
suggested that 12 700 deaths (95% confidence interval, 10 000–15 500) were due 
to furious rabies (see section 4) in India in 2005. The survey did not include cases 
of paralytic rabies (19).


Major costs associated with dog-mediated rabies vary by region. They 
include losses in productivity due to premature death (55% of total costs), the 
cost of PEP (20%) and direct costs to the medical sector and bite victims (20%). 
Spending on dog vaccination is, however, < 1.5% in most areas endemic for dog-
mediated rabies, except in Latin America where 17% of costs are allocated to 
dog vaccination (7). For individuals, life-saving PEP may be hugely expensive, 
equivalent to 3.87% of gross national income for a person in Asia (31 days’ 
wages for the average Asian) and to 5.80% for a person in Africa (51 days’ wages 
for an average African) (1). These figures may considerably underestimate the 
true cost for high-risk populations, i.e. the rural poor. Livestock losses also 
disproportionately affect those who rely on livestock for their subsistence and 
livelihood. 


At present, most of the burden is borne by people who can least afford it. 
Improving the availability of PEP could reduce the number of human deaths but 
is costly. The incidence of dog-mediated rabies can be reduced by sustained mass 
dog vaccination, and the cost of PEP will decrease with time if risk is assessed 
appropriately (see section 12) (20). National dog vaccination programmes and 
better access to PEP will require consistent, sustained commitment but will have 
widespread health benefits, particularly for the poorest communities in the world.
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3. Classification of lyssaviruses


3.1 Distinguishing features of lyssaviruses
Rabies is an acute encephalitis caused by lyssavirus infection (1). The etiological 
agents of rabies encephalitis belong to the Mononegavirales order, the 
Rhabdoviridae family and the Lyssavirus genus (2). Lyssaviruses have a 12-kb 
non-segmented RNA genome of negative polarity that encodes five viral proteins 
(3´ to 5´): a nucleoprotein (N), a phosphoprotein (P), a matrix protein (M), a 
glycoprotein (G) and an RNA-dependent RNA polymerase (or large protein, 
L). The lyssavirus particle is shaped like a bullet, 100–300 nm long and 75 nm 
in diameter. It is composed of two structural and functional units: an internal 
helical nucleocapsid and an external envelope. The nucleocapsid consists of a 
ribonucleoprotein complex comprising the genomic RNA and tightly bound N 
protein and the L and P proteins. The nucleocapsid is active for transcription and 
replication: the N-RNA template is processed by the L protein, which contains 
most of the RNA polymerase activities, and its cofactor, the P protein. The lipid 
envelope is derived from the host cytoplasmic membrane during budding. 
Knobbed G protein spikes (5–10 nm long and about 3 nm in diameter), consisting 
of three glycosylated ectodomains that bind the virions to host cell receptors, 
protrude through the virion membrane. The M protein forms oligomers that 
bind to the outside of the nucleocapsid, giving rigidity to the virion structure and 
providing a binding platform for the viral G protein and the envelope membrane 
(3, 4).


3.2  Criteria for differentiating lyssaviruses
Until the 1950s, RABV was considered unique. Identification of 


serologically related viruses in Nigeria – Lagos bat virus from a pteropodid bat 
and Mokola virus from a shrew – showed, however, that the structure of this 
virus group was more complex, and the terms “rabies-related viruses” and “rabies 
serogroup” were introduced (5). Another serologically related virus, Duvenhage 
virus, representing a fourth serotype, was isolated from a man who died of rabies 
after a bite from an insectivorous bat in 1970 in South Africa (6).


The viruses regularly isolated from bats in the Americas and Europe since 
the 1950s were related serologically to Duvenhage virus and were initially included 
in the Duvenhage serotype (7). Later, use of monoclonal antibodies (mAbs) made 
it possible to refine the classification of the “rabies serogroup” (8). European bat 
lyssaviruses were not only distinguished from the African Duvenhage virus but 
also separated into two distinct serotypes, temporarily called “biotypes” (9). 
This differentiation was later supported by gene sequencing and phylogenetic 
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analysis. Extensive phylogenetic studies of the diversity of rabies-related viruses 
led to creation of the operational term “genotype”, which has subsequently been 
used widely in the scientific literature (10). New genotypes were identified, and 
quantitative criteria for their differentiation were proposed (11, 12).


To accommodate the growing variety of “rabies-related” viruses, the genus 
Lyssavirus was established under the auspices of the International Committee 
on the Taxonomy of Viruses. The name of the genus was derived from Greek 
mythology: Lyssa (Λυσσα) was a goddess or spirit of rage, fury, raging madness and 
frenzy. The “genotypes” served as a basis for the taxonomy of lyssavirus but were 
refined to satisfy the official rules of the International Committee, which apply to 
more complex entities, such as viral species. Most recently, the nomenclature of 
the genus was updated to define each species as a distinct lyssavirus (2, 13).


The demarcation criteria for lyssavirus species include (13, 15):


 ■ genetic distance, with a threshold of 80–82% nucleotide identity for 
the complete N gene, which provides better quantitative resolution 
than other genes, or 80–81% nucleotide identity for concatenated 
coding regions of the N+P+M+G+L genes. In general, all isolates 
belonging to the same species have higher identity values than the 
threshold, except the viruses currently included in the Lagos bat lys-
savirus species. Some authors have therefore suggested that this spe-
cies be subdivided into several genotypes (14). In the absence of other 
sufficient demarcation characteristics, however, Lagos bat lyssavirus 
has not been separated into several species, as the representatives seg-
regate into a monophyletic cluster in most phylogenetic reconstruc-
tions;


 ■ topology and consistency of phylogenetic trees obtained with various 
evolutionary models;


 ■ antigenic patterns in reactions with nucleocapsid mAbs (preceded by 
serological cross-reactivity and definition of lyssavirus serotypes with 
polyclonal antisera); and,


 ■ when available, additional characteristics, such as ecological proper-
ties, host, geographical range and pathological features.


3.3 Present structure of the Lyssavirus genus
Currently, the International Committee on the Taxonomy of Viruses 


recognizes 14 Lyssavirus species (Table 3). The genus has been subdivided 
into three phylogroups on the basis of genetic distances and serological cross-
reactivity (Fig. 2). 
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Table 3
Viruses currently included in the genus Lyssavirus


Continent Geographical 
distribution of 
isolates


Lyssavirus 
species


Mammalian 
species most 
frequently 
infected


Phylo-
group, 
vaccine 
protection?


Human 
fatalities 
reported?


All Terrestrial 
mammals 
worldwide 
except in 
Australia, 
Antarctica and 
several islands; 
bats in the New 
World only


Rabies 
lyssavirus


All mammals, 
predominantly 
dogs


I/Y Yes, 59 000 
human 
deaths/ 
year


Africa United Republic 
of Tanzania


Ikoma 
lyssavirusb


Civettictis 
civetta


III/N No


Central African 
Republic, Ghana, 
Kenya, Nigeria, 
Senegal, South 
Africa; travellers 
returning to 
France from 
Egypt or Togo


Lagos bat 
lyssavirus


Numerous 
frugivorous 
bat species 
and occasional 
spillover to 
domestic dogs 
and cats


II/N No


Cameroon, 
Central African 
Republic, 
Ethiopia, 
Nigeria, 
South Africa, 
Zimbabwe


Mokola 
lyssavirus


Shrews 
(Crocidura 
spp.), domestic 
cats and 
rodents


II/N Yes, 2


Kenya Shimoni bat 
lyssavirusb


Commerson’s 
leaf-nosed bat


II/N No


Kenyac, South 
Africa


Duvenhage 
lyssavirus


Undefined I/Y Yes, 3


Zimbabwe Duvenhage 
lyssavirus


Egyptian slit-
faced bat 


I/Y Yes, 3
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Europe France, 
Germany, Spain


European bat 1 
lyssavirus


Serotine bat I/Y Yes, 2


Finland, France, 
Germany, 
Luxembourg, 
Netherlands, 
Switzerland, 
United Kindom


European bat 2 
lyssavirus


Daubenton’s 
bat


I/Y Yes, 2


France, 
Germany, Poland


Bokeloh bat 
lyssavirus


Natterer’s bat I/Y No


Spain Lleida bat 
lyssavirusb


Common 
bent-winged 
bat


III/N No


Finland Kotolahti bat 
lyssaviruse 


Brandt’s bat I No


Eurasia Kyrgystan Aravan 
lyssavirusb


Lesser mouse-
eared bat


I/Y No


Chinad, Russian 
Federation


Irkut lyssavirus Greater tube-
nosed bat


I/Y Yes, 1


Tajikistan Khujand 
lyssavirusb


Whiskered bat I/Y No


Kenya, Russian 
Federatione


West 
Caucasian bat 
lyssavirusb


Common 
bent-winged 
bat


III/N No


Australasia Australia Australian bat 
lyssavirus


Black flying 
fox and related 
spp.


I/Y Yes, 3


Yellow-bellied 
sheath-tailed 
bat


Asia Sri Lanka Gannoruwa 
bat lyssavirus


Indian flying 
fox


I/Y No


Taiwan Taiwan bat 
lyssaviruse


Japanese house 
bat


I/Y No


a More than 50 bat species have been implicated in RABV infection in the Americas; only.
b  Only a single isolate described.
c  Case reported from The Netherlands, but exposure occurred in Kenya.
d  Not yet classified as lyssaviruses by the International Committee for Taxonomy of Viruses
e  Serological evidence of infection in Kenya
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Phylogroup I contains the rabies lyssavirus (RABV), European bat-
1 lyssavirus, European bat-2 lyssavirus, Bokeloh bat lyssavirus, Duvenhage 
lyssavirus, Australian bat lyssavirus, Aravan lyssavirus, Khujand lyssavirus 
and Irkut lyssavirus. Phylogroup II contains Lagos bat virus, Mokola virus and 
Shimoni bat virus, and phylogroup III includes West Caucasian bat lyssavirus 
and Ikoma lyssavirus. 


A further two viruses that are likely to be classified within the lyssavirus 
genus have also been described. Gannoruwa bat lyssavirus was isolated from 
Pteropus medius bats in Sri Lanka and is closely related to RABV and Australian 


Figure 2
Diversity of bat associated lyssaviruses


Roman numerals refer to antigenic phylogroups. Pictograms represent spillover events where reported. 
* Denotes single isolation only;  ^ represents no isolate available; ? No reported association with bat species; and 
$ Not yet classified by ICTV within the lyssavirus genus.
© Crown Copyright, 2018. Used with the permission of Professor A. Fooks and Dr A. Banyard, Animal and 
Plant Health Agency, United Kingdom
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bat lyssavirus (15). Further, the full genome of another novel lyssavirus, Lleida 
bat lyssavirus, has been characterized from a common bent-winged bat in Spain 
(16). While Gannoruwa bat lyssavirus will probably be classified into phylogroup 
I, Lleida bat lyssavirus is highly divergent and clusters with the phylogroup III 
viruses Ikoma lyssavirus and West Caucasian bat virus. Two cases of another 
novel lyssavirus, Taiwan bat lyssavirus, have been reported in Japanese house bats 
(Pipistrellus abramus) on Taiwan; more genetic data for this virus are required 
before it can be proposed as a separate lyssavirus species (17), and, as with 
Kotolahti bat lyssavirus isolated in Finland, it should be further characterized 
before formal classification. 


The continuing identification of lyssaviruses in bats has led to the 
hypothesis that all lyssaviruses originated in bats. While bats have been 
identified as the reservoir hosts for 15 of the 17 recognized and proposed species 
of lyssaviruses, neither Mokola nor Ikoma lyssavirus has been detected in bat 
species, and their reservoir host remains to be determined (17).


Lyssaviruses show broad antigenic cross-reactivity at the nucleocapsid 
level, mainly because of sequence conservation of the N protein. Therefore, similar 
reagents can be used for diagnosis by immunofluorescence. The ectodomain of 
the G protein (which carries the main antigenic sites) is more variable, and there 
is cross-neutralization among lyssaviruses of the same phylogroup (amino acid 
identity in the ectodomain, > 74%) but not between phylogroups (amino acid 
identity in the ectodomain, < 62%). Experimental evidence indicates that the 
available vaccine strains, all of which belong to RABV species in phylogroup I, 
are ineffective against infection with lyssaviruses in phylogroups II and III. 
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4. Pathogenesis
Most of the available information on pathogenesis is for RABV, although 


that of other lyssaviruses is probably similar (see section 3). RABV enters the 
body through wounds or by direct contact with mucosal surfaces; it cannot cross 
intact skin. RABV may replicate in muscle or other local tissues after exposure 
and gains access to motor endplates and motor axons to reach the central nervous 
system (1–5). Virions are carried in transport vesicles (6) to the central nervous 
system exclusively by fast retrograde transport along motor axons, with no uptake 
by sensory or sympathetic endings (1–3, 5). Viruses can also enter motor axons 
in peripheral nerves directly during a penetrating injury (1, 3, 4). In some bat 
variants, viral propagation may also occur via sensory nerves due to skin tropism 


WHO_TRS_inside_final_2018_after_Corr_round5.indd   17 24/04/2018   20:50







18


W
H


O
 T


ec
hn


ic
al


 R
ep


or
t S


er
ie


s N
o.


 1
01


2,
 2


01
8


WHO Expert Consultation on Rabies   Third report


(3, 7, 8). The incubation period varies from 5 days to several years (usually 2–3 
months; rarely more than 1 year), depending on the amount of virus in the 
inoculum, the density of motor endplates at the wound site and the proximity of 
virus entry to the central nervous system (3–5). Muscle-specific micro-RNA may 
contribute to this eclipse phase by suppressing viral transcription and replication 
in the muscle (9, 10). The estimated speed of virus migration depends on whether 
it moves by centripetal retrograde axonal transport or centrifugal spread. In 
centripetal retrograde axonal transport, migration is fast, with speeds of 5–100 
mm/day or even faster, because neuronal populations of the same synaptic order 
located at various distances, e.g. 10 µm to 2 cm, are infected simultaneously  
(1, 5). Conversely, centrifugal spread is slow, as it is probably mediated by passive 
diffusion rather than active transport (1–3, 5). 


The first rapid centripetal phase leads to wide transneuronal transfer 
within the central nervous system and to infection of dorsal root ganglia via 
their central connections with the initially infected motor neurons and spinal 
interneurons (1–3, 5). The virus then moves centrifugally from the central 
nervous system via slow anterograde axoplasmic flow in motor axons to the 
ventral roots and nerves and peripheral sensory axons of the infected dorsal 
root ganglia, leading to infection of muscle spindles, skin, hair follicles and other 
non-nervous tissues, such as salivary glands, heart muscle, lung and abdominal 
visceral organs via their sensory innervation (3–5). By the time of clinical onset 
of rabies, the virus is widely disseminated throughout the central nervous system 
and probably to extra-neural organs (11). 


The first specific clinical symptom is neuropathic pain at the site of the 
bite. This is caused by virus replication in dorsal root ganglia and inflammation 
induced by cellular immunity (12). Human rabies can manifest as a spectrum 
of disease, from furious to paralytic manifestations, which cannot be correlated 
with a specific anatomical localization of RABV in the central nervous system 
(12–14). The major clinical signs are probably due to site-specific responses 
(14); functional neuronal impairment also explains coma. Electrophysiological 
studies with pathological correlates show that peripheral nerve axonopathy or 
myelinopathy is responsible for weakness in paralytic rabies (7, 12). Preferential 
entry via the motor route explains why subclinical anterior horn cell dysfunction 
precedes sensory loss in furious rabies and is initially localized at body segments 
corresponding to the site of the bite, progressively spreading to other locations 
(3, 5, 12). The same considerations apply to prodromal symptoms and signs in 
paralysed patients (3–5). Diffusion tensor imaging in cases of dog-mediated 
paralytic rabies show that neural tract integrity is compromised at the brain-
stem level, limiting viral propagation to the forebrain (5, 15, 16). A viral immune 
evasive strategy with blood–brain barrier integrity prevents eradication of the 
virus in the central nervous system (4, 16–21). There is no evidence of immune 
suppression or accelerated neuronal death in rabies-infected patients (15, 16).
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Rabies with atypical clinical and/or neuroimaging features is seen 
increasingly (4, 22–26). Whether this is due to atypical virus variants, a host 
immune response or large doses of virus inoculum (as in the case of organ 
transplantation from rabies-infected donors) is unknown. Without intensive care, 
death occurs within 7–10 days  of the appearance of clinical symptoms (5, 7). 
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5. Diagnosis
Rabies is an acute, progressive encephalitis caused by a lyssavirus. Clinical 


diagnosis of encephalitis can be difficult, and laboratory methods should be used 
to confirm a diagnosis when possible. During the past decade, significant progress 
has been made in laboratory methods, including clinical case confirmation by the 
demonstration of viral antigens, antibodies and amplicons. At a minimum, each 
country should have a national reference laboratory with the capacity for rabies 
diagnosis by currently recommended techniques (1–3). Where such expertise is 
lacking, support for training and reference diagnostic capability can be obtained 
from WHO collaborating centres (section 13.1.3), reference centres of the World 
Organisation for Animal Health (OIE) and FAO reference laboratories (see 
section 13).


5.1  Standard case definitions for rabies
Countries should use standard definitions for rabies, supported by 


laboratory-based surveillance of suspected cases in humans and animals. A 
suspected clinical case of rabies in humans is defined as: an acute neurological 
syndrome (i.e. encephalitis) dominated by forms of hyperactivity (furious rabies) 
or paralytic syndromes (paralytic rabies) progressing towards coma and death, 
usually by cardiac or respiratory failure, typically within 7–10 days of the first 
signs if no intensive care is instituted. These may include any of the following: 
aerophobia, hydrophobia, paresthesia or localized pain, dysphagia, localized 
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weakness, nausea or vomiting (4). One or more of the following laboratory 
criteria should be used to confirm a clinical case: 


 ■ presence of viral antigens in samples (e.g. brain tissue, skin); 


 ■ isolation of virus from samples in cell culture or in laboratory ani-
mals; 


 ■ presence of viral-specific antibodies in the cerebrospinal fluid (CSF) 
or serum of an unvaccinated person; and/or


 ■ presence of viral nucleic acids in samples (e.g. brain tissue, skin, sa-
liva, concentrated urine). 


Cases of rabies are classified as: 


 ■ suspected: a case that is compatible with a clinical case definition; 


 ■ probable: a suspected case plus a reliable history of contact with a 
suspected, probably or confirmed rabid animal (see Table 16 in  
section 11); 


 ■ confirmed: a suspected or probable case that is confirmed in the labo-
ratory.


A template for recording data on possible exposure to rabies is given in 
Annex 2.


5.2  Clinical diagnosis 
A presumptive diagnosis of rabies is simplified when an individual 


presents with a compatible illness and has documented exposure to an animal 
confirmed as rabid in a laboratory. Classical signs of rabies include spasms in 
response to tactile, auditory, visual or olfactory stimuli (e.g. aerophobia and 
hydrophobia) alternating with periods of lucidity, agitation, confusion and signs 
of autonomic dysfunction (5). Spasms may occur in rabid patients in whom 
excitation is prominent. Spontaneous inspiratory spasms can occur continuously 
until death, and their presence may facilitate a clinical diagnosis. Excitation is less 
evident in paralytic rabies, and phobic spasms may appear in only 50% of such 
patients. During the early stages of paralytic rabies, notable signs may include 
myoedema at percussion sites, usually in the region of the chest, deltoid muscle 
and thigh, piloerection and fasciculations. 


 In the absence of a history of exposure or typical symptoms, a diagnosis 
of rabies on clinical grounds alone may be difficult and often unreliable. Some 
patients can present with atypical rabies, including a paralytic or Guillain-
Barré-like syndrome or other atypical features (5). Atypical rabies occurs quite 
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commonly and may contribute to misdiagnosis and under-reporting of cases. 
Detailed clinical information on patients with atypical rabies, especially cases 
associated with exposure to bats or other wildlife, has been reported (6). 


Magnetic resonance imaging, performed with adequate precautions for 
potentially infectious patients, can be helpful (5, 7). Abnormal, ill-defined, mildly 
hypersignal T2 images involving the brain-stem, hippocampus, hypothalamus, 
deep and subcortical white matter and deep and cortical grey matter are evident, 
regardless of clinical type. Gadolinium enhancement may appear clearly only in 
later stages, when patients lapse into a coma. Such patterns can help differentiate 
rabies from other viral encephalitides, not in terms of location, but in the 
appearance of the T2 image and in the pattern of contrast enhancement, when 
compared with consciousness status (7). Computerized tomography of the brain 
is of little diagnostic value. 


Without adequate epidemiological scrutiny and laboratory confirmation, 
rabies may be misdiagnosed and death ascribed to other, more common and 
familiar causes of encephalitis (e.g. cerebral malaria in malaria-endemic regions) 
(1). Rabies should be included in the differential diagnosis of all patients who 
present with unexplained, acute, progressive viral encephalitis, even in areas where 
the disease is rare, as it can occur locally in wildlife (such as bats, mongooses, 
foxes and jackals; see section 10), can be acquired during travel to enzootic areas, 
and because imported cases of human and animal rabies continue to occur  
(1, 4). As transmission of RABV to recipients of solid organ transplants has been 
described, all potential organ donors who present with compatible encephalitis 
should be screened and tested to determine whether they present an infectious 
risk by examining suitable ante- or post-mortem specimens by recommended 
laboratory methods (1).


5.3 Biosafety, sampling and specimen transport for laboratory 
diagnosis 


5.3.1  Biosafety 
Rabies has the highest case fatality rate of any currently recognized 


infectious disease. Therefore, safety is of paramount importance when working 
with lyssaviruses. In general, biosafety level 2 safety practices are adequate for 
routine laboratory activities such as handling animals, necropsy and collection, 
preparation and processing of samples (2, 3). The basic facility design should 
be adequate to allow for these practices, and precautions must include personal 
protective equipment (e.g. clothing, gloves, eye protection) and pre-exposure 
rabies vaccination. Activities that may require a biosafety level 3 classification 
include production of large quantities of concentrated virus, procedures that 
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may generate aerosols (e.g. homogenization of tissue suspensions) and work with 
newly isolated lyssaviruses for which the effectiveness of current prophylaxis 
is not known. All national safety guidelines for working with infectious agents 
should be followed.


5.3.2  Sampling for intra-vitam diagnosis in humans
Secretions, biological fluids (such as saliva, CSF, tears, serum) and some 


tissues (such as skin biopsy samples, including hair follicles at the nape of the neck) 
can be used to diagnose rabies during life (1, 2). Although serum and CSF may 
not be very sensitive specimens for ante-mortem diagnosis, particularly in the 
early course of illness, a positive result provides valuable diagnostic information. 
The samples that afford the highest diagnostic sensitivity are at least three saliva 
samples, taken at intervals of 3–6 h, and skin biopsies (including hair follicles). 
Ideally, samples should be stored at –20 °C or less. 


5.3.3  Sampling for post-mortem diagnosis in humans and animals 
Brain tissue is the preferred specimen for post-mortem diagnosis in both 


humans and other animals (2, 3). In many situations, it may not be possible to 
remove the brain for post-mortem sampling because of factors such as family 
consent or practical and biosafety issues related to removal of animal brains in 
the field. Some of these challenges can be overcome by collecting samples with 
effective, well-established techniques that require less invasive post-mortem 
routes (3), such as through the orbit or foramen magnum. 


A diagnostic sample can be collected without opening the skull, for 
example by introducing a 5-mm drinking-straw or a 2-mL disposable plastic 
pipette into the occipital foramen in the direction of an eye or using a trocar 
to make a hole in the posterior wall of the eye socket and introducing a plastic 
pipette or straw. Samples can be collected from the rachidian bulb, the base of 
the cerebellum, the hippocampus, the cortex and the medulla oblongata. When 
a straw is used, it should be pinched between the fingers to prevent material 
escaping on withdrawal.


Ideally, brain tissue should be kept refrigerated or frozen until testing. If 
this is not possible, samples can be preserved at ambient temperature in a 50% 
glycerine–saline solution. Freezing of samples in glycerine is not recommended. 
The glyercine must be removed by washing prior to testing, and acetone fixation 
is not recommended before the direct fluorescent antibody test. 


Examination of chemically fixed specimens for viral antigens can be 
both sensitive and specific if appropriate tissues and tests are used but is not 
recommended for routine diagnosis. If specimens are received in formalin, the 
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duration of brain fixation should be approximately 7–14 days before embedding 
in paraffin. Wet tissue specimens should be transferred from formalin to absolute 
ethanol for subsequent molecular diagnosis and antigen detection. 


For molecular studies and genetic characterization of viral strains, the 
impregnation of brain tissue or body fluid suspected of infection with RABV 
on filter paper containing proper inactivating chemicals allows safe, stable, cost–
effective shipment of samples at ambient temperature. Effective viral inactivation 
should nevertheless be ensured before shipment. 


5.3.4  Transport of samples
Diagnostic specimens should be frozen or refrigerated, depending on 


the sample type. A cold chain should be maintained after sampling, as described 
above. Specimens for diagnosis of rabies should be shipped according to national 
and international regulations to avoid exposure (8). Packing instructions are 
given in the WHO recommendations on transport of infectious substances 
(8). Information on the appropriate International Air Transport Association 
shipment classification can be found on the Association’s website (http://www.
iata.org/publications/dgr/Pages/index.aspx).


5.4  Laboratory techniques for post-mortem diagnosis of rabies in 
humans and animals 


A definitive, reliable diagnosis of rabies can be made only by appropriate laboratory 
methods. The basic techniques are described in the WHO publication Laboratory 
techniques in rabies (2) and the OIE Manual of diagnostic tests and vaccines for 
terrestrial animals (3). Standard diagnostic tests for rabies are summarized in 
Table 4. Information on additional tests since the WHO publication in 1996 and 
the OIE Manual, including indications for and the performance of each test, is 
given in Table 5. The diagnostic tests are also described briefly in the following 
sections. Participation in routine quality management is strongly recommended 
when any of the laboratory techniques described is used (2, 3). An updated 
laboratory manual will be published by WHO in 2018.
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Table 4
Standard diagnostic tests for rabies 


Antigen 
detection


RNA detection Virus isolation Antibody  
detection


Species
(time of 
test)


Samplea Testb Sample Test Sample Test Sample Test


Human 
(ante-
mortemc)


Skin/
hair 
follicles


FAT Skin/
hair 
follicles 
Saliva
Tears
CSF


RT-
PCRd


Saliva
Tears
CSF


RTCIT
MI


Serum
CSF


RFFIT
FAVN- 
test
IFA
ELISA


Human 
(post-
mortem)


Brain
Skin/
hair 
follicles


FAT
DRIT
IHC


Brain
Skin/
hair 
follicles


RT-PCR Brain RTCIT
MI


NA NA


Animal
(post-
mortem)


Brain FAT
DRIT
IHC


Brain RT-PCR Brain RTCIT
MI


NA NA


Abbreviations: CSF, cerebrospinal fluid; DRIT, direct rapid immunohistochemical test; ELISA, enzyme-linked 
immunosorbent assay; FAT, direct fluorescent antibody test; FAVN, fluorescent antibody virus neutralization; 
IFA, indirect immunofluorescence; IHC, immunohistochemistry on formalin-fixed samples; MI, mouse 
inoculation test; NA, not applicable; RTCIT, rabies cell culture inoculation test; RT-PCR, reverse transcriptase-
polymerase chain reaction 
a If more than one sample type is listed, the one(s) shown in bold have highest diagnostic sensitivity. 
b If more than one test is listed, the one(s) in bold are preferred.
c Positive results in ante-mortem samples are diagnostic, but negative results do not rule out rabies.


d RT-PCR may be in the conventional or real-time format.
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5.4.1  Viral antigen detection  
The fluorescent antibody test (FAT) is a rapid, sensitive, specific method 


for diagnosing rabies in animals and humans (2, 3, 9) and is the gold standard 
for diagnosis. The accuracy of the test depends, however, on variables such 
as the expertise of the examiner, the quality of the anti-rabies conjugate and 
functional equipment, including the fluorescence microscope, and the quality 
of the sample. The test is based on microscopic examination of impressions or 
smears of brain tissue after incubation with anti-rabies polyclonal globulin or 
broadly cross-reactive mAbs conjugated with fluorescein isothiocyanate. The 
diagnostic conjugate should be of high quality, and the appropriate working 
dilution for optimal performance and detection of virus-specific antigens should 
be determined. Impressions (or smears) of samples from the brain-stem and/
or cerebellum are recommended to ensure high sensitivity of the test. The 
hippocampi (Ammon’s horns) may also be included but are not necessary for a 
definitive diagnosis. 


Other methods for the detection of lyssavirus antigens, such as 
enzyme-linked immunosorbent assays (ELISAs) and the direct rapid 
immunohistochemistry test (DRIT), have provided consistently reproducible 
results in multiple laboratories. Extensive evaluation of DRIT has shown that its 
sensitivity and specificity are comparable to those of the FAT (10, 25). The DRIT 
allows rapid on-site testing by light microscopy and should facilitate decentralized 
epidemiological surveys, especially if the reagents become commercially 
available. The Consultation recommends the DRIT as an alternative to the FAT 
for improved, decentralized, laboratory-based surveillance. 


Typical intracytoplasmic inclusions in formalin-fixed brain tissue can be 
detected in neurons by validated immunohistochemical methods (11); however, 
formalin fixation of brain tissue is not a suitable method for routine diagnosis, 
because it delays the test results and is less sensitive than the FAT or DRIT. 


Lateral flow tests have been developed for rapid detection of RABV 
antigens under field conditions, and some show good results (12–14), although 
adequate validation according to international standards is still required (2, 13). 
Nevertheless, such tests may be useful in surveillance in situations in which 
shipment of samples to laboratories is difficult or laboratory diagnostic facilities 
are lacking; it may also improve the engagement of front-line staff in rabies 
surveillance. 


5.4.2  Virus isolation 
Virus might have to be isolated to confirm the results of antigen detection 


tests and for further amplification or characterization of an isolate (2). Lyssaviruses 
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can be isolated in cell cultures, such as neuroblastoma cells, or by intracranial 
inoculation into suckling mice. Virus isolation in animals should be replaced by 
alternative methods, whenever possible. Murine neuroblastoma cells (e.g. NA 
C1300) are more susceptible to field isolates of lyssavirus than other cell lines 
tested (2). Virus isolation in neuroblastoma cell culture is at least as efficient as 
animal inoculation, especially for small quantities of virus. Cell culture isolation 
also reduces the time required for diagnosis, from 10–21 days with the mouse 
inoculation test to only 2–4 days. If the conditions are not optimal, however, 
such as decomposed brain, false-negative results may be obtained. When cell 
culture facilities or molecular methods are not available, animal inoculation can 
be used. If a rapid answer is required, suckling mice (< 3 days old) are preferred 
to weanling or adult mice, because they are more susceptible than older animals. 
The observation period may be shortened by inoculation of sufficient mice to 
enable sequential killing and examination of brains by the FAT, starting 4 days 
post-inoculation (15).


5.4.3  Viral RNA detection
Molecular methods, such as the reverse transcription polymerase chain 


reaction (RT-PCR) and other amplification techniques, play an increasingly 
important role in many countries (16, 17). If brain tissue is available, the FAT 
or DRIT should be used for primary diagnosis of viral antigens (2). Molecular 
techniques can be used for confirmatory testing and epidemiological surveys 
in laboratories with strict quality control procedures and with experience and 
expertise in using such techniques. They can also be used for ante-mortem 
diagnosis in humans. Use of robust positive or in-process controls is strongly 
recommended.  


5.5  Techniques for ante-mortem diagnosis of rabies in humans 
Many laboratory methods can be used to confirm a clinical case of rabies 


while the patient is still alive (1); however, use of ante-mortem techniques for 
the diagnosis of rabies in animals is strongly discouraged. The sensitivity of a 
technique for diagnosing rabies varies widely according to the stage of the 
disease, immunological status, intermittent viral excretion and the training of the 
technical staff. While a positive, validated result is indicative of rabies, a negative 
result does not necessarily rule out the infection. 


A diagnosis of rabies in a patient suspected of having the disease is valuable 
for multiple reasons, including: specific characterization of the causative agent 
and of the potential source of infection, especially when a history of exposure 
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to an animal is lacking; identification of other people who may have been 
exposed to the same animal during the public health investigation; application 
of appropriate measures for infection control to prevent exposure from contact 
with the patient; administration of PEP to people exposed to the patient’s 
infectious secretions; case closure and grief counselling with family members; 
consideration of experimental therapeutic options; monitoring of viral loads and 
patient response if treatment is given; less invasive techniques for documenting 
the human burden of disease, given the infrequency of autopsies; and indication 
of another infectious agent if the test results are negative.  


5.5.1  Viral antigen detection 
Viral antigens can be detected with the FAT in skin biopsy samples or 


hair follicles from patients with clinical rabies (18). The results are independent 
of the antibody status of the patient, and specimens may be positive during 
the early phase of the disease. Skin samples are usually taken from the nuchal 
area of the neck, with hair follicles containing peripheral nerves. Examination 
of several sections may be required to detect viral antigens around the base of 
hair follicles. The quality of the samples is of paramount importance, as the 
absence of follicles decreases the sensitivity of the test. This technique may not 
be practicable in all settings, because a cryostat is required to prepare frozen 
sections of skin; detection of viral RNA may be preferable if equipment is lacking 
(16, 27, 28). The FAT of corneal impressions is rarely reliable in most clinical 
settings, and it is not recommended as a routine test because of the risk of 
corneal scarification, particularly in patients with causes of encephalitis other 
than rabies. Immunochromatographic methods have been developed to detect 
RABV antigens directly in brain tissue from animals (12), but they require 
standardization and stringent quality control before their application in human 
ante-mortem diagnosis.


5.5.2 Viral antibody detection
Given the pathogenesis of the virus, it is difficult to use serological tests in 


ante-mortem diagnosis of rabies in humans, as RABV-specific antibodies may be 
present in serum and CSF only during the late stage of human infection.


Virus neutralizing antibodies in the serum of unvaccinated patients or in 
CSF can be measured with a virus neutralization test, such as the rapid fluorescent 
focus inhibition test (RFFIT) and the fluorescent antibody virus neutralization 
(FAVN) test (19). The sensitivity of such assays for ante-mortem diagnosis is, 
however, low, as virus neutralizing antibodies tend to appear only, on average, 
7–8 days after clinical symptoms first appear. Viral antibodies are infrequently 
found in CSF, depending in part on the clinical stage of the disease. Antibody 
(IgG subclass) titres against RABV G protein measured by qualified ELISA have 
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been shown to correlate well with those measured by virus neutralization, and 
ELISA is easier to perform routinely (20, 21). ELISAs will not, however, detect 
IgM rabies-specific antibodies that are first produced upon exposure. Rapid 
detection of antibodies (IgG and IgM) to other viral antigens, (e.g. nucleoprotein) 
may also be useful, as they may appear before neutralizing antibodies (4). 


5.5.3  Viral RNA detection
Molecular detection methods are highly sensitive for rabies diagnosis  


(1, 2). As with all laboratory methods, they require standardization and stringent 
quality control. Lyssavirus RNA can be detected and amplified from many 
biological fluids and tissue samples (e.g. saliva, CSF, tears, skin, concentrated 
urine and hair follicles). Serial samples should be tested, as the virus is excreted 
intermittently. The highest sensitivity is seen with skin biopsies (including hair 
follicles) and saliva.


5.5.4 Virus isolation
In ante-mortem diagnosis, isolation of virus from saliva or other biological 


samples is ideal for obtaining an unequivocal diagnosis and virus characterization 
(1–3). The success rate depends in part on the immunological status of the 
patient (virus is more likely to be isolated from people without antibodies), the 
intermittence of viral excretion and the number of consecutive passages in cell 
culture. Specimens may contain no infectious virus even during the late stage 
of the disease. Liquid specimens or swabs should be frozen after collection, the 
content of the swab having been expelled into the collection medium. Under no 
circumstances should preservatives be added to the collection medium. 


5.6  Measuring antibody response to rabies vaccination in 
humans  
The RFFIT virus neutralization assay and the FAVN test are recommended 


for measuring post-vaccination immune responses and for determining whether 
booster vaccination is necessary, because they have been correlated with 
protection in animal studies (19, 22). Virus neutralization assays are used to 
determine the level of protective antibodies in immunocompromised patients, 
in evaluating new vaccines or vaccination schedules and for deciding whether to 
give boost vaccination when the neutralizing antibody level is critical on the basis 
of individual risk factors.


ELISAs can be useful for routine screening to determine whether an 
immune response developed after pre- or post-exposure vaccination, as they 
are easy to perform (21). Measurement of binding antibodies with an ELISA 
and measurement of neutralizing antibodies with a RFFIT or an FAVN test are 
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inherently different, and the results should be interpreted with this understanding 
(23). Post-vaccination antibody (IgG subclass) titres against RABV glycoprotein 
measured by qualified ELISA have been shown to correlate well with those 
measured by virus neutralization (21). Before a commercially available kit is 
used, its performance characteristics (i.e. appropriate cut-off level, sensitivity and 
specificity) should be evaluated under local conditions (23). The limitations of 
kits, such as species specificity, immunoglobulin class detected and linear range, 
should be considered and evaluated in respect of the purpose of the monitoring 
programme (22). 


Participation in quality assurance and proficiency programmes is 
recommended to ensure the validity of the results from laboratories that perform 
rabies serology by the RFFIT, the FAVN test or ELISA. 


5.7  Measuring antibody response to rabies vaccination in 
animals  
The RFFIT, FAVN test and qualified ELISAs can be used to measure post-


vaccination immune responses in animals (19, 22). This is important when there is 
any uncertainty about the quality of the vaccine, vaccine storage (e.g. maintenance 
of the cold chain) or the effectiveness of vaccine delivery. Post-vaccination samples 
should be tested at the time, or close to the time, at which peak titres are expected 
(approximately 4 weeks post-vaccination). Serological results from samples 
collected after this time may be difficult to interpret, as antibody titres can wane 
rapidly even though animals are still protected against infection. As a result of the 
variable and potentially rapid rate of decline in antibody, serosurveys conducted 
more than 4 weeks after vaccination are not recommended for monitoring post-
vaccination coverage or population immunity (19, 24). The RFFIT (32) and 
FAVN (19) assays are recommended for the purposes of international animal 
movement and trade (3). Both virus neutralization (e.g. RFFIT, FAVN test) and 
ELISA are suitable for monitoring the antibody response of vaccinated animals 
in the framework of rabies control.


ELISAs are available in kit format and may be indirect or competitive. 
Use of an ELISA is acceptable after qualification of the assay for the purpose 
of testing. As mentioned above, before a commercially available kit is used, its 
performance characteristics should be evaluated under local conditions. . 


5.8  Virus identification with molecular techniques: 
epidemiological considerations   
Thousands of lyssavirus isolates from humans, domestic animals and 


wildlife have been characterized with antigenic and molecular techniques, 
resulting in basic identification and classification of lyssaviruses and the 
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demonstration that virus isolates from a given geographical area or species have 
unique genetic sequences. In most cases, these differences can be used to identify 
the principal animal reservoir (e.g. bat, dog, fox, mongoose) and to infer the 
source of infection when a definitive history of exposure is lacking (1, 2).
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 6. Management of patients before and after death


6.1  Management of patients with rabies
Rabies is considered an overwhelmingly fatal disease, with tens of 


thousands of rabies deaths each year and only a few documented survivors. 
Worldwide, a probably underestimated 59  000 patients die of suspected or 
confirmed rabies each year (1). The vast majority of these deaths occur in 
poor, rural communities in Asia and Africa, where there is a high incidence of 
dog-mediated rabies and where people may find difficulty in accessing timely, 
affordable, adequate PEP. 


Most of these patients are managed, at least initially, in peripheral or even 
village health centres, where human and material resources for basic wound care 
and rabies prevention are often extremely limited or absent. There is no effective 
curative treatment for rabies once clinical signs have appeared. Almost all patients 
with rabies will die. 


An algorithm to guide management of human cases of confirmed or 
suspects rabies is proposed in Fig. 3. 
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Rabies (confirmed or 
clinically  suspected?)


Aggressive 
management


Palliative care with at least 
WHO essential medicine


Critical care in 
selected hospitals


Rabies-specific 
treatment


Antiviral agents? If 
so, which?


Immunotherapy? 
(controversial)


Neuroprotective 
agents?


Combination?


Everywhere


In-hospital 
(isolation)


Sedatives (diazepam / 
midazolam)


Analgesics  
(morphine?)


Haloperidol?


Rehydration?


Home care  
(culturally sensitive)


Sedatives (diazepam/ 
midazolam)


Analgesics  
(morphine?)


Rehydration?  
(nasogastric tube?)


Subcutaneous, 
intrarectal (oral, 
usually not  
possible)


Route?


Approval could be 
obtained in advance 
for certain therapy, 
in keeping with 
scientifc and ethical 
standards.


Physician decides with  
family; explains consequences


Figure 3
Proposed algorithm to guide management of cases of confirmed or suspected human 
rabies


From references 2–5 
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6.2  Palliative management of patients with rabies
Most patients with rabies remain conscious and are aware of the nature and 


outcome of their illness. They are usually extremely agitated, particularly when 
excitation predominates (“furious” rabies). Furthermore, they are often isolated, 
when possible, because of the perceived risk of transmission of RABV through 
contact. Unfortunately, in some countries, many rabies patients are turned away 
from hospitals and receive terminal care only from their families. Hospital care 
for patients with clinical rabies is advisable when possible, in order to reduce 
their suffering and ensure that they receive adequate, respectful palliative care. 


Although almost all patients will die, health care providers still have an 
essential role to play in providing prompt, effective, holistic, compassionate, 
culturally sensitive management. This can be done even with extremely limited 
equipment and drugs (4). In view of the inevitability of death in most cases, 
treatment should be focused on comfort, with heavy sedation (barbiturates, 
morphine) and avoidance of intubation or life-support measures, especially once 
the diagnosis is certain (1).


The majority of patients with rabies are not candidates for aggressive 
therapy in a critical care unit (see section 6.4). Palliative care of these patients, 
whether in a hospital or at home, must be integral to all guidelines on rabies 
prevention and management. Palliative care should be accessible to patients with 
rabies (and other terminal illnesses) in every health care setting, and health care 
providers must be trained to deliver effective palliation. Some resources and a 
WHO guide for palliative care (including essential drugs) are available on WHO’s 
webpage on palliative care (6). 


Patients with confirmed rabies should receive adequate hydration, 
sedation and care in an appropriate medical facility, preferably in a calm, draft-
free, quiet room, with suitable emotional and physical support (4, 7). The privacy, 
dignity and cultural needs of patients should be respected. Preserving the capacity 
of the family to communicate with patients in their dying moments must be a 
priority. The diagnosis should be discussed with the family as soon as possible 
after it has been made. 


Benzodiazepines such as diazepam are effective for sedation and muscle 
relaxation and can be given subcutaneously, intravenously or rectally. Lorazepam 
and midazolam are alternative benzodiazepines. Morphine may be administered 
for analgesia subcutaneously or intravenously, but it is often difficult to access 
in very peripheral centres. The major tranquilizer haloperidol has been 
recommended for restlessness, agitation, hallucination and aggression (8), but 
some physicians avoid its use because of its adverse effects and because sedation 
is less easily controlled than with other drugs. Excessive salivation can be treated 
with anticholinergic agents such as scopolamine. Drugs should be titrated to 
avoid excessive sedation requiring intubation. 
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Repeated intravenous or subcutaneous morphine or benzodiazepines are 
effective in relieving the severe agitation, anxiety and muscular spasms that afflict 
patients with furious rabies (1). Once furious rabies has been diagnosed, invasive 
procedures should be avoided.


Palliative care for patients with rabies is best delivered in a hospital, 
with intravenous drug delivery to minimize disturbance and distress. Rabies is 
not a contagious disease that is likely to cause an outbreak during patient care, 
and human–human transmission has been documented only in exceptional 
circumstances, such as organ transplantation (see section 8.3.2). When patients 
with rabies and/or their families request discharge or refuse admission (e.g. for 
cultural or religious reasons), health care teams should consider ambulatory 
palliation (medication and personal protective equipment). If transport is required, 
non-intravenous administration or medication that can be continued by routes 
other than parenteral (including through a nasogastric tube or intrarectally) 
might be preferred. A requirement for transport may be an additional reason for 
the health care team to initially prefer lighter sedation (4).  


6.3  Recommendations for health care personnel and family 
members of patients with rabies 
Most patients with rabies die, and families that seek care should be 


informed and counselled to receive the news of the patient’s impending death. 
Care of people in whom rabies is diagnosed may cause anxiety among medical 
and nursing staff, relatives and friends providing non-medical care and in the 
media and the public. Human rabies does not pose a risk to health care staff if 
routine precautions are taken, especially during intubation and suctioning.


PEP should be provided for health care personnel considered to be at 
risk, after careful assessment, and they should be reminded of the importance of 
adhering to barrier nursing and wearing personal protective equipment (standard 
precautions, including wearing gloves, glasses and mask in case a procedure 
generates splashes), as recommended for all infectious diseases. Hospitals that 
are likely to receive rabies patients can consider PrEP for health care staff who 
may be involved in their management (see section 8.2).


PEP may sometimes be necessary for the partners of patients, as close 
contact and sexual intercourse in the early stages of the disease pose a hypothetical 
risk for transmission (infectious RABV is present in saliva); however, no reports 
have clearly established human-to-human transmission. 


People exposed to the same biting animal should be identified and should 
receive adequate PEP. The pathobiology and epidemiology of RABV indicate 
that the risk of an infant contracting rabies from breastmilk is similar to that of 
drinking milk from a rabid animal: it does not pose a relevant public health risk 
(see section 8.3.2).
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6.4  Survivors of rabies and “aggressive” treatment protocols 
Survival has been well-documented in at least 15 cases (9). In all but one 


case, the survivors received one or more doses of rabies vaccine before the onset 
of clinical rabies. Survivors of rabies have an immune response associated with 
development of neutralizing anti-RABV antibodies in the serum and CSF.


Current “aggressive” protocols, such as the Milwaukee protocol (11), 
do not reliably result in survival without severe sequelae. In exceptional cases, 
aggressive management may be considered. It should be undertaken in reference 
centres with well-trained teams who have experience or have conferred with 
experts in managing patients with rabies, using ethically pre-accepted protocols, 
after discussion with the family and a collegial decision, and only after other life-
threatening but curable diseases (differential diagnoses for rabies encephalitis) 
have been ruled out.


6.4.1  Intensive care (symptomatic treatment)
The first documented survivor of rabies, reported in 1969, received only 


intensive care without intubation (10). Since successful treatment in 2004 of an 
adolescent in the USA, a treatment approach known as the Milwaukee protocol 
(11) has been used several times, with no well-documented success to date (12). 
In the past few years, six well-documented cases of survival (albeit with severe 
neurological deficits) have been reported in India (13, 14), and survival for several 
weeks after the onset of symptoms is increasingly being documented. This may be 
attributed to greater awareness of rabies and better access to critical care facilities 
in countries endemic for rabies.


An aggressive clinical management approach is associated, however, with 
a high risk of failure and is difficult to apply, especially in resource-limited settings. 
Therefore, only a small minority of patients with rabies who remain alert or have 
a mildly depressed sensorium may be considered candidates for an aggressive 
approach. Whether it can be applied is determined essentially by timely access 
to adequate resources, including critical care facilities and a competent team (3). 
Several patients who had early development of serum and CSF antibodies but no 
demonstrable virus or viral RNA (suggesting the virus had been cleared from the 
system) survived after receiving intensive care but remained in a vegetative state. 
These factors are, however, highly unreliable for predicting outcome (1, 15). 


In considering use of a possible “aggressive” treatment modality for a 
patient with rabies, the following should be kept in mind (1):


 ■ Rabies is almost invariably fatal, but a very small number of people 
have recovered, albeit with severe sequelae in the majority of cases, 
which will probably have a terrible, long-lasting impact on the pa-
tients and their families and carers.
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 ■ Most survivors, with or without treatment, had a vigorous early im-
mune response. Although cases due to bat virus more frequently 
developed antibodies in serum and/or CSF, this was not the true in 
dog-mediated rabies cases. Most of the cases due to bat virus did not 
survive. 


 ■ At present, it is not possible to predict reliably which patients are 
likely to recover.


 ■ Carefully planned and validated studies conducted in an ethical man-
ner to identify management protocols, procedures for immunomod-
ulation and new medications, including antiviral drugs, are encour-
aged.


 ■ Treatment of human rabies must be reasonably considered to be safe 
and not further harm the patient. 


6.4.2  Rabies-specific treatment
Agents that promote the entry of drugs, antibodies and immune effector 


cells across the blood–brain and blood–spinal cord barriers, which remain intact 
during the non-comatose phase (1), and agents that clear virus from non-neural 
organs (especially the heart) may be useful. Research is under way on antiviral 
agents that are effective against rabies, but they must be proven to be reasonably 
safe and not cause further harm (17–19). An approved drug for use in humans 
against RNA virus infections in general has become available and may be of 
benefit in some cases of rabies (20, 21). In any event, salvage treatment protocols 
should be delineated and submitted to ethical boards for approval before clinical 
teams use them in patients.


6.5  Management of the bodies of patients who have died of 
rabies 
The body of a patient suspected to have died of rabies should be labelled as 


infectious but not as “contagious” (no airborne or droplet transmission). The risk 
of transmission to others is extremely low if standard precautions are observed 
(22). Blood does not contain RABV, but the virus is present in many other tissues 
and fluids, such as those of the central nervous system and salivary glands (1). 
If embalming or autopsy is performed, it should be undertaken carefully, with 
appropriate precautions and personal protective equipment. Tissues and body 
fluids should be disposed of in the same manner as for other infectious diseases. 
The body of the deceased should be allowed to be buried or cremated, depending 
on their religious practice.
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6.6  Transmission via organ transplantation 
RABV is present in many tissues in the terminal stages of disease, and 


caution should be exercised before transplanting organs from people who have 
died with neurological symptoms and signs of rabies. Several cases of rabies 
due to organ and tissue transplantation have been documented (23–25). Testing 
for common or highly fatal infections should be balanced against the urgency 
of transplanting a viable organ. Corneal transplantation, which is common in 
developing countries, should not be performed without ruling out whether the 
deceased could have died from rabies. 
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7. Vaccines and rabies immunoglobulins for humans 
Since their development more than four decades ago, concentrated, 


purified cell culture and embryonated egg-based rabies vaccines (jointly referred 
to as CCEEVs) have proved to be safe and effective in preventing rabies. These 
vaccines are intended for both PrEP and PEP and have been administered to 
millions of people worldwide (1). Prompt administration of CCEEVs after 
exposure, combined with proper wound management and simultaneous 
administration of rabies immunoglobulins where indicated, is almost invariably 
effective in preventing rabies, even after high-risk exposure (1) (see section 8).


7.1  Vaccine types
Human rabies vaccines include:


 ■ cell culture vaccines: purified chicken embryo vaccine, purified Vero 
cell rabies vaccine and human diploid cell vaccine (see section 7.1.1); 


 ■ duck embryo vaccine (see section 7.1.1); and 
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 ■ nerve tissue vaccines (see section 7.1.2). WHO recommends discon-
tinuation of nerve tissue vaccines, because they induce severe adverse 
reactions and are less immunogenic than other vaccines


Currently, three human rabies vaccines are WHO prequalified: Rabavert® 
and Rabipur® produced by GSK and Verorab® (cell culture vaccine) produced 
by Sanofi Pasteur. Two additional rabies vaccines are being assessed for WHO 
prequalification.


7.1.1  Rabies vaccines based on cell culture and embryonated eggs
CCEEVs are produced by propagating RABV in cell substrates such 


as human diploid cells, Vero cells, primary chick or duck embryo cells or 
embryonated duck eggs. Annex 3 gives an overview of currently available human 
rabies vaccines and their producers. 


After growth in cell culture (or embryonic egg), the viral harvest is 
concentrated, purified, inactivated and lyophilized. In some CCEEVs, human 
albumin or processed gelatine is used as a stabilizer. Human rabies vaccines are 
not supplied in multidose vials for intramuscular or intradermal injection, and 
those prequalified by WHO do not contain preservatives such as thiomersal. The 
shelf-life of these vaccines is ≥ 3 years, provided they are stored at 2–8 °C and 
protected from sunlight. After reconstitution with sterile diluent, the vaccines 
should be used immediately or within 6 h if kept at + 2–8 ºC (2), as partially used 
vials of rabies vaccine may become contaminated.


Rabies vaccines for humans should meet WHO recommendations for 
characterization, production and control, as set out by the WHO Expert Committee 
on Biological Standardization (3). The current WHO recommendations apply 
only to inactivated rabies vaccines produced in cell culture or embryonated eggs. 


7.1.2  Nerve tissue vaccines
Nerve tissue vaccines induce more severe adverse reactions and are less 


immunogenic than CCEEVs. WHO strongly recommends discontinuation of the 
production and use of nerve tissue vaccines and their replacement by CCEEVs. 
Nerve tissue vaccines are now produced for human use only in Algeria, Argentina, 
Bolivia and Ethiopia. 


The Consultation again strongly recommends that production and 
administration of vaccines based on animal central nervous systems, including 
suckling mouse brain, be discontinued and replaced by CCEEVs. A four-step 
strategy for replacing nervous tissue vaccine by modern rabies vaccines produced 
on cell culture or embryonated eggs has been prepared (4) and is attached as 
Annex 4 to this report. 
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7.2 WHO prequalification of human rabies vaccines
Vaccines supplied through United Nations agencies should be prequalified 


by WHO. Prequalification ensures the quality, safety and efficacy of vaccines 
and their suitability for use in national immunization programmes in low- and 
middle-income countries. Prequalification is an established procedure, initiated 
voluntarily by vaccine manufacturers, for initial and continuous evaluation by 
WHO of nationally licensed vaccines. After initial prequalification, products are 
reassessed at regular intervals to ensure continuing quality. 


A vaccine must be licensed in its country of manufacture as a prerequisite 
to prequalification. The vaccine characteristics must be suitable for use in national 
immunization programmes with regard to potency, thermostability, presentation, 
labelling and cold chain volume. The producer must also meet international 
standards of quality and good manufacturing practice. Prequalification involves 
a review of the production process and quality control procedures, testing the 
consistency of lots, a WHO audit of the manufacturing facilities with observers 
from the responsible national regulatory authority, assurance of continued 
acceptability and reassessment at regular intervals. Continued compliance is 
monitored. Three rabies vaccines are prequalified for intramuscular use: purified 
Vero cell rabies vaccine, purified chick embryo cell vaccine and purified duck 
embryo vaccine. A list of WHO prequalified vaccines is available online (https://
extranet.who.int/gavi/PQ_Web/). 


The Consultation encourages rabies vaccine manufacturers to enter the 
WHO prequalification process and Member States to purchase WHO prequalified 
vaccines.


7.3 Requirements for human rabies vaccines
7.3.1  Potency requirements, tests and standards


The minimal acceptable potency of CCEEVs is 2.5 IU per intramuscular 
dose, as determined in the mouse protection potency test (5). Work is under way 
on alternative assays based on serum neutralization (6, 7–9) and assays based on 
fewer animals (10), peripheral challenge (11) and others (12). The efficacy of these 
alternative tests should be established in multicentre studies conducted by WHO 
collaborating centres, national regulatory authorities and control laboratories, in 
collaboration with manufacturers.


There is currently no evidence that the recommendation of a potency 
of 2.5 IU per intramuscular dose and a volume of 0.1 mL per intradermal dose 
(corresponding to a potency of ≥ 0.25 IU per dose) (see sections 9.3.3 and 9.3.4) 
should be revised. Standards for vaccines and immunoglobulins can be found at: 
http://www.nibsc.org/search.aspx?cx=004532883405257870201:nbpiibbtndm&c
of=FORID%3A10&ie=UTF-8&q=rabies&sa=Search&filter=0. 
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The international standard for rabies vaccine is used in standardizing the 
mouse protection test and in vitro assays for G protein content. In 2008, a candidate 
vaccine was calibrated against the fifth international standard in a collaborative 
study and became the sixth international standard for rabies vaccine. When used 
in mouse protection tests, this standard contains 8 IU per ampoule, i.e. 8 IU/mL, 
when reconstituted in 1 mL of distilled water. Other units are used in in vitro 
assays, such as enzyme immunoassays and single radial immunodiffusion tests, 
to determine the RABV G protein antigen content (13).


7.3.2 Characterization and evaluation of rabies vaccines
More than a dozen species or genotypes of Lyssavirus have been described 


as causative agents of rabies (see section 3). Lyssavirus genomes vary considerably, 
RABV being by far the most common causative virus for human rabies and the 
only virus used to date in vaccines. Current vaccines may not protect against 
lyssaviruses other than those in phylogroup I (see section 3). The virus strains 
used in vaccines should be carefully selected, and the antigenic identity of the 
virus strains and the identity and purity of the cell lines used for production 
should be evaluated periodically. Comprehensive genetic characterization by full 
genome sequencing of vaccine virus strains is recommended.


General principles for nonclinical and clinical evaluation of inactivated 
rabies vaccines have been published by WHO (3). Preclinical testing is 
a prerequisite for the initiation of clinical trials in humans and includes 
immunogenicity studies (proof of concept) and safety testing in animals. Clinical 
development of rabies vaccines should include evaluation of their use for PrEP 
and PEP, with various vaccination schedules and routes of administration, the 
onset, extent and duration of protection and the requirement for and timing of 
booster vaccination. Clinical trials should adhere to the principles described 
in WHO guidelines for good clinical practice (14) and to those for the design, 
conduct and analysis of vaccine clinical trials, described in WHO guidelines for 
clinical evaluation of vaccines (3). All clinical trials should be approved by the 
relevant national regulatory authority.


7.4 Routes of vaccine administration
Current rabies vaccines are produced as individual doses for intramuscular 


injection. CCEEVs reconstituted with 0.5 or 1 mL of diluent in one intramuscular 
dose vial with a potency of ≥ 2.5 IU per dose can be used for both PrEP and PEP.


The cost of cell culture-based vaccines for intramuscular administration 
limits their widespread use in many areas where rabies is present. WHO promotes 
the use of intradermal administration of these vaccines as a safe, immunogenic 
and cost- and dose-sparing alternative to intramuscular administration. Only 
one or two vials of vaccine are required to complete a full course of PEP by the 
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intradermal route, thereby reducing the volume used and the direct cost of vaccine 
by 60–80% in comparison with standard intramuscular injection (15). There is 
no evidence that vaccines administered intradermally are more potent than those 
recommended for intramuscular administration (16). Intradermal vaccination 
results in an equivalent immune response at a lower dose, thus sparing vaccine 
in PrEP and PEP. Appropriate training should be given to ensure full intradermal 
instillation of the vaccine and to avoid accidental subcutaneous injection. Both 
routes induce rapid recall responses upon booster immunization. 


Once opened, vials should be stored at +2 ºC to a maximum of + 8 ºC 
for no longer than 6–8 h. Rather than discarding vaccine after this time, any 
remaining vaccine in a vial could be used for PrEP, particularly for professionals 
active in animal disease control or for staff at health facilities who regularly attend 
to clinical rabies patients (see section 8.2). Scheduling follow-up PrEP visits for 
patients within similar periods may help to minimize wastage. Nevertheless, 
intradermal administration remains cost–effective in all cases for both PrEP and 
PEP (15).


Vaccine manufacturers should provide clinical evidence that new 
products are also immunogenic, effective and safe when given intradermally 
and include suitability for intradermal vaccination on the product label. The 
administration should adhere to WHO guidance for all routes specified and 
to standards approved by national health authorities. In particular, the vaccine 
should be compared with a vaccine of known immunogenicity, efficacy and 
safety, be tested serologically with a FAVN test (see section 5) and the results 
published in an international, peer-reviewed journal.


In countries in which intradermal administration is an approved route 
for PrEP or PEP, manufacturers of vaccines proven to be safe and effective when 
given by this route should register their product for intradermal use and state 
in the product insert that their vaccine can be used intradermally. Countries 
are encouraged to make national regulatory amendments to allow cost-saving 
intradermal administration of rabies vaccines.


7.5 Adverse events after active immunization
In general, CCEEVs are safe and well tolerated. Adverse events may 


occur, however, depending in part on the purity of the inactivated RABV, which 
may vary among batches (17). In 35–45% of vaccinated people, minor, transient 
erythema, pain or swelling occurs at the site of injection, particularly after 
intradermal administration of a booster. Mild systemic adverse events, such as 
transient fever, headache, dizziness and gastrointestinal symptoms, have been 
observed in 5–15% of vaccinated people. Serious adverse events are rare; they 
include Guillen-Barré syndrome and allergic reactions (18).
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True vaccine failures are extremely rare when high-quality CCEEVs are used in 
conjunction with prompt, proper wound care, adherence to the cold chain and 
compliance with vaccination schedules. Delay in seeking treatment, improper 
wound care, unnoticed wounds, direct nerve inoculation and lack of patient 
compliance with vaccination schedules, among other factors (e.g. vaccine and 
cold chain quality), may, however, contribute to treatment failure and subsequent 
death (19). Treatment failure and death have also been reported after use of non-
WHO prequalified vaccines and vaccines that do not have their stated efficacy 
(i.e. “fake” vaccines). 


7.6 Duration of immunity
CCEEVs establish immunological memory that is assumed to persist for 


the life of the individual, even after titres of neutralizing antibodies decrease or 
are no longer measurable. Clinical data confirm that vaccinated people respond 
to booster immunization within 7 days (20–22), even if the initial course of 
PrEP or PEP was administered decades previously and regardless of the route 
of priming or booster immunization (intramuscular or intradermal) and the 
presence or absence of detectable titres of RABV-specific antibodies at the time 
of the booster. In addition, published data indicate that periodic booster doses 
of vaccine are not required after primary rabies vaccination (23), except as an 
additional precaution for people whose occupation puts them at continual or 
frequent risk of exposure (see section 8.2). Nevertheless, all vaccinated individuals 
subsequently exposed to rabies, according to the WHO definition of exposure, 
should receive an abbreviated course of PEP, as specified in section 8. 


7.7 Failure of rabies vaccine and of full post-exposure prophylaxis
Failure of PEP, that is, when a patient dies despite having received the 


correct protocol in a timely manner, are extremely rare among the estimated 
20 million people who receive PEP each year. The few PEP failures that have 
been reported all occurred in developing countries and almost all involved one 
or more deviations from the WHO-recommended prophylaxis protocol (19). 
The main deviations from the recommended protocol that lead to death are: 
delay in seeking rabies prophylaxis; lack of or improper administration of rabies 
immunoglobulin (e.g. failure to inject all bite sites); lack of or improper primary 
wound care; and/or poor-quality rabies vaccine (24). 


7.8 Rabies immunoglobulins
People with category III exposure who have not received at least 


two doses of PrEP or PEP and severely immunocompromised people with 
category II exposure (e.g. AIDS patients or transplant recipients) should receive 
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both an effective rabies vaccine and rabies immunoglobulin (25, 26). Rabies 
immunoglobulins should preferably be administered into and around the wound 
site to neutralize the RABV still present therein (see section 8.4).


Three classes of biological product are available for passive immunization: 
human rabies immunoglobulin, equine rabies immunoglobulin and highly 
purified F(ab´)2 fragments produced from equine immunoglobulin (27). Patients 
with open wounds from suspected or proven rabid animals should receive passive 
immunization as specified in section 8. Annex 5 gives an overview of currently 
available rabies immunoglobulin products and their producers. 


Rabies immunoglobulin should be given with the first dose of vaccine 
into and around the wound site. Scrupulous wound cleaning and deep irrigation, 
with application of a potent antiseptic agent, and timely administration of the 
first CCEEV dose are key factors in increasing survival where RIG is unavailable 
and should be performed immediately when the patient presents. Human 
immunoglobulin should be given at a maximum dose of 20 IU/kg of body weight 
and equine immunoglobulin at 40 IU/kg of body weight. Equine immunoglobulin 
is considerably less expensive than the human product, and most of the new 
equine preparations are potent, highly purified and safe, with few adverse events. 
Serum sickness can occur 1 week after administration of highly purified equine 
rabies immunoglobulin in < 1–3% of recipients. The risk for anaphylactic reaction 
is low (1/150 000), and the reaction is generally treatable.


Skin tests are not recommended before administration of equine RIG, 
as such tests poorly predict severe adverse events and their results should not 
be the basis for not giving equine immunoglobulin if it is needed. Equine 
immunoglobulin should be administered under conditions that would allow 
management of an anaphylactic reaction.


RIGs are in short supply throughout the world. New technology may 
lead to use of mAbs in PEP. WHO has recommended use of mAb “cocktails” 
containing at least two antibodies against RABV, as alternatives for RIGs in 
PEP (28). Several human mAbs have been tested against rabies. The first (a 
single mAb) was recently licensed by the Serum Institute of India (29). Studies 
so far show the equivalence of its performance to human RIG. The availability 
of this mAb could fill critical public health gaps. As it is made by recombinant 
technology, it will be less prone to problems such as availability, safety and purity. 
It should be recommended for use in public health programmes, depending on 
the epidemiological and geographical setting, with monitoring of its safety and 
efficacy (clinical outcomes) during post-marketing use.


The second international standard preparation of human immunoglobulin 
is held and distributed on request by the WHO International Laboratory for 
Biological Standards at the National Institute for Biological Standards and 
Control, Potters Bar, Hertfordshire, United Kingdom (13). The current WHO 
reference serum for standardization contains 30 IU per ampoule.
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8. Prevention of human rabies 
Rabies is almost always fatal, but it can be prevented by vaccination before 


and/or after suspected or proven exposure to the virus. The composition and use 
of rabies vaccines and immunoglobulins used for prophylaxis should comply with 
WHO recommendations for production and control and for immunogenicity and 
safety when given by either the intramuscular or the intradermal route (section 
7 and 8.3.4).


8.1  General considerations
PrEP is strongly recommended for people who are at high risk of 


exposure to RABV and other lyssaviruses because of their professional or other 
activities and, in special cases, because of their residence in a remote area. In 
travel medicine, PrEP is recommended only for people travelling to remote areas 
where timely access to adequate PEP cannot be guaranteed or if the individual is 
at high risk of contact with wild animals, particularly bats (see section 8.7). 


After exposure to RABV, PEP, i.e. prompt use of rabies vaccine with 
proper wound washing and management and simultaneous administration of 
RIG, when indicated, is almost 100% effective in preventing rabies, even if the 
exposure was severe. When exposure is to an animal that is suspected, probably 
or confirmed to be rabid (see section 11) or when there is doubt about the factors 
that led to the exposure, PEP should be initiated and medical advice sought, if 
available. 


Vaccines can be administered intradermally or intramuscularly. Rabies 
vaccines labelled for intramuscular use can be used safely via the intradermal 
route, even if this constitutes off-label use. For intradermal administration, the 
recommended sites include the deltoids, lateral thighs or suprascapular areas 
that drain into regional lymph glands (see annexes 6 and 7). For intramuscular 
administration, the vaccine should be injected into the deltoid muscle for adults 
and children aged ≥ 2 years; for children aged < 2 years, the anterolateral thigh 
is recommended (see Annex 7). Rabies vaccine should not be administered in 
the gluteal area, as induction of an adequate immune response is less reliable. 
The site is selected on the basis of the degree of privacy that can be provided and 
sociocultural acceptance. 


One intradermal dose is 0.1 mL of vaccine, and one intramuscular 
dose is an entire vial of vaccine, irrespective of the vial size. Day 0 is the date of 
administration of the first dose. As far as possible, vaccination schedules should 
be completed in the stipulated time; however, there is no need to restart the series 
if the doses are not given on the exact schedule, as variations of a few days are 
unlikely to affect the response to vaccination. Rabies vaccines and RIG can be 
used during pregnancy and lactation.
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8.2 Pre-exposure prophylaxis
PrEP is recommended for individuals who are at high risk of exposure to 


rabies or to bat lyssavirus because of their occupation, travel (see section 8.8) or 
residence in an endemic setting with limited access to timely, adequate PEP. PrEP 
obviates administration of RIG after a bite. Vaccine-induced immunological 
memory is probably life-long if PEP is given after exposure. Published data 
indicate that periodic booster doses of vaccine are not required after primary 
rabies vaccination, except as an additional precaution for people whose 
occupation puts them at continual or frequent risk of exposure (see section 8.2.1).


Table 6 provides an overview of WHO-recommended PrEP regimens. To 
save cost, intradermal PrEP should be given to enough individuals in the same 
session so that opened vials are used within 6–8 h. There is evidence to support 
single-day priming vaccination for healthy people aged 5–47 years, by either a 
two-site intradermal or a one-dose intramuscular vaccination on day 0 (6–9). 
The single day pre-exposure vaccination should be considered only when time 
does not permit the two-visit PrEP and before travel to areas with ready access to 
rabies vaccines in the event of exposure; the second dose should be administered 
upon return or as soon as possible. In case of exposure before the second dose, a 
full PEP should be administered. There is no evidence that single-day priming is 
adequate for inducing long-term immunity (> 1 year).


Table 6
WHO-recommended and alternative pre-exposure prophylactic regimens 


PrEP regimen Duration of 
course


Number of injection sites 
per clinic visit (days 0, 3, 7, 
14, 21–28)


References


WHO-recommended intradermal regimen


Two visits 7 days 2-0-2-0-0 1–4


WHO-recommended intramuscular regimen


Two visits 7 days 1-0-1-0-0 5


PrEP under specific circumstances


Single visit, intradermal 1 day 2-0-0-0-0 6–9


Single visit, intramuscular 1 day 1-0-0-0-0 6–9
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Generally, no effective immune response is to be expected in the first 
7 days after the first vaccine dose. Therefore, people exposed to rabies during 
those days should receive a full course of PEP, including RIG (for category III 
exposure). People who discontinued a PEP series after administrations of at least 
two doses of vaccine should be considered to be vaccinated before exposure.


 
8.2.1  Recommendations for occupational and programmatic PrEP 


administration
The risk of infection with RABV depends on the nature of the exposure, 


the epidemiological setting and the accessibility of biologicals for PEP. PrEP is 
indicated for individuals who are at risk of occupational exposure, particularly 
animal health care workers; medical professionals who regularly provide care 
to people with rabies can consider PrEP. Individuals who work in laboratories 
with high concentrations of live RABV or lyssavirus should be tested for 
antibodies every 1–2 years to monitor the levels in order to ensure adequate 
immune response in case of a detected, unnoticed exposure and to apply risk 
mitigating measures. The laboratory supervisor or the employer is responsible for 
assessing the relative risk of exposure and for undertaking extra monitoring of 
the immunity of laboratory workers. Serological testing and booster vaccination 
are recommended only if the risk of exposure to RABV continues. If serological 
testing is not available, a routine booster vaccination before assignment to an at-
risk work position might be considered; however, periodic booster injections are 
recommended as an added precaution only for people whose occupation places 
them at continual or frequent risk of exposure; antibody monitoring, if available, is 
preferred. Professionals who are not at continual risk of exposure, such as certain 
veterinarians and animal health officers, should undergo serological monitoring 
every 2 years. As vaccine-induced immunity persists in most cases for decades, 
booster vaccination would be recommended only if RABV neutralizing antibody 
titres fall to < 0.5 IU/mL.


PrEP for entire populations is not cost–effective in most settings and is 
therefore not recommended; however, widescale PrEP should be considered in 
remote settings with limited access to PEP if the annual dog bite incidence is > 
5% or if exposure to vampire bats is prevalent. The decision should be based on 
strong epidemiological evidence and the local context. PrEP should not divert 
attention from essential mass dog vaccination campaigns to control the disease at 
its source (see section 9). 


Booster doses of rabies vaccines are not necessary for people living in or 
travelling to high-risk areas who have received a primary series of PrEP or PEP.  


8.2.2  PrEP for immunocompromised people 
People with documented immunodeficiency should be evaluated individually. 
Immunodeficient patients should receive an intradermal or intramuscular PrEP 
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regimen as shown in Table 6, plus a third administration of vaccine on days  
21–28. Immunodeficient patients who are clinically monitored and well managed, 
such as HIV-infected people receiving antiretroviral therapy, are considered not 
to be immunocompromised and have been shown to respond to rabies and other 
vaccines in the same way as healthy individuals (10). In the event of exposure, a 
complete PEP course, including RIG, is recommended.


8.3  Post-exposure prophylaxis 
People with WHO category II or III exposures (see section 8.3.1 and 


Annex 8) should receive PEP without delay as an emergency procedure. PEP 
consists of the following steps.


 ■ All bite wounds and scratches should be attended to as soon as possible 
after exposure; thorough washing and flushing of the wound for ap-
proximately 15 min with soap and copious amounts of water is required. 
When available, a viricidal topical preparation should be applied to the 
wound. Application of local remedies is strongly discouraged.


 ■ RIG should be administered for category III exposures. Wounds that 
require suturing should be sutured loosely and only after RIG infiltra-
tion into the wound, in addition to proper wound care and tetanus 
boosters, if applicable.


 ■ A series of potent, effective rabies vaccines that meet WHO recom-
mendations (see section 8.3.4) should be administered promptly after 
exposure.


 
8.3.1  Evaluation of suspected exposure to RABV


Categories of exposure and PEP (see also Annex 8)
In countries or areas enzootic for rabies, exposure to suspected, probably 


or confirmed rabid domestic or wild animals is categorized as follows: 


 ■ category I: touching or feeding an animal or licks on intact skin: no 
exposure; PEP not indicated;


 ■ category II: nibbling of uncovered skin, minor scratches or abrasions 
without bleeding: exposure; PEP indicated with vaccine; to be treated 
as category III if exposure was to a bat; and


 ■ category III: single or multiple transdermal bites or scratches, con-
tamination of mucous membranes with saliva from licks, licks on 
broken skin, exposure due to direct contact with bats: severe expo-
sure; PEP indicated with vaccine and RIG.
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For categories II and III exposures, thorough local wound treatment (see 
section 8.3.1) is of paramount importance. The incubation period of the majority 
of cases is 2–3 months, while 2–3% of cases have had an incubation period > 1 
year, with an exceptional case of 8 years (11, 12).


Therefore, when the supply of biologics is limited, it may be reserved for 
suspected and probable exposure within the past 12 months. In the case of exposure 
to an animal confirmed to be rabid, rabies vaccine should be provided regardless 
of the time since exposure, even if the exposure is reported years afterwards.


Risk assessment of potential exposure to RABV 
Bites, licks, and scratches, particularly from dogs, are extremely common, 


and the reported annual bite incidence is 0.1–5% globally (13–15). Even in 
settings endemic for dog-mediated rabies, most exposure to domestic animals 
is not to rabid animals (16), although the proportion varies by setting and is 
underreported. The rates of exposure to RABV among people who seek medical 
care may be influenced by cultural health-seeking behaviour, rabies surveillance 
capacity and local epidemiology; national rabies programmes should consider 
routine evaluation of rabies surveillance systems to improve understanding of the 
risk for rabies from biting animals. Determination of whether exposure to RABV 
has occurred should include consideration of factors such as:


 ■ the epidemiology of rabies in the country; 


 ■ the severity of exposure (see section 8.3.1); 


 ■ the species and clinical features of the animal (see definitions of ani-
mal rabies in section 11); 


 ■ the vaccination status of the animal (dogs and cats); 


 ■ the animal’s availability for observation (dogs and cats); and 


 ■ the results of laboratory testing. 


When possible, the risk presented by the animal should be assessed by 
trained personnel familiar with the clinical signs of rabies in animals (Table 7). 
Programmes with such integrated response mechanisms after reported exposure 
to animal rabies are referred to as “integrated bite case management” programmes 
(see section 11). They can improve the detection of individuals exposed to RABV, 
increase adherence to vaccination recommendations and reduce unnecessary 
administration of vaccine or RIG (16, 17). The risk that wildlife acting unusually 
have rabies may be high and should be evaluated with regard to suspected 
exposure in the context of the local epidemiology (18). 
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In addition to the criteria listed above, PEP may be indicated to 
alleviate the psychological burden of fear of rabies in animal-bite victims and 
their relatives. Animals to which humans were exposed that are not available 
for assessment or observation should be suspected of having rabies, and PEP 
should be instituted immediately. Exposure of the face or neck and exposure 
of young children may result in a shorter incubation period, and PEP should 
be administered immediately if the animal is considered likely to have rabies. 
People exposed to animals that conform to the definitions of animals suspected, 
probably or confirmed to be rabid should initiate PEP immediately. When 
possible, animals that conform to the definition of a suspected or probable case 
should be killed humanely and the body tested for rabies. If the laboratory tests 
are negative, PEP can be discontinued. People who have received at least two 
doses (intradermal or intramuscular) of a cell culture vaccine on an appropriate 
schedule before discontinuation should be considered as having received PrEP 
(see section 8.2).


Generally, dogs, cats and domestic ferrets that are available for 
assessment, are deemed healthy by a trained professional and can be observed 
for 10 days represent a very low risk (20). If the animal does not conform to the 
definition of a suspected case and is available for observation, the wound should 
be thoroughly washed and the patient counselled on prevention of rabies, but 
PEP may be delayed during the observation period. If the animal dies, escapes 
or shows symptoms consistent with rabies during the observation period, PEP 
should be instituted immediately. PEP should be delayed only when an advanced 
surveillance programme is in place, in which trained professionals can assess 
animal rabies in a timely manner and there is reliable laboratory capacity  
(Table 8). 


When an animal has been identified as suspected, probably or confirmed 
to have rabies (see section 11), a retrospective risk assessment should be 
conducted immediately to identify everyone who may have been exposed to 
the same animal, and they should be given PEP. Dogs, cats and domestic ferrets 
should be considered infectious for the 10 days before onset of clinical signs and 
throughout their clinical illness (21, 22). The infectious periods of other animals 
are not well characterized, and a more conservative 14-day clinical investigation 
is recommended. A retrospective assessment should be conducted when a human 
rabies case is identified, and PEP should be administered to people who were 
exposed to the animal responsible for the human case, even months later. 
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Table 8
Recommendations for rabies PEP on the basis of surveillance capacity 


Rabies surveillance 
programme


Programme descrip-
tion


When to initiate PEP When to discon-
tinue PEP


No routine 
surveillance


No trained 
professionals capable 
of assessing animals 
for rabies
No laboratory 
capacity for timely 
testing of samples


Initiate PEP 
immediately 


Do not discontinue 
PEP, unless a trained 
professional has 
confirmed that the 
animal is healthy 10 
days after the bite


Limited surveillance Trained professionals 
capable of assessing 
animals for rabies 
are available in 
some communities.
Laboratory capacity 
exists, but testing and 
reporting may be 
delayed. 


Initiate PEP 
immediately 


Do not discontinue 
PEP, unless tests at a 
qualified laboratory 
give negative results. 
or 
A trained professional 
has confirmed that 
the animal is healthy 
10 days after the bite.


Advanced 
surveillance (i.e. 
integrated bite case 
management)


Trained professionals 
capable of assessing 
animals for rabies 
are consistently and 
reliably available in 
the community in 
which the exposure 
occurred.
Laboratory capacity 
exists and can reliably 
test samples and 
report results within 
several days of the 
bite.


Initiate PEP 
immediately for 
bites to the head, 
neck, other highly 
innervated sites, 
multiple or deep 
wounds and for bites 
to children.a 
When the animal 
is available and 
determined by a 
trained professional 
to present a low risk, 
PEP may be delayed.


Do not discontinue 
PEP, unless tests at a 
qualified laboratory 
give negative results. 
or 
A trained professional 
has confirmed that 
the animal is healthy 
10 days after the bite.


a Because of their small stature and higher risk of severe exposure, children should recive PEP immediately.
 


PEP is generally not required for people who sustain animal bites, scratches 
and other contacts (except for contacts with bats) in an area free of terrestrial 
rabies, confirmed by adequate rabies surveillance; however, the decision should 
be based on a risk assessment conducted by a medical professional knowledgeable 
in the local epidemiology of rabies.


The recommendations given here are a general guide; they can be adapted 
to each situation and setting, for instance when a reliable history of exposure 
cannot be obtained such as from an infant and in areas where rabies is enzootic 
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and follow-up observation of the biting animal and/or laboratory testing are not 
readily available. 


 
8.3.2  Atypical routes of exposure


Human-to-human transmission of rabies has not been confirmed, except 
in the case of transplants and a single case of probable perinatal transmission 
(23, 24). Therefore, a decision to provide PEP for people who have been exposed 
to people with rabies should take into consideration the low risk and should 
not jeopardize the supplies of vaccine or RIG for people with category II or III 
exposure to animals with suspected rabies (23). RABV can, however, be found 
in saliva, tears and nervous tissues of people with rabies, which represents 
a theoretical route of transmission. If category II or III exposure to infectious 
materials occurred during the infectious period, exposed people should be 
treated accordingly. Contact investigations should be conducted with medical 
professionals and other people who may have had close contact with the case. 
Examples of potential routes of human-to-human exposure include biting and 
mucosal exposure to infectious materials during medical procedures, kissing or 
intimate touching. No information is available on the risk of rabies transmission 
through breastfeeding, but pathobiology and epidemiology indicate that there is 
no relevant public health risk.


Human rabies cases due to exposure to RABV other than through 
a bite are extremely rare. Rabies can, however, be transmitted by ingestion of 
experimentally infected animals; however, no human cases resulting from 
consumption of raw meat from a rabid animal have been documented (25, 26). It 
is not advisable to consume the meat from a rabid animal, particularly if it is raw. 
PEP should be considered for people who have a category II or III exposure (see 
section 8.3.1) due to processing of meat from a rabid animal. 


Infectious RABV has not been isolated from the milk of rabid cows, 
and no human rabies cases have been attributed to consumption of raw milk. 
Although drinking raw milk from a rabid animal is not advised, there is no 
evidence that this results in exposure to RABV, and PEP is not advised. Milk that 
has been pasteurized presents no risk for RABV transmission.


Bites of wild animals, particularly monkeys, are normal when people 
feed them or handle their food and when the animal is threatened, cornered or 
trapped. These situations should be avoided to reduce unnecessary use of PEP. 
Rabies is very uncommon in rodents (27), and no human rabies cases due to bites 
by rodents have been reported. 


Rarely, rabies can be contracted by inhalation of virus-containing 
aerosols in laboratories in which materials that contain highly concentrated live 
RABV is handled or in caves with a high density of rabies-infected bats (28). Wild 
carnivore species and bats (Carnivora and Chiroptera) present a higher risk for 
rabies transmission than other wildlife, as they are the reservoirs of RABV (18). 
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8.3.3  Local treatment of wounds
Prompt local treatment of all bite wounds and scratches is an important 


step in PEP. The recommended first-aid procedures include immediate, thorough 
flushing and washing of all wounds with soap and water and application of 
povidone iodine or another substance with virucidal activity. If soap or a virucidal 
agent is not available, the wound(s) should be thoroughly and extensively washed 
with water. Eyes and mucosa should be thoroughly rinsed with water. People who 
live in areas endemic for rabies should be taught simple local wound treatment 
and warned not to use procedures that may further contaminate or enlarge the 
wound.


A bleeding wound at any site indicates potentially severe exposure and 
should be infiltrated with either equine or human RIG. Most severe bite wounds 
are best treated by a daily dressing, followed by secondary suturing when necessary. 
If suturing after wound cleansing cannot be avoided, the wound(s) should first 
be thoroughly infiltrated with human or equine RIG and suturing delayed for 
several hours to allow diffusion of the immunoglobulin through the tissues 
before minimal sutures are done. Secondary sutures are less likely to become 
infected and present better cosmetic results if done under optimal conditions. 
An infected bite wound is not a contraindication to injection of RIG (29). Bites 
on the tips of the fingers or toes, ear lobes, nasal area or external genitalia can 
be safely injected with RIG, provided excessive pressure is avoided, as this can 
cause compression syndromes (30). Other treatment, such as administration of 
antibiotics and tetanus prophylaxis, should be given as appropriate for potentially 
contaminated wounds.


 
8.3.4  WHO-recommended PEP regimens


As clinical care settings and preferences in countries vary, WHO 
recommendations list preferred PEP regimens and alternatives, all of which 
have been assessed for immunogenicity, clinical outcome, feasibility and cost-
effectiveness (Table 9). WHO recognizes the equivalent clinical effectiveness of 
the intradermal route, and intradermal administration of PEP is the preferred, 
most cost–effective route in clinics in which several new bite patients are seen 
per week. Rabies vaccines labelled for intramuscular use can be used safely via 
the intradermal route, even if this constitutes off-label use. 


For adults, vaccine should always be administered in the deltoid area of 
the arm; for young children (aged < 2 years), the anterolateral area of the thigh 
is recommended (see Annex 7). One intradermal dose corresponds to 0.1 mL 
of vaccine and one intramuscular dose is an entire vial of vaccine, irrespective 
of the vial size. Health care personnel should be careful not to inject less than 
the full 0.1 mL intradermal dose due to the dead space in the syringe or needle 
mount (insulin syringes may be used). Day 0 is the date of administration of 
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the first dose of vaccine. RABV vaccines and RIG can be used during pregnancy 
and lactation, and life-saving PEP should never be withheld from pregnant or 
lactating women; any of the WHO-recommended PEP regimens can be used.


Table 9
WHO-recommended and alternative post-exposure prophylactic regimens 


PEP regimen Duration of 
course


No. of injection sites per 
clinic visit (days 0, 3, 7, 14, 
21–28)


References


WHO-recommended intradermal regimen


1 week, two sites 7 days 2-2-2-0-0 a


WHO-recommended intramuscular regimen


2 weeks 14–28 days 1-1-1-1-0 31


3 weeks 21 days 2-0-1-0-1 32


Alternative immunogenic intradermal regimens


1 month, two sites ≤ 28 days 2-2-2-0-2 33


1 month, simplified four sites ≤ 28 days 4-0-2-0-1 34, 35


1 week, four sites 7 days 4-4-4-0-0 36–38


a Tarantola et al. Intradermal rabies post-exposure prophylaxis can be abridged with no measurable impact 
on clinical outcome in Cambodia, 2003–2014 (manuscript in preparation).


 


Evidence from an observational study suggests that changes in the 
rabies vaccine product and/or the route of administration should be allowed in 
unavoidable circumstances to ensure completion of a PEP schedule (39). PEP 
need not be restarted, and the schedule of the new administration route should 
be adopted.


 
8.3.5 Rabies PEP for immunocompromised individuals 


Many circumstances lead to immunosuppression and different 
immunoregulatory pathways to compromised immune response. In most settings, 
it is not possible to determine the source or severity of immunosuppression 
when patients consult for PEP. If the condition is well managed, however, such 
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as for HIV patients who are under treatment and monitored, individuals will 
probably respond to vaccine in the same way as people who are not severely 
immunocompromised or are healthy, as observed in studies conducted for 
routine vaccines (10).


Clinical experience suggests that, whenever possible, the best PEP options 
available (the most immunogenic regimen, high-quality vaccines and RIG) 
should be used, regardless of the route of vaccine administration. Meticulous, very 
thorough wound-cleaning as first aid to bite victims is of utmost importance in 
immunocompromised patients. When feasible, the RABV neutralizing antibody 
response should be determined 2–4 weeks after vaccination to assess whether an 
additional dose of vaccine is required. If possible, an infectious disease specialist 
or the patients’ treating clinician with expert knowledge or the patient’s disease 
history should be consulted. The wide variation in the causes of a compromised 
immune system and the limited information available indicate the need for 
targeted studies.  


 
8.3.6  Rabies PEP for previously immunized people 


For exposed or re-exposed patients who can document previous complete 
PrEP or PEP and people who discontinued a PEP series after at least two doses of 
rabies vaccine, the following apply:


 ■ no RIG indicated;


 ■ intradermal administration of PEP:


 ■ one-site intradermal vaccine administration on days 0 and 3; 


 ■ four-site intradermal vaccine administration on day 0 only;


 ■ one-site intramuscular administration of an entire vaccine vial on 
days 0 and 3.


People who cannot document previous PEP equivalent to PrEP or 
complete PrEP should receive a full PEP, including RIG if indicated.


8.4  Use of rabies immunoglobulins for passive immunization
The role of RIG in passive immunization is to provide neutralizing 


antibodies at the site of exposure before patients start producing their own 
antibodies as a result of vaccination. Therefore, RIG should be administered to 
all patients with a category III exposure when supplies are available, except those 
who received PrEP, as described in section 8.2. When access to RIG cannot be 
guaranteed for all people with a category III exposure, it may be used sparingly 
and prioritized for those at greatest risk, with consideration of additional high-
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risk factors (see section 8.3.1). Vaccine should be administered regardless of the 
availability of RIG.


RIG is administered only once, preferably at or as soon as possible after 
initiation of post-exposure vaccination. It is not indicated beyond the seventh day 
after the first dose of rabies vaccine, regardless of whether the doses were received 
on days 3 and 7, because an active antibody response to the rabies vaccine has 
already started, and this would represent a waste of RIG. The maximum dose of 
human RIG is 20 IU/kg of body weight, while that of equine immunoglobulin 
and F(ab’)2 products is 40 IU/kg of body weight. 


The entire immunoglobulin dose, or as much as anatomically possible 
(but avoiding possible compartment syndrome), should be infiltrated carefully 
into or as close as possible to the wound(s) or exposure sites. Evidence suggests 
that injecting the remaining RIG volume intramuscularly at a distance from the 
wound provides no or little additional protection against rabies as compared with 
infiltration of the wound alone (40–43). If, however, there is a high likelihood 
that there are additional small wounds (e.g. if a child does not report all wounds), 
exposure was to bats or exposure was other than through a bite, injection of the 
remaining RIG volume intramuscularly as close as possible to the presumed 
exposure site, to the degree that is anatomically feasible, is indicated. The 
same applies for mucosal exposure with no wound, and rinsing with RIG can 
be considered. In the case of suspected exposure to RABV in an aerosols, an 
intramuscular injection of RIG is nevertheless recommended.


Use of the same syringe or mixing rabies vaccine and RIG are not advised. 
For severe and multiple wounds, which require more immunoglobulin than the 
maximum dose, the product may be diluted with sterile normal saline to a volume 
sufficient for effective, safe infiltration of all wounds. 


A mAb product was licenced in 2017 in India and is currently being used 
there in clinical settings. Depending on the geographical and epidemiological 
context, use of mAbs is encouraged as an alternative to RIG. WHO recommends 
that a registry be maintained to monitor the clinical use and outcomes of mAb 
products for rabies PEP. 


8.5  Contraindications and precautions to be taken in post-
exposure prophylaxis
There are no contraindications to PEP. PEP can be safely given to infants, 


pregnant women and immunocompromised individuals, including children with 
HIV/AIDS. It should be given as indicated by the nature of the exposure in a 
setting in which the staff are adequately trained in its administration and in the 
management of possible adverse reactions, as for any other vaccination.


As for all vaccinations, recipients should be kept under medical 
supervision for at least 15–20 min after vaccination. A previous severe reaction 
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to any component of a rabies vaccine is a contraindication for use of the same 
vaccine for PrEP or PEP, and the vaccine product should be changed. 


8.6  Supply limitations
Governments and responsible agencies should enact regulations to 


ensure that all people with suspected, probable or confirmed exposure to rabies 
have timely access to adequate PEP administered by competent staff, including 
in the private sector. Intradermal administration should be included in the 
recommendations of all countries. When possible, cost–effectiveness should be 
studied to determine the best methods of access to rabies vaccines and biologicals 
(44–47). 


In settings where there is no regular access to vaccines and RIGs or the 
supply is insufficient to meet demand, it might be necessary to consider diverting 
the supplies to people with high-risk exposure. If a limited amount of RIG is 
available, it should be prioritized for exposed patients on the basis of the following 
criteria:


 ■ multiple bites; 


 ■ deep wounds; 


 ■ bites to highly innervated parts of the body, such as the head, neck 
and hands;


 ■ severe immunodeficiency; 


 ■ bites from an animal with confirmed or probable rabies; and


 ■ a bite, scratch or exposure of mucous membranes from a bat.


Restricting RIG or vaccine to people with high-risk exposure to rabies 
may endanger those with lower-risk exposure and should be considered carefully 
before being implemented. Assessment of the risk associated with animals with 
suspected rabies, as described in section 8.3.1, can reduce unnecessary use of 
rabies biologicals and should be considered when the RIG and/or vaccine supply 
cannot meet demand.


8.7  Travel to rabies-affected countries and areas and indications 
for pre-exposure prophylaxis
Assessment of the individual risk of exposure to RABV is recommended 


for travellers, which should take into consideration: the remoteness of the 
destination, the prevailing rabies epidemiology and the cumulative duration of 
the stay in endemic setting(s). PrEP should be considered for travellers who will 
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have extensive outdoor activities in remote rural areas and where timely access 
to adequate PEP is not guaranteed. PrEP should also be considered for people 
who regularly participate in activities such as caving that are likely to lead to 
direct contact with bats. Travellers to rabies-affected countries and areas should 
be aware of the risk of rabies and the need to seek PEP if they are exposed. 


Travellers to rabies-affected countries and areas should avoid contact with 
free-roaming animals, especially dogs, cats and monkeys, and with free-roaming 
and captive wild animals. For people who visit caves inhabited by bats, casual 
exposure to cave air is not a concern, but cavers should be warned not to handle 
bats. Physical contact with bats should be followed by PEP (see section 8.3.1).


Fig. 4 shows four categories of countries and areas, from no risk to low, 
moderate and high risk of circulation of RABV and other lyssaviruses. The 
categorization is based on the major animal host or transmitter and lyssavirus 
species involved (for a map of the endemicity of dog-mediated rabies see section 
2) and the availability of reliable, laboratory-based surveillance data on the 
reservoir species. Access to proper medical care and the availability of rabies 
vaccines and immunoglobulins were also taken into consideration. 


Figure 4
Countries and areas classified as no, low, medium and high risk of circulation of RABV 
and other lyssaviruses 
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In both no- and low-risk areas, proper medical care, rabies vaccine and 
immunoglobulins are accessible in a timely manner, and reliable laboratory-
based surveillance data are available. In medium- and high-risk areas, access to 
proper medical care, rabies vaccines and immunoglobulins depends on the local 
setting and are not accessible in a timely manner throughout; partial laboratory-
based surveillance data are available but may not cover all reservoir species or 
geographical settings in the country. 


Suggested certificates for pre- and post-exposure vaccination against 
rabies are shown in Annex 9.


8.8  Education to prevent bites
Programmes to prevent dog bites are conducted in order to reduce the 


risk of rabies, save the costs of PEP and wound care, eliminate the trauma of dog 
bites and restore healthy dog–human relationships. Meta-analyses indicate that 
education programmes to prevent bites are moderately successful in affecting 
children’s behaviour (48, 49), although the quality of the evidence is low. 
Currently, there is no direct evidence that such programmes affect dog-bite rates. 
Human behaviour towards dogs is the result of a complex interaction between 
knowledge, emotion and experience (19, 50), and education to prevent dog bites 
is most effective when it involves live dogs. The complexity of such education 
means that the programmes are likely to require more time and resources than 
education on other aspects of rabies. 


Careful consideration should be given to the costs and benefits of the 
components of a holistic rabies education programme. It is recommended that 
knowledge, attitude and practice surveys be conducted to determine each stage 
of an education programmes on rabies. Depending on the setting, bite prevention 
may also include education on conduct in areas where rabies is circulating in 
wildlife, with particular emphasis on not touching or handling bats. 
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9. Prevention and control of rabies in dogs 
As more than 95% of human rabies cases are transmitted by dogs, the 


control and elimination of rabies in dogs prevent rabies at its source. Dog-
mediated rabies has been eliminated in North America, western Europe, Japan 
and parts of Asia and South America; however, it is still widespread, in over 100 
countries and territories, predominantly in the developing world (see section 2).


9.1  Case definition of animal rabies 
The clinical signs of rabies in animals vary widely. A case is clinically defined as 
that in an animal that presents with any of the following signs: 


 ■ hypersalivation


 ■ paralysis


 ■ lethargy


 ■ unprovoked abnormal aggression (e.g. biting two or more people or 
animals and/or inanimate objects)


 ■ abnormal vocalization


 ■ diurnal activity of nocturnal species. 


Cases of animal rabies are classified as:  


 ■ suspected: a case that is compatible with a clinical case definition of 
animal rabies;


 ■ probable: a suspected case with a reliable history of contact with a 
suspected, probably or confirmed rabid animal and/or an animal 
with suspected rabies that is killed, died or disappeared within 4–5 
days of illness being observed;


 ■ confirmed: a suspected or probable case that is confirmed in a labora-
tory; and 


 ■ not a case: a suspected or probable case that is ruled out by laboratory 
tests or epidemiological investigation (i.e. appropriate quarantine pe-
riod of eligible animals).


Laboratory confirmation should be performed with a standard diagnostic 
test defined by WHO or OIE (see section 5) (1). If other diagnostic tests are used, 
confirmation of the results with an internationally recognized secondary test may 
be required (particularly for negative results), depending on the sensitivity and 
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specificity of the initial tests. Accurate diagnosis of rabies in animals is especially 
important when human exposure to the suspected animal has been reported. 


9.2  Methods for controlling dog rabies 
As rabies control programmes involve multiple agencies and sectors, 


including those of animal and public health, they require a “one health” approach, 
with effective intersectoral cooperation. Mass parenteral canine vaccination 
campaigns with vaccines manufactured according to international standards 
are the mainstay of dog-mediated rabies control (1–4). To achieve control 
and eventual elimination of rabies, campaigns must be conducted recurrently 
(usually annually) with a vaccination coverage of at least 70% (5, 6), which should 
be sufficient to maintain the required level of herd immunity in the susceptible 
population despite dog population turnover (births, deaths, animal movement) 
in the period between campaigns. The coverage should be evaluated routinely, 
with appropriate epidemiological counselling to ensure that the goals are met in 
all target areas. It is of utmost importance that rabies vaccination programmes are 
flexible enough to allow timely, adequate responses to changes in epidemiological 
conditions. 


Greater community awareness, engagement and mobilization can 
improve the turn-out for vaccination campaigns, their cost–effectiveness and 
sustainability and the surveillance and management of rabies cases. When dogs 
cannot be handled by their owners or when no single owner claims responsibility 
for vaccination, professional dog handlers can catch and restrain dogs humanely 
for vaccination after suitable training to ensure they can catch dogs efficiently, 
reliably and humanely; inexpert handling can injure both handlers and dogs 
and may make future vaccination more difficult. As handlers are likely to have a 
higher rate of dog-bite injuries, pre-exposure vaccination is highly recommended 
(see section 8.2).


Oral rabies vaccination (ORV) of dogs may improve coverage in 
situations in which dogs cannot be restrained or caught and should be used as a 
complementary measure to improve overall vaccination coverage in dog rabies 
control programmes (see section 9.2.3).


Directors of vaccination programmes should take into account the local 
ecology of the dog population, including whether they are owned and confined, 
owned and roaming, owned by the community or ownerless. This information 
ensures that the method maximizes access to dogs and is adapted to the 
sociocultural context. Free-roaming dogs play a key role in the transmission of 
rabies and must be included in vaccination campaigns. 


Mass dog vaccination has repeatedly been shown to be effective for 
controlling dog-mediated rabies, whereas removal of dogs does not decrease dog 
density or control rabies in the long run. Mass culling of dogs should therefore not 
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be a part of a rabies control strategy: it is ineffective and may be counterproductive 
to vaccination programmes, particularly when they target free-roaming dogs. 
For more information on humane dog population management, see Chapter 7.7 
of the OIE Manual of diagnostic tests and vaccines for terrestrial animals: “Stray 
dog population management” (7). 


Euthanasia of a dog suspected of being rabid prevents further transmission 
to humans and animals and prevents further suffering of the dog (see section 9.1 
for a case definition of animal rabies). If the clinical diagnosis of rabies is unclear, 
the dog can be quarantined and observed; however, if the signs progress, humane 
euthanasia should be performed (7). 


9.2.1  Main components of a dog rabies control programme
The elements to be included in a dog rabies control programme are listed 


below.


 ■ Establish a national strategy, focal points and committees to prepare, 
implement and monitor long-term plans for rabies elimination based 
on understanding of the local epidemiology, education and aware-
ness campaigns, mass dog vaccination and provision of PEP or PrEP 
to populations at risk (see section 8). 


 ■ Enhance intersectoral cooperation among veterinary services, public 
health and wildlife management to design evidence-based approach-
es to the elimination of human and animal rabies.


 ■ Support integration of rabies control activities into all levels of the 
health service, and align them with other public health or animal dis-
ease control programmes. Integrated delivery of rabies control meas-
ures may have wider benefits in terms of strengthening health and 
veterinary service delivery, particularly in remote areas and neglect-
ed communities, improving intersectoral collaboration and building 
community trust.


 ■ Stimulate cooperation with the pharmaceutical industry and institu-
tions for the provision of vaccines, both human and veterinary, and 
technical cooperation to ensure correct storage, prompt delivery and 
appropriate administration of high-quality vaccines.


 ■ Seek funding from bilateral, multilateral, public and private agencies 
and other donors in the framework of technical cooperation or hu-
manitarian aid.
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 ■ Conduct campaigns and education programmes to increase aware-
ness of the benefits of responsible dog ownership, basic care of bites 
from animals with suspected rabies and avoiding exposure to ani-
mals.


 ■ Strengthen surveillance and diagnostic capacity to include rapid di-
agnostic tests and rabies notification systems.


 ■ Institute effective cross-border collaboration for rabies control and 
elimination. 


9.2.2  Strategic planning and management of dog vaccination campaigns 
Vaccination campaigns should be strategically planned and well managed, 


with adequate resources. The “rabies blueprint” prepared by the Partners for 
Rabies Prevention provides guidance on planning and implementing parenteral 
dog vaccination campaigns (http://caninerabiesblueprint.org/) (8). Another 
tool that could be used for strategic planning and allocation of funding is the 
“Planning aid for the control of dog-mediated human rabies deaths based on dog 
vaccination” (9).


Studies of dog ecology 
In planning a vaccination campaign, the dog population should be 


estimated and dog-keeping practices ascertained to calculate the resources 
required and the appropriate methods for accessing dogs for vaccination (8). The 
dog population can be estimated from the human:dog ratio; however, this ratio 
varies widely, and poor human census data may reduce the accuracy of estimates 
of the dog population. Furthermore, low reporting and variable patterns of dog 
ownership in urban areas make it difficult to estimate dog populations accurately. 
Other methods for estimating dog populations include surveys and capture–mark–
recapture approaches, which cover the free-roaming population. Details of these 
methods are given in the “canine rabies blueprint”. Such surveys are often usefully 
combined with post-vaccination surveys to evaluate vaccination coverage, and 
population estimates can be revised for future campaigns (10, 11). Information 
from dog registries can be useful, but, as these do not include unregistered or 
ownerless dogs, use of this source alone will result in underestimation of the total 
dog population.


Vaccination and immunization coverage
Low or patchy vaccination coverage of dogs, missing even a small 


proportion of communities, may facilitate the persistence of rabies and jeopardize 
the prospects of elimination, even if the average coverage of the region is high. 
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Vaccination is most effective when carried out over contiguous areas with 
comprehensive coverage rather than many small, separate areas (12). 


Reactive vaccination in an outbreak is not recommended as an alternative 
to regular (e.g. annual), systematic, proactive vaccination campaigns, unless 
greater surveillance shows that the incidence has been reduced to low levels in a 
few remaining foci. Reactive strategies take longer to control rabies and are less 
likely to be successful than systematic vaccination in an entire area. The required 
immunization coverage can be achieved if the vaccination programme includes 
well-designed educational campaigns, intersectoral and interdisciplinary 
cooperation, community participation, local commitment to planning and 
execution, the availability of high-quality vaccine, media support and effective 
general coordination and supervision of activities by the appropriate authorities.


Implementing and monitoring dog vaccination campaigns 
During mass vaccination campaigns, all dogs should be vaccinated, 


including newborn puppies, regardless of weight, state of health or prior 
vaccination. Although the aim should be to vaccinate as many dogs as possible, 
herd immunity is achieved by vaccinating at least 70% of the rabies-susceptible 
dog population.


One reason for low vaccination coverage is that puppies, which often 
comprise a large proportion of the population, are not vaccinated (13), mainly 
because it is not recommended by the vaccine manufacturer or by national 
guidelines. Studies in South Africa, Tunisia and the United Republic of Tanzania 
indicate, however, that young pups (<  3 months of age) mount an effective 
immune response when given a high-quality vaccine, with no adverse effects. 
Owners and vaccination teams should therefore be aware that puppies, including 
newborns, should also be vaccinated to ensure adequate population coverage, 
even though this may represent off-label use.


Four basic approaches have been described to access dogs for vaccination 
campaigns: house-to-house visits, fixed vaccination posts in well-recognized sites 
in a community, temporary vaccination posts set up by mobile teams and mobile 
“street vaccination” teams. Posts are usually sufficiently attended only when they 
are located fewer than 500 m or about a 10-min walk away. The choice of approach 
should be decided at local level, as it depends on the sociocultural context of the 
community. A combination of approaches may be used.


Administration of rabies vaccine can be linked with other health 
interventions (e.g. deworming, neutering and other vaccination programmes), 
which might provide additional health benefits for the dog and provide an 
incentive for engagement of both owners and veterinary practitioners in 
vaccination campaigns (14). 
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Timing of campaigns
Rabies vaccination campaigns are generally conducted annually, but 


more frequent campaigns may be necessary in areas in which the incidence of 
rabies in dogs and/or population turnover is high or the programme has not 
yet achieved its desired outcome. Intensive vaccination campaigns lasting less 
than 1 month have been effective in rabies control in Latin America, Asia and 
Africa. Campaigns should, however, reach at least 70% of the dog population, 
and coverage should not be compromised in the pursuit of speed. Campaigns 
might be organized on weekends or during school time or holidays to improve 
turn-out, as children often bring their dogs for vaccination.


Monitoring vaccination campaigns 
Registration and permanent identification of vaccinated dogs is 


recommended; however, research is still required to identify methods of 
identification that are cost–effective, safe, quick and simple to apply in the field 
and well accepted by both dogs and owners. Lack of resources or capacity to 
permanently identify dogs should not preclude implementation of a vaccination 
campaign. The use of coloured tags, paint or spray marks or plastic collars as 
temporary marking has proven to be useful in identifying vaccinated dogs and 
can motivate owners to take their dogs for vaccination. Temporary or permanent 
identification of vaccinated dogs is necessary for evaluating the vaccination 
coverage rate and for differentiating unvaccinated dogs for follow-up vaccination. 


Routine serological monitoring in the context of mass dog vaccination 
campaigns, including ORV campaigns, can be expensive and is not necessary if:


 ■ a high-quality vaccine manufactured according to international 
standards has been used; 


 ■ vaccination teams have been trained and have used a proper injection 
technique, dog handling and vaccine vial management; and


 ■ the cold chain has been maintained throughout.


If repeated annual vaccination campaigns that reach the targeted coverage 
do not result in a decrease in the number of animal rabies cases, one or more of 
the above elements may not have been complied with, or the estimate used to 
calculate dog vaccination coverage is not accurate. Well-designed serological and 
other studies (e.g. vaccine potency, cold chain monitoring) may then be warranted 
to determine post-vaccination antibody responses. Serological testing should be 
carried out during the period of peak antibody response, at or around 28 days 
post-vaccination, as rapidly declining antibody titres can make interpretation 
of serological results difficult if sampling is carried out longer after vaccination. 
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Properly validated ELISAs can be used as an alternative to seroneutralization 
assays (see section 5). 


Cost–effectiveness of dog vaccination
Dog vaccination in combination with PEP is more cost–effective in 


preventing human deaths from rabies than PEP alone (15–17). The demand for 
PEP does not, however, invariably decrease with a decrease in the incidence of 
dog rabies.


A study in Chad on the effect of a contribution of dog owners to the costs 
of dog registration or vaccination campaigns showed that fee-based vaccination 
campaigns increased the cost per dog vaccinated and lowered the vaccination 
coverage of dog populations as compared with free vaccination campaigns (18). 
In the Philippines, the willingness of residents to pay an average of US$ 1.67 for 
dog vaccination and US$ 0.70 for dog registration depended on socioeconomic 
and demographic factors such as age, income, number of dogs owned and 
municipality of residence (19). These factors should therefore be considered 
before introducing such fees. If a paid contribution jeopardizes vaccination, the 
intervention (registration, marking, vaccination, certificate delivery) should be 
provided free of charge and the cost balanced against the public health benefits 
of rabies control. 


Vaccines to be used 
Vaccines are susceptible to changes in temperature, including freezing, 


and care must be taken to ensure that the cold chain is maintained within an 
acceptable temperature range (2–8  °C). Vaccines that induce immunity for a 
minimum duration of 2 years should be used in annual campaigns to revaccinate 
all dogs. 


Revaccination has no adverse effects. Although annual booster 
vaccination of dogs may not be necessary if they have received a vaccine that 
induces long-term immunity and more selective vaccination could potentially 
save costs, turning people and their dogs away at vaccination points could 
send out a confusing message. Further, in many campaigns, the direct cost of 
revaccination is likely to be lower than the fixed costs of the campaign.


Vaccination of puppies < 3 months of age with high-quality, inactivated 
rabies vaccine has been shown to result in effective seroconversion (20). All 
dogs, including puppies < 3 months of age, should be included in vaccination 
campaigns in endemic regions. 


Where vaccination certificates are issued, pre-printed certificates may 
increase efficiency. As maternal antibody may interfere with vaccination, puppies 
should receive a vaccination certificate only after they have received a booster 
dose.
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Vaccines available 
Veterinary vaccines have been developed for use against rabies in 


domestic mammals and wildlife. They are either inactivated (killed), modified-
live or recombinant products. Whatever the method for vaccine production, 
the quality of the source material and standards (e.g. virus master seed, specific 
pathogen-free eggs, cell seed) should be clearly documented, particularly with 
regard to sterility, safety and potency.


Rabies vaccines for animals should be approved by the competent State 
authorities and comply with national requirements for vaccines. If there are no 
adequate national regulations for veterinary biologicals with regard to potency, 
sterility, safety and efficacy, reference should be made to the relevant international 
standards. For further information on veterinary vaccines available for rabies in 
dogs and wildlife, including potency requirements, see Chapter 2.1.17, Rabies 
(infection with rabies virus), of the OIE Manual of diagnostic tests and vaccines 
for terrestrial animals (1). 


Nerve tissue vaccines induce more severe adverse reactions and are 
less immunogenic than modern cell culture vaccines. WHO and OIE strongly 
recommend discontinuation of the production and use of nerve tissue vaccines 
and their replacement by modern cell culture vaccines. The use of modified live-
virus vaccines produced from egg- or cell culture-adapted strains for parenteral 
vaccination of dogs is also discouraged. Vaccination should be undertaken with 
inactivated vaccines (with or without adjuvant). 


Safety considerations 
All members of a vaccination team who handle dogs should receive 


PrEP before the campaign. Adequate PEP should be available for people who are 
exposed during the campaign.


In the event of accidental exposure to modified live RABV vaccines, 
medical assistance should be sought and PEP considered. The potential risk to 
animals, humans and the environment of recombinant vaccines, such as those 
containing live pox or adenovirus vectors, should be assessed, and methods for 
mitigation or treatment, particularly in humans, should be identified before field 
use.


For detailed information on the minimal requirements for animal rabies 
vaccine safety, see Chapter 2.1.17, Rabies (infection with rabies virus), of the OIE 
Manual of diagnostic tests and vaccines for terrestrial animals (1).


9.2.3  Oral vaccination campaigns
ORV has been successfully used to control the disease in certain wildlife 


reservoir species (21). ORV of dogs is a complementary measure that can be used 
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to increase vaccination coverage in mass parenteral dog vaccination campaigns, 
e.g. in contexts where reaching 70% vaccination coverage is compromised by the 
presence of free-roaming dog populations. Countries should assess the suitability 
and necessity for both parenteral vaccination and ORV in their rabies control 
strategy. Annex 10 gives an overview of currently available ORV products. 


Target populations
Only semi-restricted and unrestricted dogs (and owned, fully restricted 


dogs that cannot be handled) that cannot be vaccinated parenterally under 
normal conditions should be considered for ORV. It is likely that these dogs 
will be identified only after mass parenteral vaccination campaigns have been 
attempted. ORV may help to improve vaccination coverage in these hard-to-
reach dog subpopulations.


Methods of distribution 
ORV has been used to vaccinate dogs in relatively small field trials (22–


25). To limit the possibility of contact of non-target species (including humans) 
with vaccine and bait, the “hand-out” model has been used, in which baits are 
presented directly to dogs (owned or unowned) on the street. Oral vaccine 
baiting can be implemented simultaneously with door-to-door or central point 
parenteral campaigns, e.g. for aggressive dogs and those that are difficult to 
handle. ORV should always be conducted by trained vaccinators.


Efficacy 
Parenteral vaccination must remain the primary method of immunization. 


It has been shown repeatedly to result in a robust immune response in > 95% of 
dogs that are vaccinated appropriately. Parenteral vaccines are injected directly 
into subcutaneous or muscle tissue, nearly guaranteeing that the vaccine will 
be recognized by a competent host immune system. Oral vaccination of dogs 
cannot be guaranteed to achieve such high seroconversion rates because of 
several important issues in delivery and immunology. Oral vaccines require that 
a dog is attracted to the bait, chews it and breaks the sachet or blister and that the 
vaccine is deposited in the correct amount onto the oral mucosa. Furthermore, 
oral vaccines are modified live or recombinant constructs and must replicate in 
the host in order to induce an immune response. For these reasons, parenteral 
vaccination with inactivated vaccines is the preferred choice for accessible dogs; 
the utility of ORV for semi-restricted, non-restricted and unapproachable dog 
subpopulations can nevertheless be clearly beneficial (25).
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Safety 
Oral rabies vaccines licensed according to international standards are 


considered to be safe; however, safety should always be thoroughly assessed before 
ORV in the field. In Haiti, assessment of the safety of a modified-live RABV oral 
vaccine showed that the probability of a human death due to contact with the 
oral rabies vaccine was 0 per 1 billion baits distributed by the hand-out method, 
and the probability of a human death due to a dog bite was 0.3 per 1 billion baits 
distributed by the hand-out method (assuming PEP was not given to any exposed 
person). In Tunisia, no exposure to the vaccine bait occurred when baits were 
distributed door to door (equivalent to the hand-out method), whereas a 1.4% 
rate of contact was observed with “transect line” distribution (26). 


It is the responsibility of countries to study the opportunity of introducing 
ORV into their rabies control strategy. If an oral vaccine includes a genetically 
modified organism, the legal implications of its release into the environment 
should be considered. WHO recommends that ORV be used in pilot studies 
to evaluate its feasibility and efficacy before widescale application. Researchers 
and project designers should assess the product, identify potential hazards and 
evaluate the risks associated with its introduction into the environment. 


Guiding principles for investigating and conducting ORV are described 
in Chapter 2.1.17, Rabies (infection with rabies virus), of the OIE Manual 
of diagnostic tests and vaccines for terrestrial animals (1). Countries that are 
considering use of ORV of dogs should ensure the safety of the viral construct on 
the target and non-target species, including humans (25). As shown in Europe 
and the USA with regard to rabies vaccination of wildlife, selection of safe, 
effective oral rabies vaccine constructs and appropriate contingency plans for 
non-target exposure to the vaccine can make the human risk nearly negligible 
(27). Particular attention should be paid to safety in lower-income communities 
where ORV may be administered in areas of high human population density, 
the prevalence of immunodeficiency is higher, access to medical care may be 
less reliable and the literacy rate may be low so that people cannot read warning 
labels.


After a vaccine and baiting system has been selected and before 
positioning of vaccine baits in the environment, sufficient information should 
be provided to the public so that, in general, public support and cooperation are 
elicited. The information should include the potential risks associated with the 
vaccine and the assistance that will be available if contact with humans or other 
non-target occurs. 


Setting up surveillance systems to detect human contact with vaccine 
and/or bait and establishing rules for documentation and follow-up of cases 
of human exposure to the vaccine are of utmost importance. In the event of 
accidental exposure to modified live RABV vaccine, medical assistance should 
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be sought and PEP considered (see section 8). Both exposure by direct contact 
with the vaccine and exposure to animals that were vaccinated recently (i.e. one 
to several hours previously) should be reported. There is no evidence that oral 
rabies vaccines are actively excreted in saliva, but, because of the presence of 
liquid vaccine in the oral cavity after consumption, contact with dogs that have 
just been given oral vaccine should be avoided or minimized for at least 1 h and 
preferably longer (25). Surveillance programmes should be capable of detecting 
rabid dogs in the area of ORV, and all positive samples should be characterized 
molecularly to ensure that the vaccine did not revert to a state of virulence.


International organizations, particularly WHO and OIE (including their 
networks of reference centres), collaborate with governments in assessing the 
risks associated with the use and application in the field of each type of product 
(modified live vaccine, recombinant vaccine and other constructs) for target and 
non-target species; identifying the efficacy and safety requirements for each type 
of product; and defining the criteria for distribution in the field. The main criteria 
for assessing use of oral rabies vaccines in dogs are:


 ■ the origin (manufacturer);


 ■ vaccine type: modified live virus, recombinant live virus or other 
construct;


 ■ safety in the target animal(s); 


 ■ safety in non-target animals; 


 ■ safety in non-human primates; 


 ■ development of humoral immunity in the vaccinated primary target 
animal; 


 ■ results of virulent challenge protection studies; 


 ■ bait contact rates for a bait distribution method;


 ■ bait matrix attractiveness to confined and free-roaming dogs; 


 ■ thermostability of the bait matrix under field conditions and forecast; 


 ■ excretion of viable RABV into the environment (saliva and faecal 
samples);


 ■ cost–benefit; 
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 ■ current licensure of the product in any country and/or currently rec-
ommended by an international public and/or animal health body for 
field use;


 ■ community support for oral vaccination of dogs against rabies; 


 ■ possibility of post-vaccination monitoring for people potentially ex-
posed directly to the vaccine or as a result of contact with recently 
vaccinated dogs; and 


 ■ access to PEP for humans exposed or potentially exposed to the vac-
cine (PEP adapted to the vaccine construct, which may include agents 
other than lyssaviruses). 


Full details of relevant procedures, tests and protocols should be obtained 
from relevant national regulatory authorities and/or relevant international 
guidelines (OIE, WHO, European Pharmacopeia, US Code of Federal Regulations).


Licensure 
Preferably, countries in which ORV is used will license the product for 


use in dogs; however, many countries affected by dog-mediated rabies lack the 
regulatory bodies to license biological products and rely on other countries to 
obtain licensure. This creates a global dilemma, in that countries (and vaccine 
manufacturers) that can license vaccine products are usually not affected by dog-
mediated rabies and have no incentive to license these oral products for use in 
dogs.


Manufacturers are encouraged to license ORV products for dogs, 
according to international standards, to assist regulatory authorities in endemic 
countries in expeditiously approving ORVs for use in their rabies programmes. 
Countries in which use of ORV is being considered and that have the capacity to 
license products should prioritize the evaluation and licensure of ORV products 
before widescale field use. When licensure is not available, countries should 
consider off-label use of ORV products that have been licensed for species other 
than dogs, provided adequate studies of safety and efficacy have been conducted. 


9.3  International movement of animals  
International movement of animals is of significance for human public 


health as it can facilitate the introduction, emergence or re-emergence of rabies 
in new countries or areas. Regulations for importing domestic, captive wild and 
wild mammals from rabies-free countries or from countries that are considered 
to be infected with rabies should comply with OIE international standards, 
including presentation of a valid international veterinary certificate (28). For 
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further information on international movement of animals, refer to Chapter 8.14 
of the OIE Terrestrial Animal Health Code (29). 


9.4  Humane dog population management 
Dog populations are managed humanely mainly by responsible dog 


ownership and provision of sterilization services and basic dog health care (7). 
The objective of dog population management in the context of dog-mediated 
rabies control is to improve and maintain vaccination coverage and reduce risky 
dog behaviour. Reducing the population size is not an effective means of reducing 
the number of rabies cases, although it may have other benefits (e.g. with regard 
to dog welfare or nuisance behaviour) (30). Management of dog populations may 
therefore be beneficial in dog-mediated rabies control. 


Humane dog population management is an effective strategy for reducing 
dog population turnover and creating a healthy, sustainable population. As the 
status and composition of dog populations varies from country to country, no one 
intervention will work in all situations. Authorities should work with people who 
know the local dog population in order to understand ownership, demographics 
and the attitude of the local community towards dogs. This information can form 
the basis for a tailored package of tools for long-term, sustainable management 
(8, 31). For further information on humane dog population, see Chapter 7.7 of 
the OIE Terrestrial Animal Health Code (7).


9.5  Vaccination versus sterilization 


Priority should be given to dog vaccination, as it is the most effective 
means of reducing dog-mediated rabies (32). A publicly available stochastic model 
allows comparison of the effects of various budget allocations to sterilization and 
vaccination, in terms of cost and predicted human deaths, which can be accessed 
at: https://bioecon.shinyapps.io/CanineRabiesWebApp/. Sterilization of dogs 
should be pursued when: 


 ■ funds and time for sterilization are from a different source from that 
for vaccinations;


 ■ high vaccination coverage has already been achieved, and surplus 
funds are available; and


 ■ the cost of both sterilization and vaccination is low.


Sterilization might also be considered in rare ecological circumstances, 
such as when it might markedly prolong the longevity of the dogs, when there 
is no demand or desire for additional dogs and it can be done inexpensively. 
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Countries are encouraged first and foremost to invest in widescale vaccination 
campaigns. 


9.6  National programmes for dog rabies control: lessons from the 
field
Since formally pledging to eliminate human deaths from dog-mediated 


rabies in 1983, Latin American countries have decreased the number of cases by 
over 90%, with a similar decrease in human deaths (4). This has been achieved 
predominately by mass vaccination of over 50 million dogs annually, with 
concurrent appropriate treatment of people at risk of rabies (PrEP or PEP) and 
epidemiological surveillance. The success of vaccination campaigns in Latin 
America was due to the central coordinating role of the public health sector and 
the involvement of communities in rabies control (33). 


Programmes for testing proof of concept in KwaZulu–Natal (South 
Africa) and the Visayas (Philippines) have also reduced the number of human 
rabies cases by mass dog vaccination and extended access to PEP. In KwaZulu–
Natal, the number of cases was significantly reduced by annual dog vaccination 
campaigns, and the number of dog-mediated rabies cases was reduced by > 80%. 
The project is now being extended throughout southern Africa, with renewed 
support and momentum. The regional programme for rabies elimination in the 
Visayas is part of the national rabies programme, which is implemented jointly by 
the departments of agriculture, health and education and involves dog vaccination 
campaigns in the Western, Eastern and Central Visayas and Bohol (3). Intensive 
education campaigns were conducted to engage the community, increase dog 
vaccination and responsible pet ownership and improve surveillance, diagnostic 
capability and access to PEP. Within 6 years of the start of control activities in the 
Visayas, the number of human cases approximately halved, and two provinces, 
five island municipalities and five smaller islands have been declared rabies free 
(34).


In 2010, Bangladesh initiated a national strategy to eliminate rabies 
by 2020, by intersectoral collaboration of health and livestock ministries and 
local governments. The strategy includes advocacy, communication and social 
mobilization, dog-bite management, mass dog vaccination and dog population 
management. Dog vaccination has been scaled up from one municipality in 2011 
to 64 municipalities and city corporations. A snowball technique of capacity-
building for dog catchers and vaccinators has resulted in training of several 
thousand expert dog catchers, which is essential in a country in which 83% of 
dogs roam freely. The programme achieved a minimum population coverage 
of 70% within 1 week through local campaigns and reduced unplanned dog 
killing in municipalities. Three vaccination rounds are planned by 2020 to 
cover an estimated 1.6 million dogs. With this strategy, the number of human 
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rabies cases decreased from over 2000 annually before 2011 to fewer than 200 as 
communicated to WHO for 2016 (35, 36). 


In N’Djaména, Chad, mass dog vaccination campaigns conducted in 2012 
and 2013 reached 70% coverage, resulting in a decrease in the annual dog rabies 
incidence from 0.7/1000 in 2012 to 0.07/1000 in 2014 (37). After the campaigns, 
no dog rabies cases were reported in N’Djaména for over 9 months (January–
October 2014). A deterministic transmission model fitted to demographic 
and epidemiological data suggested that rabies transmission in dogs has been 
interrupted by the vaccination campaigns (9). In 2015 and 2016, rabies cases were 
reported in the periphery of the town and then in the town centre, indicating 
that reintroduction into areas of previous dog vaccination is a continuous threat 
and that mass interventions must be coordinated at a higher regional scale for 
a sustainable effect. Geographical boundaries such as rivers serve as short-term 
barriers; however, dog movement is strongly driven by human movement, and 
rabies may be propagated by human transport of dogs across natural barriers and 
over larger distances. 
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10. Prevention and control of rabies in wild animals
Rabies is a viral zoonosis associated with many species of Carnivora and 


Chiroptera, which are the primary hosts of RABV. Only Chiroptera species are 
the primary hosts of almost all other lyssaviruses (see section 3). With progress 
in molecular approaches to the identification and phylogeny of virus variants, 
understanding of lyssavirus epidemiology has improved significantly. 


10.1  Epidemiology and ecology of rabies in carnivore species
Table 10 gives an overview of the epidemiology and ecology of rabies 


in carnivore species. It reflects documented cases of rabies transmission; 
undocumented transmission of rabies by other carnivore species remains 
possible.  


Table 10
Epidemiology and ecology of rabies in carnivore species  


Country or region Species in which rabies 
is documented


Note (reference)


Africa Domestic dog Primary hosts of RABV (1)
Frequent RABV spillover threatens 
endangered wild African canids such 
as the Ethiopian wolf (C. simensis) and 
African wild dogs (Lycaon pictus) (2–4) 


Southern Africa Jackal (Canis adustus 
and C. mesomelas)


Sustained transmission of canid RABV 
variant (5)


Advanced surveillance 
(i.e. integrated bite case 
management)


Bat-eared fox (Otocyon 
megalotis)


Sustained transmission of canid RABV 
variant (6)


Mongoose (Herpestidae 
family)


Sustained transmission of RABV variant 
(7)


Namibia Kudu (Tragelaphus 
strepsiceros)


Canid RABV cause of significant 
mortality (8)
Direct kudu–kudu oral transmission 
suspected 


Continental Asia Red fox (Vulpes vulpes) Found in forest–steppe and steppe zones 


Russian far east, 
northern China and 
Korean Peninsula


Raccoon dog 
(Nyctereutes 
procyonoides)


(9)
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Country or region Species in which rabies 
is documented


Note (reference)


Southern China and 
Taiwan


Ferret badger (Melogale 
moschata)


Considered primary host for human 
rabies 
May be sole reservoir host in Taiwan 
(10)


Israel, West Bank, Gaza 
Strip and Turkey


Red fox (V. vulpes) Sustained RABV spillover from dogs led 
to recent emergence in Turkey (11)


Islamic Republic of Iran, 
Oman, Saudi Arabia and 
Yemen


Red fox (V. vulpes)
Golden jackal (C. 
aureus)


Increasing numbers of cases reported 
(12)


Other countries in 
Middle East and Asia


Red fox (V. vulpes) Limited phylogenetic evidence suggests 
that wildlife do not represent an 
independent transmission cycle in 
regions where dog rabies is endemic 
(13).


Europe Red fox (V. vulpes) Northern, western and central Europe 
free (14, 15) 
Prevalent in eastern and south-eastern 
Europe


Raccoon dog (N. 
procyonoides)


Second most frequently reported 
infected species 
Presumed to act as another primary 
wildlife host (16)
No predominant adapted variant 
identified 


North America Many primary RABV hosts and overlapping geographical ranges, 
which poses a challenge to animal rabies control. Each wild species 
maintains at least one predominant host-adapted RABV but may 
be infected with other RABV variants. Spillover to other wild and 
domestic animals is frequent in all areas.
Red fox (V. vulpes) Oral vaccination important for control 


Grey fox (Urocyon 
cinereoargenteus)


Primary host, particularly in southwest 
USA 
Eliminated in Texas by oral vaccination 


Coyote (Canis latrans)


Eastern Canadian 
border, USA 


Raccoon (Procyon lotor) Primary host (17)
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Country or region Species in which rabies 
is documented


Note (reference)


Polar regions Arctic fox (V. lagopus) Primary host (17) 
Maintains host-adapted RABV variants 
of Arctic lineage
Arctic-like RABV also found in central 
and South-East Asia (18, 19)


Central plains, 
California


Striped skunk (Mephitis 
mephitis)


Primary host (20)


Mexico Skunk (Spilogale spp.)
Coati (Nasua nasua)


Primary host


South America Marmoset (Callithrix 
jacchus)
Crab-eating fox
(Cerdocyon thous)
Kinkajou (Potus flavus)
Coati 


Distinct viruses detected in several 
species (21–23)
Wildlife surveillance insufficient to make 
major epidemiological inferences
Further information available at http://
www.paho.org/panaftosa 


Caribbean islands, 
including Cuba, 
Dominican Republic, 
Grenada, Haiti and 
Puerto Rico 


Indian mongoose 
(Herpestes 
auropunctatus)


Primary host


 


10.2  Epidemiology and ecology of rabies in bats
Lyssaviruses have been detected in bats throughout the world, although 


different species are present in different regions (Table 11) (see also Table 3 in 
section 3). Bats have been identified as vectors for all Lyssavirus species except 
Mokola virus and Ikoma lyssavirus (see section 3), for which the true primary 
host are yet to be identified. This observation strongly suggests that bats are true 
primary hosts for lyssaviruses.


Bats have several traits that are different from those of carnivore rabies 
hosts, such as small size, long life, low intrinsic population growth rates and a 
variety of well-defined ecological niches. Consequently, the properties of the 
lyssaviruses adapted to bats are assumed to be different from those that cause 
rabies in carnivores. The factors involved in maintenance of lyssaviruses in bats 
are still poorly understood. Little is known about lyssaviruses that have been 
isolated only once. 
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Table 11
Epidemiology and ecology of lyssaviruses in bats 


Lyssavirus Species in which  
lyssavirus is documented


Note (reference)


Rabies virus Haematophagous bats, 
including Common vampire 
bat (Desmodus rotundus)
Insectivorous bats, 
including
Silver-haired bat 
(Lasionycteris noctivagans)
Big brown bat (Eptesicus 
fuscus)
Free-tailed bat (Tadarida 
brasiliensis)
Eastern tri-coloured bat 
(Perimyotis subflavus)
Mouse-eared bats
(Myotis spp.)


Distinct variants 
Frequent spillover to terrestrial animals 
Major cause of human rabies (24) 


Lagos bat virus Eidolon helvum (Nigeria) 
Epomophorus spp. (South 
Africa) 
Other bat spp. (Central 
African Republic, Senegal 
and South Africa)
Nycteris gambiensis 
(Gambia)


No human cases reported to date 
Infrequent spillover to mammals 
reported (25)
Surveillance and virus characterization 
probably insufficient 


Duvenhage virus Miniopterus spp. (South 
Africa)


First isolated from a person in 1970 in 
Transvaal, South Africa
Human cases of rabies due to Duvenhage 
lyssavirus were reported twice in South 
Africa (6) and once in The Netherlands 
(contracted in Kenya) (1)


Shimoni bat virus Commerson leaf-nosed bat 
(Hipposideros commersoni) 
(Kenya) 


First detected in 2009 (26)


Australian bat 
lyssavirus


Frugivorous megabat spp.:
Pteropidae poliocephalus
P. alecto
P. scapulatus
P. conspicillatus
Yellow-bellied sheath-
tailed bat (Saccolaimus 
flaviventris)


First detected in 1996
Three confirmed human deaths, in 1996, 
1998 and 2013 
Spillover to horses detected (20)
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Lyssavirus Species in which  
lyssavirus is documented


Note (reference)


European bat 
lyssavirus-1


Serotine bats (Eptesicus 
serotinus)


Sporadic cases of rabies diagnosed in 
bats 
Surveillance in Europe remains 
heterogeneous (27)
Three autochthonous human rabies 
fatalities confirmed: two in the Russian 
Federation (1977, 1985) and one in 
Finland (1985) (28)


European bat 
lyssavirus-2


Myotis bats (M. dasycneme 
and M. daubentonii)


One autochthonous human rabies 
fatality confirmed in Scotland (2002) 
(28)


West Caucasian bat 
virus


Common bent-wing bat 
(Miniopterus schreibersii) 


Isolated in the Russian Federation (2002) 
(29)


Bokeloh bat 
lyssavirus 


Natterer’s bat (Myotis 
nattererii)


Isolated in Germany (2010) and France 
(2012) 
Antigenically and genetically close to 
European bat lyssavirus-2 and Khujand 
virus (30)


Lleida bat lyssavirus Miniopterus schreibersi Isolated on the Iberian Peninsula (2012) 
(31)


Aravan virus Lesser mouse-eared bat 
(Myotis blythi)


Isolated in an apparently healthy bat in 
Kyrgyzstan (1991) 


Khujand virus Whiskered bat (Myotis 
mystacinus) 


Isolated in Tajikistan (2001) (32) 


Irkut virus Tube-nosed bats (Murina 
spp.) 


Classified as a lyssavirus in 2002
One human rabies case reported in far-
eastern Russian Federation (2007) (29) 


Gannoruwa bat 
lyssavirus


Indian flying foxes (Pteropus 
medius)


Isolated once in Sri Lanka (2014) (33)


 


10.2.1  Rabies in insectivorous bats in the Americas
To date, all bat lyssaviruses in the Americas have been categorized as 


RABV. Since the elimination of dog-mediated rabies in North America, most 
autochthonous case fatalities in humans are caused by bat-associated RABV 
(23). Many genetically and antigenically distinct variants of RABV circulate in 
numerous species of insectivorous bats, several within a single species, and the 
geographical distribution of variants overlaps. There appears to be an inverse 
correlation between cross-species transmission and phylogenetic distance 
among insectivorous bat species (34). Spillover to terrestrial animals is observed 
frequently.
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10.2.2  Vampire bat rabies
Vampire bat-mediated rabies is a major public health problem in the 


subtropical and tropical areas of the Americas, from Mexico to Argentina. 
An RABV variant related to the other American bat viruses is maintained in 
haematophagous bats, mainly by different subpopulations of the common vampire 
bat (Desmodus rotundus) (see Table 11) (34), and is transmitted frequently to 
domestic animals and humans. During the past decade, the incidence of human 
infection with RABV spread by D. rotundus increased considerably in South 
America, especially in remote areas of the Amazon rainforest, where these bats 
commonly feed on humans (35). Vampire bat-transmitted bovine rabies also has 
a significant economic effect on the livestock industry. 


10.3  Rabies in rodents
Testing of tens of thousands of wild and synanthropic rodents in areas 


endemic for rabies across the world has revealed only exceptional instances of 
dead-end spillover of RABV infection. This indicates that rodents are not primary 
hosts and do not play a role in the transmission or maintenance of rabies. PEP is 
not indicated after a rodent bite (see section 8.3.2). 


10.4  Wildlife species of special concern
Frequent spillover of RABV from more abundant primary hosts (such 


as domestic dogs) is considered to contribute to possible extinction for several 
of the world’s most highly endangered carnivore species. Thus, rabies is a threat 
to conservation after outbreaks in highly endangered populations of Ethiopian 
wolves (Canis simensis) in the Bale Mountains National Park, in African wild 
dogs (Lycaon pictus) in eastern and southern Africa and in the Blanford’s fox 
(Vulpes cana) in Israel. Elimination of dog-mediated rabies would reduce the 
threat of disease and the risk of extinction of these endangered populations. 


Rabies has been recorded in wolves (Canis lupus) everywhere in the 
northern hemisphere where rabies occurs in wildlife; however, wolves become 
rabid only due to spillover infection and do not play a major role in rabies 
transmission. Although wolves are susceptible and readily succumb to the disease, 
they cannot sustain circulation of RABV independently of other wildlife, as wolf 
population densities and dynamics do not support epizootics and the highly 
territorial nature of wolves prevents ready spread of the disease from one pack 
to another. Once a pack member is infected, however, the disease can decimate 
the pack because of wolves’ highly social nature, with regular contact among 
the animals. The genetic make-up of RABV isolated from wolves is identical to 
that found in more abundant carnivore primary hosts in their vicinity (either 
domestic dogs or wild species). Although wolves are not a true primary reservoir, 
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wolves and most other carnivores (e.g. foxes, coyotes) can transmit RABV to 
other naive, susceptible hosts. Because they migrate over long distances, wolves 
that are incubating RABV are believed to reintroduce wildlife rabies into freed 
areas.


10.5  Elimination of rabies in wild carnivores


10.5.1  Reduction of animal populations
Past strategies for elimination of wildlife rabies included reducing primary 


host density by culling, on the basis of the rationale that rabies transmission is 
density-dependent, disease incidence increasing proportionally with host density. 
Rabies transmission in wildlife may, however, be less dependent on density than 
was previously assumed; therefore, reducing host population density is unlikely 
to be effective in controlling or eliminating the disease (36). This conclusion 
is borne out by observations that widescale culling campaigns to reduce wild 
carnivore populations have failed to eliminate the disease (37). Reducing the 
primary host density is therefore not recommended as a means of controlling 
rabies in wildlife for humane, economic and ecological reasons.


10.5.2  Immunization
Mass vaccination is a more effective control method than culling and is 


efficient for reducing disease incidence in all primary wildlife host species. The 
method emerged independently in Europe and North America, and the ORV 
strategy originally developed for foxes in the late 1970s has been used to eliminate 
fox rabies in large parts of northern, western and central Europe, Canada and the 
USA. Its success was due to the development of effective, safe vaccines, machine-
made baits that are attractive to a variety of species, automated, computer-
supported aerial bait distribution, adequate vaccination strategies and strong 
political commitment (17).


An ORV strategy that works for one wild carnivore primary host species 
will not necessarily work for others. While adapted fox ORV strategies have been 
used quite successfully for other primary wildlife hosts, including coyotes, grey 
foxes and raccoon dogs, they require optimization for raccoons, for example 
(38). Other strategies are also needed for other primary wildlife hosts, such as 
mongooses and skunks.


As ORV programmes are designed to eliminate wildlife rabies from a 
defined area or to prevent spread of the disease by creating an immunological 
barrier (containment, cordon sanitaire), they must result in sufficient herd 
immunity to reduce transmission (i.e. the effective reproductive rate of the 
disease falls below 1) in the target primary wild host. The level of herd immunity 
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required depends on the transmission dynamics of the disease in particular target 
species and populations and on local conditions.


ORVs used in the field must fulfil the requirements of OIE and WHO as 
well as national or international regulatory authorities for biological products, 
i.e. immunogenicity, efficacy, safety and stability, and be licensed or registered 
(see section 9.2.3). Baits should be designed for each target wild animal species to 
ensure that the vaccine is released onto a susceptible target tissue (oropharyngeal 
mucosa or tonsils) to elicit an immune response. The bait casing should fulfil three 
functions: carry the attractant for the target species, contain a biomarkers used in 
baits (e.g. tetracycline) for assessment of bait uptake by the target population and 
protect the vaccine blister, capsule or sachet from ultraviolet light to ensure the 
stability of the virus titre. Specific requirements for bait casings are laid down in 
relevant standards (39). The bait must be thermostable in order to guarantee its 
palatability and the stability of the vaccine strain titre. It should be tested before 
marketing authorization at various temperatures under various field conditions 
of landscape, temperature and humidity (39). Vaccine baits distributed from the 
air should not break when they fall onto the ground. Warning labels should be 
printed on the blister or bait matrix.


If oral rabies vaccine baits of proven efficacy, stability and bait-casing 
attractiveness are used, bait uptake and herd immunity in the target population 
depend on other factors, such as the baiting method, adequate spatial distribution 
of baits, timing and frequency of ORV campaigns and the abundance of bait 
competitors.


10.5.3  Planning, implementing and evaluating ORV programmes for wildlife
Oral rabies vaccine has become the essential tool for preventing 


geographical spread and for controlling and eliminating rabies when the primary 
host is wildlife. An epidemiological assessment of the prevailing rabies situation 
based on results from reliable surveillance and laboratory studies of rabies cases 
in target and non-target species (wild and domestic) is the foundation of ORV 
programme planning. The basic requirements for planning, implementing and 
evaluating widescale vaccination campaigns or field trials are available online: 
https://rabiesblueprint.org/. ORV programmes should include a cost–benefit 
analysis for public health.


Planning
Strong political commitment is a prerequisite for any ORV programme to 


ensure its legal framework, planning, organization and evaluation, and an inclusive 
national rabies committee should be constituted. An effective ORV programme 
is based on a comprehensive plan that outlines the benefits, the objectives, roles 
(the agencies to be involved), responsibilities and chains of command as well as 
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infrastructure (laboratory requirements and equipment, cold chain), time frame 
of the programme, estimated costs and funding. The plan should also include 
information on the areas to be covered in consecutive years, taking into account 
the patterns of movement of wildlife populations, geographical characteristics, 
the rabies situation in neighbouring countries, the vaccination strategy (timing, 
mode of bait distribution, bait density, flight line distance), safety considerations 
and surveillance and monitoring of campaigns. The size of the target population 
should be estimated, with baseline levels of the biomarker (if applicable) in the 
target species before implementation of the programme.   


As a long-term, widescale approach is the most effective, the programme 
should be sustainable in the long term, with adequate financial, administrative 
and logistic support. ORV campaigns should continue for at least 2 years after 
the last confirmed case of rabies. WHO can provide the necessary expertise upon 
request. 


Implementation
Adequate infrastructure and logistics should be available to guarantee 


optimal bait distribution (airports, aircraft, storage facility for baits, personnel) 
and eventual coverage over wide areas. The timing of ORV campaigns and the 
pattern of distribution of vaccine baits should be based on the biology and 
habitat of the target species and landscape features. ORV campaigns are usually 
conducted twice a year, in spring and in autumn, in temperate climate zones 
(Europe) or once a year in regions with a lower density of target species (North 
America) and subtropical climate zones (Mediterranean Basin). Bait is delivered 
mainly from fixed-wing aircraft or helicopters (38). Manual distribution should 
complement aerial distribution or may be the only way to distribute baits in 
densely populated or settled areas. 


Before vaccine bait is distributed, local meetings should be organized by 
the national rabies committee for all stakeholders, including hunters, trappers, 
wildlife service staff, forest officers, physicians, veterinarians and local authorities, 
to discuss the programme in detail and agree on the responsibilities of each. Press 
releases to inform the public should be issued, with information on the area to be 
covered by the programme, the timing of campaigns and appropriate measures to 
be taken in case of accidental exposure to the vaccine. 


Appropriate storage, transport conditions and cold-chain requirements 
should be strictly adhered to during handling and delivery of vaccine baits in 
the field. In Europe, for example, the optimal pattern for the distribution of 
vaccine bait is parallel flight lines approximately 500 m apart, although the flight 
line distances may be adapted according to the population density of the target 
species and landscape features. A global positioning system (GPS) and digital 
recording of flight routes and the coordinates of bait drops may be used during 
aerial distribution. 
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Adequate laboratory facilities and trained personnel should be available 
to conduct the recommended standard tests for routine diagnosis of rabies (see 
section 5) and for monitoring campaigns by detecting biomarkers, serology, 
virus titration and characterization of RABV isolates. Quality assurance systems 
should be in place.


Evaluation
The responsible authorities and personnel should be sensitized to the 


importance of adequate surveillance and monitoring of ORV campaigns. This 
includes sampling of specimens, timely reporting of rabies cases, database 
management, timely epidemiological data analysis and interpretation of results 
to monitor the progress of the vaccination campaign. Regular dissemination 
of information to stakeholders, including competent authorities, is crucial. 
Specialists should be assigned to investigate the prevailing and changing 
epidemiological situation in both humans and animals, evaluate the campaign 
and report regularly to the responsible authorities. National meetings should 
be held with all stakeholders to discuss the progress of the programme and any 
adaptation of the strategy that might be required for future campaigns. 


Surveillance and monitoring of the effectiveness of vaccination are 
important for assessing and adjusting vaccination campaigns. The incidence of 
rabies is the main indicator of the performance of any ORV programme and for 
certifying freedom from disease. A risk-based sampling scheme should be used, 
in which “indicator animals” that are ill, suspected of being rabid, have abnormal 
behaviour, are found dead or were involved in human exposure are examined. The 
number of animals should be sufficient to demonstrate a statistically acceptable 
degree of certainty (40). Surveillance should generally be conducted before, 
during and after distribution of vaccine, not only in the vaccination areas but also 
in neighbouring areas, particularly those free of rabies, in order to detect spread 
of the epizootic or re-infection as early as possible to ensure a swift response and 
countermeasures. RABV isolated from animals in the vaccination area should be 
characterized. 


The efficacy of ORV programmes with respect to bait uptake, 
seroprevalence and characterization of RABV isolates is measured by adequate 
sampling of hunted or trapped animals of the target species. In the USA, for 
example, the programme consists of pre- and post-bait serology and targeted 
(e.g. “roadkill” and reports of “nuisance” animals) public health surveillance. 
Reference zones for monitoring ORV campaigns should be selected in the 
vaccination area, in which a statistically sufficient, homogeneously distributed 
sample can be guaranteed in order to test for the presence of tetracycline (used in 
baits) and serological markers in the target species.
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Basic denominators, e.g. species, dates of finding and submission, location 
(latitude and longitude), age, sex, results of laboratory investigations (fluorescent 
antibody or cell culture isolation test, virus characterization, biomarker 
detection, serology) should be collected for all animals for epidemiological 
analyses, including temporal and spatial patterns. To eliminate rabies in wildlife, 
“progressive control pathways” and procedures for international certification of 
rabies-free status should be established.


International cooperation
International cooperation and coordination in planning, implementing 


and evaluating ORV programmes ensure success and cost–effectiveness. Contact 
should be made with neighbouring countries in deciding on a policy and should 
be maintained until the disease is eliminated. Regular multilateral meetings with 
representatives of the public health and veterinary authorities of neighbouring 
regions and countries ensure coordination of activities along common borders 
and transparency. Involvement of WHO collaborating centres, OIE reference 
laboratories and other international organizations is recommended. Presentation 
of the results of ORV programmes at international conferences helps maintain 
awareness and commitment to rabies elimination. 


Other options
Strategic trapping of wild carnivores and releasing them after parenteral 


vaccination (trap–vaccinate–release) has been used with apparent success in 
some areas of North America, primarily for skunks and raccoons (39).


10.6  Control of rabies in bats
Eliminating the disease in bats is challenged by the lack of effective 


vaccines against many of the lyssaviruses and lack of effective delivery systems 
for bat vaccination. Therefore, elimination of bat rabies not feasible. The public 
health risk associated with bat rabies (except that transmitted by vampire bats) is 
lower than that associated with rabies in carnivores, although the consequences 
of infection are also severe. 


Chiroptera play an important role in global ecology, such as in seed 
dispersal and pollination of many valuable plants, thereby restoring cleared or 
damaged rainforests and ensuring the production of fruit that support local 
economies and diverse animal populations. Furthermore, many of the more 
than 1300 bat species consume vast amounts of insects, including some of the 
most damaging agricultural pests. Therefore, any method for indiscriminate 
destruction of bats should be excluded, especially as nonhaematophagous bats 
are protected in most countries.
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Education of the public is the key to preventing bat-transmitted human 
rabies. This should include basic information on avoiding potentially infectious 
contact with bats, seeking proper medical attention after exposure and preventing 
bats from establishing colonies in “sensitive” buildings such as hospitals and 
schools.


Vampire bat-transmitted bovine rabies can be controlled by vaccinating 
cattle and by other sanitary measures, such as identifying, monitoring and 
georeferencing natural and artificial shelters of haematophagous bats. In national 
sanitary legislation in many Latin America countries, the approach to controlling 
vampire bat-transmitted rabies is to control the population of the primary host 
species, which has been successful in preventing rabies in cattle populations. 
Current strategies should be reviewed and updated, with studies to promote 
innovation in the control of haematophagous bats. As for other potential exposure 
to rabies, prompt PEP is recommended in cases of human exposure to vampire 
bats. Given the high exposure of some remote populations to vampire bat rabies, 
preventive vaccination of populations living in highly enzootic areas with limited 
access to anti-rabies biologicals should be considered.


10.7  Other public health measures
The general public should be better advised to avoid direct contact with 


wildlife in general and with animals that are behaving abnormally and are sick 
in particular. Anyone bitten by a wild or domestic animal, particularly in areas 
where wildlife rabies is endemic, should seek medical attention (see section 8.3). 
In countries that have been declared free of terrestrial rabies, it is important that 
the public be aware that anyone potentially exposed to bat rabies should receive 
prompt PEP. Translocation of wildlife for any purpose except conservation should 
be banned or strongly discouraged.
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11. Surveillance of rabies
Effective control and elimination of a disease require effective surveillance. 
Public health surveillance consists of continuous, systematic collection, analysis, 
interpretation and dissemination of information on health events (1, 2). Its aim 
may be to demonstrate the presence and distribution of the disease in humans 
and animals as part of control, improve awareness of the situation or, ultimately, 
document the absence of disease (3). According to this definition, surveillance is 
always linked to specific control activities and immediate response and is therefore 
distinct from monitoring. Monitoring is conducted intermittently and consists 
of analysis of routine processes within a surveillance system or intervention. In 
rabies control, monitoring may include cross-sectional measurements of animal 
populations and vaccination coverage, observation of marks applied to dogs 
during mass parenteral vaccination or bait uptake after oral vaccination campaigns 
(4). Less systematic monitoring may include cross-sectional measurements of 
animal populations and vaccination coverage in certain activities. Further details 
of monitoring in ORV programmes and enhanced surveillance of wildlife are 
given in section 10. The capacity to detect, assess, notify and report on health 
events is a critical component of the International Health Regulations (2005) (5) 
and a principle of high-quality veterinary services. 
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11.1 Surveillance systems 
The design and implementation of a surveillance system should be 


customized to stated public health objectives or interventions (6, 7). With 
respect to rabies, the interventions should be adapted to the epidemiology of the 
disease and capacity in the areas of study. During the endemic phase, if there 
is no systematic rabies control, the main objective should be to determine the 
disease burden in humans and animals spatiotemporally and in populations at 
risk. In practice, surveillance at this stage may be passive, as cases are likely to 
be detected even if fewer humans or animals are evaluated, because of the high 
incidence of disease. Other than the diagnostic tests for animals involved in 
human exposure, those described in section 5 and in Chapter 2.1.17 of the OIE 
Manual of diagnostic tests and vaccines for terrestrial animals (8) may be used to 
supplement “gold-standard” diagnostics, such as direct fluorescent antibody and 
direct rapid immunohistochemical tests, to increase the case detection rate when 
resources or logistics might otherwise make confirmatory testing impossible (9). 
The objectives of surveillance should be adapted as rabies control programmes are 
established in an area. In addition to continued passive public health surveillance, 
targeted, active monitoring is necessary to verify animal vaccination and other 
interventions. Use of more sensitive, gold-standard diagnostic tests and ensuring 
the proficiency of the staff who conduct the tests become increasingly important 
as control is extended. The quality of surveillance data is directly related to its 
use to inform management decisions about interventions. As control activities 
reduce the number of human rabies cases to zero (validation) and eventually 
result in elimination of rabies in the targeted animals (verification), additional 
surveillance will be necessary, as discussed in section 12.


Regardless of the state of rabies control, the probability of detecting 
rabies during surveillance is a function of its incidence, the level of awareness 
and vigilance and also appropriate infrastructure and logistics to collect and 
transport samples to confirm rabies. To promote awareness and vigilance and 
to ensure that rabies is recognized as a priority, human and animal rabies must 
be notifiable nationally. Standard case definitions (Tables 12 and 13) should be 
disseminated widely by national health and veterinary services. Surveillance 
data should be reported through appropriate channels according to published 
protocols to facilitate timely data-sharing and analysis, when possible through 
existing national electronic surveillance or health management information 
systems for infectious disease reporting. 
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Table 12
Animal case definitions and corresponding surveillance activity


Case Definition Surveillance activity


Suspected A case that is compatible 
with a clinical case 
definition of animal rabies
Clinical case definition: An 
animal that presents with 
any of the following signs 
(10, 14) 


 ■ hypersalivation,
 ■ paralysis,
 ■ lethargy,
 ■ unprovoked abnormal 


aggression (biting two 
or more people or ani-
mals and/or inanimate 
objects),


 ■ abnormal vocalization 
and


 ■ diurnal activity of noc-
turnal species


Notify appropriate local authorities of a 
suspected rabid animal.
Collect the primary history of an 
animal if available (ownership status, 
vaccination status, previous exposure, 
date of onset of signs) (see Annex 2).
Collect central nervous system samples 
for laboratory diagnosis, if available.


Probable A suspected case plus a 
reliable history of contact 
with a suspected, probably 
or confirmed rabid animal
and/or 
An animal with suspected 
rabies that is killed, died or 
disappears within 4–5 days 
of observation of illness 


Systematically record secondary 
information, and link to primary history.
Notify the appropriate authorities 
according to national protocols.


Confirmed A suspected or probable 
animal case confirmed in a 
laboratorya


Notify the appropriate authorities for 
follow-up of any human or animal 
exposure.
Systematically record laboratory 
diagnosis, and link with case record.


Not a case A suspected or probable 
case that is ruled out 
by laboratory tests 
or epidemiological 
investigation (i.e. 
appropriate quarantine 
period in eligible animals).


Notify the appropriate authorities for 
follow-up of any human or animal 
exposure.
Systematically record laboratory 
diagnosis, and link with primary history.


 
a Laboratory confirmation should be performed with a standard diagnostic test, as defined by WHO (see 


section 5) or the OIE manual (8). If other diagnostic tests are used, depending on their sensitivity and 
specificity, confirmation with a validated secondary test may be required, particularly in the case of 
negative results.
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Table 13
Human case definitions and corresponding surveillance activity


Case Definition Surveillance activity


Suspected A case that is compatible 
with the clinical case 
definition: a person 
presenting with an acute 
neurological syndrome (i.e. 
encephalitis) dominated 
by forms of hyperactivity 
(furious rabies) or a 
paralytic syndrome 
(paralytic rabies) that 
progresses towards coma 
and death, usually due 
to cardiac or respiratory 
failure, typically within 
7–10 days of the first sign 
if no intensive care is 
instituted. The syndrome 
may include any of the 
following signs: aerophobia, 
hydrophobia, paraesthesia 
or localized pain, dysphagia, 
localized weakness, nausea 
or vomiting.


Notify the appropriate local authorities 
according to national protocols.
Collect appropriate samples from the 
patient according to national protocols.
Conduct a verbal autopsy to collect a 
case history for the patient for further 
characterization (Annex 11).


Probable A suspected case plus a 
reliable history of contact 
with a suspected, probably 
or confirmed rabid animal 
(see Table 12). 


Identify contacts of the patient and/or 
animal involved for follow-up.


Confirmed A suspected or probable 
case that is confirmed in a 
laboratory.a


Systematically record the laboratory 
diagnosis and link with verbal autopsy 
information. 
Notify the appropriate authorities of a 
confirmed human rabies case according 
to national protocols.


 
a Ante-mortem diagnosis of human rabies depends on the samples collected and the diagnostic tests 


available (see section 5). 


The minimum epidemiological indicators to be provided by rabies 
surveillance are information on the annual incidence of the disease in both 
humans and animals and the incidence of PEP (as a proxy for suspected and 
confirmed exposure to rabies) (Table 14). Measures of incidence are essential in 
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rabies control and prevention to ensure appropriate management of cases and 
outbreaks, to monitor trends, to evaluate the effectiveness of interventions and to 
estimate the burden of disease. Measurement of rabies-specific antibodies is not 
recommended for routine rabies surveillance.


Table 14
Monitoring use of human rabies post-exposure prophylaxis


Exposure or PEP category Surveillance activity


Suspected exposure Person presenting for health 
care with a history of a bite, 
scratch or contact with 
infectious material from 
a suspected, probably or 
confirmed rabid animal (see 
Table 12). 


Assess risk (see section 8) according to 
national protocols to determine whether 
additional investigation is required.


PEP received PEP has been recommended 
for the person with 
suspected exposure. 
and 
The person has received 
at least one dose of rabies 
vaccine and/or rabies 
immunoglobulin. 


The appropriate authorities notified 
according to national standard protocol. 
As indicated by protocols, investigation 
of exposure to identify the suspected 
rabid animal and whether other people 
or animals were exposed. 
Systematic recording of information 
from the investigation.
Systematic recording of information on 
the patient receiving PEP, including basic 
demographics and the date biologicals 
were received, until completed or lost to 
follow-up.


PEP not received A person with suspected 
exposure who has been 
recommended for PEP
and
A person who did not 
receive rabies vaccine or 
rabies immunoglobulin


When indicated, initiate investigation 
of suspected exposure in order to 
document why PEP was not initiated 
and to identify suspected rabid animals 
and further exposure. 
Appropriate authorities notified 
according to the national standard 
protocol. 


 


Optimal surveillance will target all cases of suspected human and animal 
rabies. Case definitions should facilitate systematic recognition of suspected cases 
and further categorization of cases on the basis of clinical, epidemiological and 
diagnostic features. Surveillance protocols should specify the activities required 
for each case classification (e.g. suspected case is identified, local health authorities 
notified, primary data collection started). Surveillance and case management 
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protocols should be circulated to the relevant people and officials in the reporting 
structure. Diagnostic confirmation is the gold standard for human and animal 
cases, although clinical cases may also be confirmed by verbal autopsy (Annex 
11) for human cases and by evaluating dogs according to the case definitions 
(Table 12) and on the investigation form (Annex 12). 


Active surveillance of healthy animals to which human exposure has not 
been reported rarely returns valuable surveillance data, because large numbers of 
animals must be tested to identify a single rabies case. When the large number of 
negative animals is aggregated into passive surveillance data, the proportion of 
cases observed among animals at higher risk (e.g. involved in human exposures, 
“roadkill”) may be diluted, suggesting a lower overall risk of exposure to rabies 
if not interpreted correctly. Animal health professionals (e.g. private and public 
veterinarians, veterinary paraprofessionals, animal control officers and game 
wardens) are those most likely to see a clinically rabid animal in a professional 
setting. They are also most likely to be engaged in animal rabies surveillance at 
community level, where cases are first identified. They should be aware of the 
clinical signs in a suspected case, methods for sample collection and the process 
for reporting. 


All components typically intersect when a person has been bitten by a 
suspected rabid animal. “Integrated bite case management” involves conducting 
investigations of suspected rabid animals and sharing information with both 
animal and human health investigators for appropriate risk assessments (section 
8). Such programmes are resource intensive but ultimately help to prevent 
human deaths from rabies by active identification of suspected exposure 
(particularly in areas endemic for dog-mediated rabies) and can improve the 
overall quality of surveillance (10, 12). Bites should trigger immediate triage, 
including determining the vaccination status of the biting animal and follow-
up if rabies is suspected, such as by observing the animal (10 days for cats and 
dogs) or testing post mortem. Furthermore, a timely response by medical and 
veterinary staff in the field ensures appropriate management and follow-up of 
cases and improves case detection rates; it can also motivate field and hospital 
staff to continue reporting cases. The response should include prompt feedback 
on reports and diagnostic test results, advice on management of cases and rabies 
control measures to be taken. In countries where rabies control programmes 
are well established, integrated bite case management may ensure more targeted 
use of PEP on the basis of risk assessments and diagnostic input, thus reducing 
administration of PEP for low-risk exposure.
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In addition to routine reporting, epidemiological analysis of surveillance 
data allows estimation of trends and spatial dynamics; understanding of 
trends by species (including humans) is the foundation for any intervention 
programme. Such analyses should be done routinely (e.g. monthly) and more 
detailed reports at least annually. The basic trends should be estimated for the 
numbers of investigations and cases (for human PEP, rabid humans and rabid 
animals, see Tables 12–14). Maps of surveillance data should be drawn to identify 
the distribution of cases. When possible, both cases and non-cases reported 
to the surveillance system should be mapped in order to identify any gaps in 
surveillance coverage that might be responsible for a lack of observed cases. More 
detailed reports should include control activities and their impact on the rabies 
burden. 


The surveillance system should also be monitored and evaluated routinely 
to determine whether the surveillance objectives are being achieved and to 
improve the overall system (1, 5). Routine monitoring may include assessment 
of the timeliness and completeness of monthly reporting. Action should be taken 
when deficiencies are identified to ensure that annual results can be analysed 
promptly and accurately. Surveillance systems should periodically be evaluated 
more extensively (e.g. every few years or if the objectives change) to ensure that 
they are operating efficiently and delivering high-quality data that are useful for 
public health interventions. Guidelines for evaluating a public health surveillance 
system have been published (1).


In all situations and particularly in areas in which elimination is the 
aim, routine characterization of virus isolates from human and animal cases is 
encouraged in order to identify the sources of infection and their geographical 
origin (13). Surveillance of humans and animals should be maintained even after 
elimination, with viral characterization to document importation of rabies or 
unrecognized domestic circulation of rabies (3). 


11.2 Global reporting  
Timely notification of animal rabies cases to the OIE through the World 


Animal Health Information System (www.oie.int/wahid) is a legal obligation of 
OIE members (3). For transparency and to allow comparison and aggregation 
of global data for advocacy, national data should be shared with other regional 
and global reporting systems, such as the WHO Global Health Observatory 
(http://www.who.int/gho/neglected_diseases/rabies/en/), the WHO District 
Health Information Software system (version 2; DHIS2) and other regional 
databases, such as the Rabies Bulletin Europe (http://www.who-rabies-bulletin.
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org/); the Regional Information System for Epidemiological Surveillance of 
Rabies (SIRVERA; sirvera.panaftosa.org.br/index.php) and the System of 
Epidemiological Inormation on Rabies (SIEPI) in Latin America; and the 
Rabies epidemiological bulletin of the Pan-African Rabies Control Network 
(PARACON) in Africa (paracon.rabiesalliance.org/bulletin/). 


A template has been prepared for recording minimum data for indicators 
(Annex 13). It can be completed online by downloading it at: http://www.who.int/
rabies/advancing_global_rabies_data_collection/en/. It is part of an integrated 
platform for surveillance and control of neglected tropical diseases (based on 
DHIS2)  to facilitate integration of disease-specific surveillance activities into a 
more efficient, sustainable health information system. Many  programmes  of 
the Neglected Tropical Diseases and other WHO departments, including on 
tuberculosis, HIV/AIDS, malaria, health information systems and information 
management and technology, collaborate to build in-house capacity and support 
integration. At global level, the system will act as a data warehouse for good-
quality data and permit the identification and analysis of trends and monitoring 
and evaluation of all programmes at a single site. The platform will also contribute 
to validation or verification of elimination goals (see section 12). Publicly available 
data will continue to be displayed on the Global Health Observatory. When 
possible, the operators of these global and regional reporting systems should 
collaborate to improve interoperability among the systems in order to reduce 
redundant data requests and entries by national authorities. 
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12. Reaching zero human deaths from rabies
With a global target of zero human deaths due to dog-mediated rabies 


by 2030, worldwide, harmonized processes are required to acknowledge and 
measure country progress towards this goal (1). The processes must allow 
for differing states of advancement, i.e. some countries have yet to reach zero 
human rabies deaths (see validation, below), while others have, or are close to, 
interrupting rabies disease transmission. 


Fig. 5 is based on country data and shows rabies elimination (in terms of 
canine and human rabies cases) in a continuum of five phases, from endemicity, 
to elimination, to maintaining freedom from disease. “Endemic” indicates 
the number of confirmed rabies cases per month in an endemic country with 
limited control measures in place. “Control” indicates a steep decrease in rabies 
incidence after mass interventions. “Zero Human Deaths” shows interruption 
of dog–human rabies transmission and no human deaths. “Elimination” shows 
interruption of rabies transmission and no canine cases. “Maintenance” refers 
to continuing freedom from disease, e.g. by preventing incursion and/or re-
emergence of canine or human rabies. 


Figure 5
Progression of countries from endemic rabies to elimination of dog-mediated rabies by 
implementation of sustained mass dog vaccination programmes
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This aim of this section is to define activities that allow countries to:


 ■ Validate elimination of rabies as a public health problem, i.e. reaching 
zero human rabies deaths, defined as the absence of a human death 
from dog-mediated rabies for at least 24 months in a country that is 
operating and continues to maintain adequate surveillance for rabies 
and demonstrates an effective rabies control programme in human 
and animal populations. The occurrence of cases caused by rabies 
variants other than canine rabies should not preclude validation of 
reaching zero human rabies deaths or verification of interrupting ra-
bies transmission. Validation of reaching zero human rabies deaths 
will be conducted by WHO in a desk review of evidence (see section 
12.3 and Annex 14). 


 ■ Verify elimination of dog-mediated rabies, i.e. interrupting rabies 
transmission, defined as the absence of dog-mediated rabies cases for 
a period of at least 24 months in the presence of high-quality surveil-
lance according to international standards. The proposed procedures 
for verification of the interruption of rabies disease transmission are 
being discussed with the international organizations involved (see 
section 12.4 and Annex 14).


 ■ Be declared rabies-free, which follows from verification, and recog-
nizes countries or areas that are free of both dog rabies and terrestrial 
rabies. The aim of these definitions is to assist public health authori-
ties in assessing the risk for contracting rabies after contact with ani-
mals. They differ from the current OIE definition of rabies-free coun-
tries for the purpose of animal movement (2).


A country or area that is free of dog rabies is one in which: 


 ■ No case of indigenously acquired infection due to dog-mediated 
RABV has been confirmed in humans, dogs or cats or any other ani-
mal species at any time during the previous 24 months.


 ■ Any autochthonous positive case was shown by molecular charac-
terization and epidemiological investigation to be a spillover from 
wildlife. If an imported case in carnivores is confirmed, the status of 
the country or area shall not be affected if molecular characterization 
confirms the non-indigenous source of the virus, and epidemiologi-
cal tracing backwards and forwards reveals no evidence of secondary 
dog infections.
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A country or area that is free of terrestrial rabies is one in which:  


 ■ No case of indigenously acquired infection due to dog-mediated 
RABV or wild carnivore RABV has been confirmed in humans or any 
domestic or wild animal species (excluding bats) at any time during 
the previous 24 months.


 ■ Any autochthonous positive case was shown by molecular characteri-
zation and epidemiological investigation to be a spillover from bats 
(both bat rabies variants and bat lyssaviruses).


If an imported case is confirmed, the status of the country or area shall 
not be affected if a risk assessment and/or molecular characterization confirms 
the nonindigenous source of the virus and epidemiological tracing backwards 
and forwards reveals no evidence of secondary infections in any wild or domestic 
carnivore. Laboratory-confirmed infection in some wild animals (e.g. mongooses) 
should be considered an indicator of the presence and circulation of rabies.


12.1 Core elements of validation, verification and rabies-freedom 
Measures to validate rabies freedom must be underpinned by robust 


evidence and data that can be assessed independently, as premature cessation 
of control could result in resurgence of the disease, with major public health, 
economic and political ramifications. The core requirements for validation, 
verification and rabies-freedom are as follows.


 ■ Rabies in all animal species and humans is notifiable.


 ■ Continuous, effective surveillance is in operation and meets WHO 
and OIE standards for surveillance and diagnostic testing (see sec-
tions 5 and 11).


 ■ Adequate, targeted sampling is performed among the main suscepti-
ble domestic and wild animal species throughout the country. 


 ■ A national rabies control strategy (with mass dog vaccination and ac-
cess to human PEP) has been effective in controlling rabies.


 ■ Measures to prevent importation of rabies-infected animals are in 
place (see section 9.3). 
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Sections 12.2 and 12.3 provide more detailed summaries of the proposed 
processes for validation and verification, respectively. 


Regional platforms for data collection ensure consistency among 
regions and sufficiency for both validation and verification, e.g. European rabies 
bulletin, the Rabies epidemiological bulletin of the Pan-African Rabies Control 
Network (PARACON) and the Regional Information System for Epidemiological 
Surveillance of Rabies in Latin America. Timely notification to OIE through the 
World Animal Health Information System and, when appropriate, to regional 
platforms for data collection is required. These platforms should support 
submission of data on essential indicators for validation and verification and 
also provide a valuable repository of dossiers containing information for other 
countries and regions. 


The objective of all countries in endemic regions is to reach zero human 
rabies deaths and, ultimately, to interrupt dog-mediated rabies transmission 
nationally and then regionally. As in the model for poliomyelitis, annual regional 
meetings could be held to review rabies-free documentation submitted by 
national programme coordinators or relevant OIE delegates after 2 years without 
detection of a case under enhanced surveillance, leading to regional verification 
of interrupting rabies disease transmission. 


12.2 Validation of zero human deaths from rabies  
Indicator: Absence of human deaths from rabies for 24 months
For a country to be recognized internationally as having eliminated rabies 


as a public health problem, with zero human deaths over 24 months, rabies must 
be notifiable in humans and animals, and the country must provide evidence of:


 ■ an effective national rabies control and elimination strategy;


 ■ a decrease in the number of dog rabies cases due to implementation 
of the national rabies control and elimination strategy; and


 ■ a decrease in the number of human deaths from rabies due to im-
plementation of the national rabies control and elimination strategy.


If a country has verified interruption of transmission of dog-mediated 
rabies (see below), it will be considered also to have validated elimination of 
rabies as a public health problem.


Annex 14 presents a draft template for the proposed documentation 
required to validate reaching zero human deaths from rabies.
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12.3 Verification of interruption of rabies transmission   
The following is proposed as a means of verifying the interruption of 


rabies transmission; however, the requirements for verification remain under 
discussion.


Indicator: Absence of dog-mediated rabies cases for 24 months
For a country to be recognized internationally as having eliminated dog-


mediated rabies, rabies must be notifiable in humans and animals, the country 
should be able to document the absence of dog-mediated rabies cases (i.e. the 
absence of animal cases due to a canine RABV variant) for at least 24 months and 
provide evidence:


 ■ of a post-elimination strategy or contingency plan that covers access 
to dog vaccine and PEP, procedures for surveillance and epidemio-
logical investigation of any introduction of rabies from other coun-
tries or regions; 


 ■ that the decrease in the number of cases of dog-mediated animal ra-
bies to zero is due to implementation of the national rabies elimina-
tion strategy; and


 ■ maintenance of zero dog-mediated human rabies cases.


Given the time required for verification, countries are recommended to 
first self-declare freedom from dog-mediated rabies, according to OIE procedures 
(3). The documentation required for an OIE self-declaration will subsequently be 
taken into consideration and reviewed to verify that rabies transmission has been 
interrupted. Annex 14 shows a template of the proposed dossier required to verify 
interruption of rabies disease transmission.  
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13. Global and regional activities on rabies 
Since rabies was identified as a tripartite (WHO, FAO and OIE) priority 


in 2011, the disease has become a model for a coordinated “one health” approach 
between the human and the animal health sectors (1, 2). This commitment was 
renewed in 2017, with the launch of an updated tripartite concept note (3). In 
2015, WHO and OIE, in collaboration with FAO and the Global Alliance for 
Rabies Control (GARC), organized a global rabies conference in Geneva, 
bringing together partners and stakeholders in veterinary and human health, 
government and the private sector (4), and launched the Global framework for 
the elimination of dog-mediated human rabies, outlining the commitment and 
actions required to achieve a common goal of zero human rabies deaths by 
2030, worldwide (5). Many partners contribute to the prevention, control and 
elimination of human and animal rabies at global, regional and national levels, 
including the Association of South-East Asian Nations (ASEAN), the South Asian 
Association for Regional Cooperation, Humane Society International, Mission 
Rabies, Vets Beyond Borders, World Animal Protection and the Bill & Melinda 
Gates Foundation. They aid in preparing global standards and policies, resource 
mobilization, regional coordination and direct support of national programmes.


13.1 WHO global and regional activities


13.1.1  WHO headquarters
WHO sets global norms and standards, engages partners and stakeholders 


and supports countries in the control and elimination of rabies. Since 2002, WHO 
has maintained a website that provides information on rabies in humans and 
animals, awareness materials and a selection of WHO reports and peer-reviewed 
articles (http://www.who.int/rabies/en/). 


WHO facilitates data collection on human rabies cases around the world 
and is working with OIE to harmonize country, regional and global reporting 
systems for animal (through the World Animal Health Information System) 
and human rabies (through WHO). Data have been used to generate maps of 
global rabies distribution (6), which are also published on the Global Health 
Observatory (http://www.who.int/gho/neglected_diseases/rabies/en/), so that 
they can be shared among stakeholders and sectors. 


Between 2009 and 2015, WHO managed a rabies elimination pilot 
programmes funded by the Bill & Melinda Gates Foundation in KwaZulu–
Natal, South Africa, south-eastern United Republic of Tanzania and the Visayas 
archipelago in the Philippines (7). The success of these projects in reducing the 
numbers of cases of canine and human rabies provides proof of concept that 
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rabies elimination is feasible in various country contexts. Lessons learnt from the 
projects are now being used in international initiatives to catalyse rabies control 
(8).


Since the launch of the Global framework, WHO has been working 
with partners to prepare a global strategic plan to end human deaths from 
dog-mediated rabies by 2030. This includes a country-centric approach, with 
international partners (WHO, FAO, OIE and GARC) to support, empower and 
catalyse national entities to control and eliminate rabies. 


In 2017, WHO revised its Position on rabies vaccine and rabies 
immunoglobulins, which was endorsed by the Strategic Advisory Group of Experts 
on Immunization. The updated document provides more feasible programme 
recommendations to improve access to affordable rabies biologicals, especially 
for underserved populations. The PEP and PrEP regimens and guidance for the 
prudent use of vaccine and RIG have also been updated. It has been estimated that 
using the updated intradermal PEP regimen would allow almost 500 additional 
patients to be treated for every 1000 vials of rabies vaccine, an increase over the 
numbers treated with traditional intramuscular regimens such as the Essen.


WHO is building the evidence base for inclusion of human rabies 
vaccine in the 2018 Vaccine Investment Strategy of Gavi, the Vaccine Alliance. If 
successful, this would ensure subsidized access to human rabies vaccine in low- 
and middle-income, Gavi-eligible countries. In 2013, Gavi invested in evaluating 
the operational feasibility, public health impact and cost of improving access to 
rabies PEP in low-income settings in Africa and Asia. Studies were conducted 
in over 20 countries to characterize PEP distribution and delivery systems, the 
demand for rabies vaccine and how vaccine needs can be forecast. The studies 
clarified the availability, accessibility and cost of PEP and RIG, by country and in 
urban and rural areas, indicating the causes and risk factors for: 


 ■ the limited availability and supply of PEP in some countries, 


 ■ underreporting of rabies cases, 


 ■ lack of regular monitoring of PEP use and


 ■ patients not seeking or not completing PEP.


Stock-outs were frequent, due to either low budget allocation for rabies 
biologicals at central level, ineffective use of PEP at treatment centres and/or 
lack of accurate vaccine forecasting. In all the countries, the projects triggered 
additional activities, such as updating of the national rabies strategy or guidelines 
and improving rabies reporting and surveillance systems.
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13.1.2  WHO regional offices
South-East Asia 
The WHO Regional Office for South-East Asia has been proactive in 


preparing standards and guidelines, issuing recommendations and providing 
technical support to Member States for the prevention and control of human 
and animal rabies in the Region. It advocates use of cost–effective intradermal 
vaccination to improve the availability and affordability of modern rabies vaccines 
and phasing out of the production and use of nerve tissue vaccine. Nerve tissue 
vaccines have now been abandoned in Bangladesh, Cambodia, India, the Lao 
People’s Democratic Republic, Myanmar, Nepal, Pakistan and Viet Nam. In 
Bangladesh, India and Sri Lanka, practical training was conducted for medical 
and veterinary laboratory professionals in the use of DRIT and direct fluorescent 
antibody tests for rabies diagnosis.


The aim of the ASEAN regional elimination strategy is to eliminate 
human rabies in the Region by 2020 by progressive control of dog rabies and 
human prophylaxis in rabies-endemic countries and maintaining the status of 
rabies-free areas (9, 10). WHO is working with the ASEAN Secretariat, member 
countries, FAO and OIE to provide technical support for the development and 
implementation of the strategy. 


The WHO Regional Office for South-East Asia is also working with the 
Secretariat of the South Asian Association for Regional Cooperation and member 
countries to advocate for regionally coordinated rabies control activities in South 
Asia. A workshop on prevention and control of rabies in the Region, held in 
Colombo, Sri Lanka, in 2015, recommended strengthening of rabies surveillance, 
laboratory networks, dog vaccination campaigns and humane dog population 
management (11). 


Americas
In 1983, the Veterinary Public Health unit of the Pan American Health 


Organization (PAHO)/WHO Regional Office for the Americas began an official 
programme for elimination of dog-mediated human rabies in the Americas. The 
initial objective was to eliminate rabies from the principal cities of Latin America. 
In 1992, the objective was extended to include elimination of dog-mediated 
human rabies in small conglomerates and rural areas. Since its inception, the 
programme has resulted in a decrease by more than 90% in the numbers of 
human and canine rabies cases in the Americas.


The programme made surveillance a priority and improved access to 
human prophylaxis, mass dog vaccination and good governance. The Regional 
Information System for Epidemiologic Surveillance of Rabies in the Americas 
(http://sirvera.panaftosa.org.br/) issues reports on human and animal rabies on 
the basis of official data entered by health and agriculture ministries in Member 


WHO_TRS_inside_final_2018_after_Corr_round5.indd   127 24/04/2018   20:50







128


W
H


O
 T


ec
hn


ic
al


 R
ep


or
t S


er
ie


s N
o.


 1
01


2,
 2


01
8


WHO Expert Consultation on Rabies  Third report


States. Data from 1970 onwards are available for consultation on-line. From the 
PAHO revolving fund, PAHO Member States can procure high-quality, life-
saving human rabies vaccines and immunoglobulin for prophylaxis. In 2015, 
procuration of canine rabies vaccine was included in the revolving fund for 
national rabies programmes for use in dog mass vaccination campaigns. 


Every 2 years, a meeting is convened of the Directors of National 
Programs for the Prevention and Control of Rabies (REDIPRA) in the Americas 
to discuss and update the epidemiological situation and strategies for the 
prevention and control of rabies. The conclusions and recommendations of 
REDIPRA are submitted for their consideration and endorsement to ministers 
of health and agriculture during high-level inter-American ministerial meetings 
on health and agriculture, organized by PAHO’s department of Veterinary Public 
Health. In 2016, during the 59th Directing Council of PAHO, Resolution CD55.
R9 was approved, which includes the Plan of action for the elimination of neglected 
infectious diseases and post-elimination actions for 2016–2022 and promotes 
elimination of dog-mediated human rabies in all remaining areas of the Americas 
by 2022 or earlier (12).


13.1.3  WHO network of collaborating centres on rabies
A network of WHO collaborating centres on rabies support WHO 


activities at country, intercountry, regional, interregional and global levels 
(http://apps.who.int/whocc/List.aspx?tor=rabies&). The collaborating centres 
strengthen the institutional capacity of Member States by providing information, 
services, research and training for rabies-related activities, including diagnosis, 
surveillance, research, monitoring and evaluation of human and animal rabies 
elimination programmes. 


Collaborating centres are officially designated by WHO on the basis of 
a jointly agreed work plan, usually for 4 years, which is renewable after annual 
evaluation of their performance by WHO. The work plan depends on the expertise 
or specificity of the centre but usually covers:


 ■ collection, collation and dissemination of information on rabies;


 ■ standardization of rabies diagnostic reagents and prophylactic and 
therapeutic substances, as well as methods and procedures for their 
application;


 ■ design and application of appropriate techniques;


 ■ provision of reference substances and other services;


 ■ participation in collaborative research under the Organization’s lead-
ership;
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 ■ training, including research training; and


 ■ coordination of activities carried out by several institutions.


There are 14 designated WHO collaborating centres for reference research 
on rabies. Four are in Asia, five in Europe and five in the Americas (Annex 15).


13.2 Examples of activities by partners
The three major international organizations involved in rabies (WHO, 


FAO and OIE) and GARC, as well as nongovernmental organizations, animal 
welfare organizations and other public and private stakeholders are united to 
reduce the global burden of rabies. 


13.2.1  Global activities
Food and Agriculture Organization of the United Nations (FAO)
FAO contributes to rabies control by raising awareness and providing 


policy advice and technical support for animal rabies control. It is supporting 
the establishment of animal health clubs in schools in Sierra Leone and has a 
special interest in the impact of rabies on livestock production (13). As part of 
the stepwise approach towards rabies elimination, FAO has organized global 
stakeholder consultations on rabies prevention in Africa, the Caucasus and Asia 
to assist countries in identifying their needs with regard to rabies control (14). 


At country level, FAO has sent missions of its Emergency Management 
Centre–Animal Health to control rabies outbreaks in Bali, Indonesia, and 
Viet Nam. In Bali, this led to integrated bite case management, with improved 
communication between the human and animal health sectors and team training 
to ensure successful capture and vaccination of street dogs that are difficult to 
handle (15). FAO strengthens diagnostic capacity through the Institute for 
Experimental Zooprophylaxis in Venice, Italy (the FAO reference centre for 
rabies) and the Network of West African Rabies Laboratories (RESOLAB) and by 
conducting proficiency testing in laboratories in southern Africa. 


FAO is also involved in dog population management and, with World 
Animal Protection, conducted training on dog catching, handling and vaccination 
after a rabies outbreak in the Republic of the Congo (16). In 2013, rabies was 
listed as a priority in the FAO Global framework for the progressive control of 
transboundary animal diseases (17). 


World Organisation for Animal Health (OIE)
The OIE is an intergovernmental organization that issues science-based 


standards, guidelines and recommendations for the improvement of animal 
health and welfare while promoting strong veterinary services worldwide. 
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Internationally agreed diagnostic laboratory methods and requirements for the 
production and control of animal rabies vaccines and other biological products 
are published in the OIE Manual of diagnostic tests and vaccines for terrestrial 
animals (18). The OIE Terrestrial animal health code (19) lists measures adopted 
internationally for the control of rabies in animals and for control of the stray dog 
population, which includes promotion of responsible dog ownership. 


The World Animal Health Information System (www.oie.int/wahid) is a 
global online web-based notification system that supports OIE Member Countries 
in reporting animal rabies. The “performance of veterinary services pathway”, 
a laboratory twinning programme and the network of reference laboratories 
and collaborating centres provide policy advice, strategy design and technical 
assistance for the diagnosis, control and elimination of rabies in animals and aid 
countries in strengthening their veterinary services, laboratories, surveillance 
and reporting. 


At the 2016 OIE World Assembly of the Delegates, Member Countries 
agreed to maintain the efforts to foster political will and long-term social 
commitment towards rabies elimination (20). They requested the OIE and 
interested parties to sustain their commitment to the elimination of dog-mediated 
human rabies by 2030 as a priority in the public interest.


Global Alliance for Rabies Control (GARC), Partners for Rabies 
Prevention and World Rabies Day


GARC is the foremost registered charity dedicated specifically to 
reducing the global burden of rabies. Its mission is to eliminate human deaths 
from rabies and to relieve the burden of rabies in animals, especially dogs (www.
rabiesalliance.org/).


GARC was instrumental in establishing the Partners for Rabies Prevention 
(21), an informal group that comprises the main international agencies with an 
interest in rabies, including WHO, FAO, OIE, WHO and OIE rabies collaborating 
centres and reference laboratories, nongovernmental organizations for animal 
welfare, networks of rabies experts and representatives of industry. The Partners 
for Rabies Prevention have initiated studies and projects for control activities and 
advocacy for rabies elimination, including: a reassessment of the global burden 
of dog-mediated rabies (22), a global survey of rabies notifiability (23) and the 
Blueprint for rabies prevention and control (24), which includes the stepwise 
approach to rabies elimination (25).


GARC’s World Rabies Day campaign (rabiesalliance.org/world-rabies-
day/) was initiated in 2006 to raise awareness and mobilize resources for prevention 
of human rabies and control of animal rabies. During the past 10 years, the 
campaign has held 1717 registered events in 116 countries, with activities ranging 
from awareness campaigns to dog walks to professional training seminars, which 
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have resulted in announcements of improvements to rabies control policies by 
governments (26). 


More recently, GARC has organized several certificate courses to build 
capacity in rabies control, which are freely available from the GARC educational 
platform (https://rabiesalliance.org/ capacity-building/gep). The courses include 
a rabies educator certificate (to train community educators), an animal handling 
and vaccination certificate (for animal health technicians and dog vaccination 
staff), a community caregivers certificate (for community volunteers) and a 
community health care certificate (for health care professionals).


Mission Rabies
Mission Rabies is an international nongovernmental organization 


that implements rabies elimination programmes in endemic regions. Flagship 
projects are based in the Indian state of Goa, Ranchi city in Jharkhand and the 
southern region of Malawi through partnership with local governments. The 
campaigns include mass dog vaccination, rabies education, community awareness 
and surveillance of dog-mediated rabies. A unique smartphone app based on 
geospatial technology has been developed to improve epidemiological assessment 
of control strategies and direct teams to remote areas. To date, over 800 000 data 
entries have been made on the platform in Asia, Africa and Europe. In 2016, a 
total of 213 423 dogs were vaccinated, 540 000 children were taught about rabies, 
and 64 rabid dogs tested positive for rabies. The Malawi campaign is based on a 
combination of central and door-to-door vaccination, while in the campaigns in 
India a net catch–vaccinate–release and door-to-door approaches are used. In 
Goa, financial support for the campaign is provided by the Government of Goa, 
and FAT testing facilities have been established in the Government diagnostic 
investigation unit to provide timely testing and reporting of rabies cases. Since 
an increase in rabies control in 2014, the number of reported human deaths from 
rabies has fallen from 17 in 2014, to 5 in 2015 and 1 in 2016. Pilot campaigns 
have also been undertaken in Sri Lanka, Uganda and the United Republic of 
Tanzania through partner organizations to support effective field protocols for 
wider application. 


World Animal Protection
World Animal Protection is an international nongovernmental 


organization committed to ending cruelty to animals; it has particular expertise in 
managing free-roaming dogs in communities around the world. The organization 
works with governments and international bodies, including WHO, OIE, FAO and 
GARC, other nongovernmental organizations and local communities to ensure 
that dog populations are managed humanely (www.worldanimalprotection.org).


World Animal Protection advocates a “one health” approach to managing 
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dog populations and for effective, ethical, sustainable interventions to create 
harmonious coexistence between dogs and people (27). The aim of their “Red 
collar” campaign in 2011–2016 was to end inhumane culling of dogs in response 
to rabies in Bangladesh, China, Indonesia, the Philippines and the United Republic 
of Tanzania (Zanzibar). In Africa, World Animal Protection is working with the 
Government of Kenya to pilot test their national rabies elimination strategy and 
with Sierra Leone in development of their national rabies elimination and dog 
population management strategy. It works in partnership with GARC in rabies 
elimination in several other African countries through PARACON and is also 
working in Brazil, China and Costa Rica to develop a “one health” dog population 
management approach. 


13.2.2  Regional networks
Africa
PARACON was founded in 2015 to strengthen the capacity of a network of 


rabies experts in Africa. It resulted from the merging of the Southern and Eastern 
African Rabies Group and the African Rabies Expert Bureau and included African 
countries that were not previously associated with either organization. Through 
workshops held through PARACON and similar regional networks, GARC and 
international partners use tools such as the “rabies blueprint” and the stepwise 
approach to rabies elimination to support countries in progressing towards 
elimination of dog-mediated rabies (28). The new PARACON Epidemiological 
bulletin will improve the collection and visibility of surveillance and other data 
necessary to monitor the progress of control (29).


 
Americas
In Latin America, the REDIPRA is held every 2 years to review strategies 


for rabies control, make recommendations for countries and coordinate the 
regional response. The 15th REDIPRA, held in Brazil in 2015, urged surveillance 
of the last sites of dog-mediated rabies (30). In 2015, a subgroup was created 
for Bolivia, Chile, Colombia, Ecuador, Peru and Venezuela, coordinated by 
PANAFTOSA–PAHO, the Andean Health Organization and the Amazon 
Cooperation Treaty Organization. An international conference on rabies in 
the Americas (http://www.rabiesintheamericas.org/) is organized annually to 
review and discuss rabies research and control in the region. The meeting has 
an international committee consisting of members from Brazil, Canada, Mexico 
and the USA.


Asia
WHO, FAO and OIE have established a functional coordination 


mechanism for intersectoral collaboration to prevent and control zoonoses 
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in the Asia–Pacific, supported by the European Commission-funded “highly 
pathogenic emerging diseases” project, established in 2010 (31). A tripartite 
workshop has since been organized to operationalize the “one health” concept in 
Member countries. 


WHO, the Institut Pasteur and the University of Lausanne organized the 
first international training course on rabies surveillance and control for Asian 
countries in Phnom Penh, Cambodia, in October 2015 to establish networks of 
local champions in seven countries. The course was first held in Senegal in 2013 
and was conducted in Cambodia in 2015 and in Cameroon in 2016. The next 
course will be organized in Tehran, Islamic Republic of Iran, in October 2017 for 
countries in the Middle East and Central Asia. 


Europe
The WHO Rabies bulletin Europe was created in 1977 and is hosted 


by the WHO Collaborating Centre for Rabies Surveillance and Research at the 
Friedrich-Loeffler Institute in Germany. The database is used in more than 40 
European countries to report confirmed rabies cases in humans and in wild and 
domestic animal species every 3 months. Aggregated country and surveillance 
data maps are freely available online (www.who-rabies-bulletin.org/). Human 
rabies cases and the epidemiology of rabies are also presented in Eurosurveillance, 
a peer-reviewed scientific journal published by the European Centre for Disease 
Prevention and Control (http://www.eurosurveillance.org/) 


The European Union rabies subgroup of the task force on the eradication 
of animal diseases comprises private and governmental experts. Its task is 
to assess and provide recommendations on co-financed ORV campaigns in 
European member states and neighbouring non-member countries. The reports 
are publicly available online (http://ec.europa.eu/food/animals/animal-diseases_
en). 


Since 2008, the European Union Reference Laboratory for Rabies in 
Nancy, France, has organized annual meetings of European national rabies 
laboratories to standardize diagnostic techniques. 


Middle and Near East
The Middle East and eastern Europe rabies expert bureau is an inter-


regional network established in 2010. It is composed of representatives of 
countries in Central Asia, Europe, the Middle East and North Africa that are 
enzootic for rabies, who work to improve rabies control and prevention at local, 
regional and global levels. The members met for the third time in 2015 in Lyon, 
France, to review the current rabies situation in the network and to discuss use of 
the “one health” approach against rabies (32).  
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14. Research
The areas for future research are means for limiting the impact of rabies on 


individuals and populations and evidence and new tools to improve prevention 
and management strategies, including improved delivery of interventions for 
humans and animals. The areas identified as priorities for future research are 
listed below. 


14.1   Improve programmatic delivery of rabies interventions
Better methods for delivering interventions in current programmes for 


both human and animal rabies are needed. In operational research, well-designed 
protocols, rigorous statistical standards and unbiased sampling are essential. 
In the evaluation of interventions, appropriate comparison groups should be 
included, when possible. Research should include:


 ■ Innovation and development of new vaccines in collaboration with 
manufacturers to optimize cost–effectiveness, delivery in the com-
munity, easy storage, thermostability and shelf-life, while maintain-
ing vaccine safety and efficacy.


 ■ Innovative, cost–effective methods for delivering rabies biologicals 
to remote populations with limited or no access to health care. The 
methods being considered include training of health care staff in in-
tradermal administration of rabies vaccines, innovation in the con-
trolled temperature chain, research to facilitate administration of ra-
bies vaccines (e.g. subcutaneously), coordinated use of existing cold 
chains and decentralization of animal-bite treatment clinics.


 ■ Proof-of-concept studies on the impact of bite prevention education 
in reducing the number of dog bites and the potential exposure of 
people to rabies. 


 ■ Refinement of the current recommendations to achieve vaccination 
of 70% of the dog population to interrupt rabies transmission. These 
should indicate whether targeted vaccination of dogs at risk in high-
transmission areas should be a priority.


 ■ Applied research on integration of dog rabies control into other hu-
man and animal health programmes.
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14.2   Improve the quality and availability of data on rabies
Accurate data on the disease burden and risk are essential for setting 


regional, national and subnational priorities for rabies prevention and control. 
Research is required to improve diagnostic and surveillance capability, particularly 
in low-resource, endemic settings. The priorities include: 


 ■ Evaluation of novel methods for improving surveillance in endemic 
settings, such as proof-of-concept studies of the role of integrated bite 
case management (1), verbal autopsy, testing of encephalitic patients 
(2) and new technology to improve rabies case detection and report-
ing.


 ■ Innovation in strategies to enhance uptake of decentralized, field-
based rabies diagnostics and evaluation of their impact on the ef-
fectiveness (i.e. sensitivity, representiveness and timeliness) of sur-
veillance, for example by optimizing methods for collecting and 
preparing diagnostic samples in the field or at the bedside or by de-
veloping and validating a sensitive, specific ante-mortem test suitable 
for use in the field or at points of care. 


 ■ Robust, sustainable data capture platforms to facilitate the flow of 
data from the field to central health services and regional and global 
repositories. This would improve estimates of the global, regional and 
country burdens of rabies. Modelling could be used to obtain esti-
mates if there are gaps in the available data. 


 ■ International standards for rabies diagnosis, including for molecular 
techniques, and means for quality control of rabies diagnostic testing 
to ensure reliable results.


 ■ Methods to quantify the strength of rabies surveillance systems that 
could be used in conjunction with processes to validate and verify 
the attainment of zero human rabies deaths (see section 12). This 
might include better understanding of the processes responsible for 
the maintenance and elimination of rabies in certain geographical lo-
cations and viral characterization to infer linkages among infections 
and establish the origin of transmission.
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14.3   Evidence and new tools to improve the prevention and 
management of rabies
New tools can simplify programme delivery, improve diagnostic capacity 


and make PEP and RIG more affordable. With regard to rabies biologicals, 
research should be done to obtain robust clinical data on the immunological 
outcomes of accelerated PEP and PrEP schedules and on alternatives to RIG, 
such as mAbs. The priorities include: 


 ■ Further research on the cost–effectiveness, feasibility and potential 
of novel tools for vaccine delivery, such as needle-free jet injection, 
microneedle injection systems and topical patches. 


 ■ Use of novel immunocontraceptive products to improve manage-
ment of animal populations and to combine surgical or non-surgi-
cal sterilization with parenteral or oral rabies vaccination (3). These 
should be tested in dogs that can be closely monitored to determine 
humaneness, long-term effect at population level, feasibility and 
cost–effectiveness.


 ■ Protocols for data and sample size to prove the non-inferiority of new 
PEP and PrEP regimens, which would also be important for estab-
lishing regulation of rabies biologicals and other novel products such 
as mAbs.


 ■ Recommendations for immunization of individuals with repeated 
exposure, optimal spacing of PEP and the number of boosters over a 
lifetime. Better understanding of the factors that determine serocon-
version and clinical outcomes in immunocompromised individuals 
would be helpful. 


 ■ Vaccines that protect against other lyssavirus strains (i.e. phylogroup 
II and III lyssaviruses) could be investigated as multivalent vaccines, 
and further studies should be conducted on the activation and pro-
tection induced by novel vaccine carriers and adjuvants when used 
for PEP. Characterization of new lyssavirus species should indicate 
whether commercially available rabies biologicals are likely to be pro-
tective. 


 ■ Studies on intravenous administration of RIG (particularly for non-
bite exposures) and the levels of antibody required for passive immu-
nization and their duration (particularly for mAbs). 


WHO_TRS_inside_final_2018_after_Corr_round5.indd   139 24/04/2018   20:50







140


W
H


O
 T


ec
hn


ic
al


 R
ep


or
t S


er
ie


s N
o.


 1
01


2,
 2


01
8


WHO Expert Consultation on Rabies  Third report


 ■ Development and validation of effective therapeutics for PEP and/
or antiviral therapy for the treatment of clinically rabid patients (see 
section 6). Novel therapies should be validated only in well-resourced 
reference centres with trained teams experienced (or under expert 
guidance) in managing rabies patients, with ethically accepted proto-
cols, after discussions with the family and a collegial decision and af-
ter other life-threatening but curable illnesses (differential diagnoses 
to rabies encephalitis) have been ruled out.


The Consultation emphasized the importance of programme-directed 
research to overcome current challenges in rabies control, which will catalyse 
efforts to reach the global goal of zero human rabies deaths by 2030, worldwide. 
Beyond that goal, research should be conducted on interruption of rabies 
transmission, monitoring of rabies-free status and broadening the research 
agenda to include lyssaviruses other than rabies. These research priorities may be 
biased, as the survey was open only to the participants of the meeting. Overall, 
research should improve public health outcomes for populations at risk of rabies.
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15. Concluding remarks
Dr Rungrueng Kitphati (Director, Thailand Department of Disease


Control) closed the meeting by thanking the participants, the organizers, the 
media and Chulalongkorn University on behalf of the Thai Ministry of Public 
Health. Dr Bernadette Abela-Ridder thanked Chulalongkorn University and the 
organizers, working groups and participants for their contributions, input and 
advocacy. 


Dr Gowri Yale, Mission Rabies, shared a success story from Goa, a small 
Indian state with a population of approximately 2.4 million and an estimated 
150 000 dogs. Since 2013, the project has vaccinated 50 000 dogs annually and 
has provided an education team to build awareness of rabies in schools and 
communities and a hotline to signal rabid dogs for removal. Human deaths from 
rabies per year in Goa decreased from 24 to 5, and no cases have been reported 
thus far in 2017. This compelling example adds to the body evidence that rabies 
elimination is feasible with existing tools. Sustained commitment, collaboration 
and support to implement control measures remain the key to reaching zero 
human rabies deaths by 2030, worldwide. 
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Annex 2.   Record form for cases of possible exposure to rabies
Case no.:   Date:     Time:


Patient details


Name:    Age:     Sex: 


Address:


Telephone (home and mobile):


Telephone (work):


GP and Tel:


Details of exposure


Country and town:   Date of exposure:


Date of travel:


Nature of exposure: bite/lick/saliva/scratch/other (to specify):


Site of exposure:


Was the skin broken?   Yes/No  Did the wound/s bleed?   Yes/No


Number of wounds:


Depth of bite(s):    Superficial/deep  WHO category of exposure: I / II / III:


Details of animal


Type of animal: wild/domestic Species: 


Bite: provoked/unprovoked: (details):  


Is the animal’s owner/home known?   Yes/No


Were efforts made to trace the animal?   Yes/No   


When was the animal last seen alive?


Animal’s vaccination status, if known: 


Details of treatment 


Rabies vaccination history of the patient: 


Did s/he previously receive at least two doses of intramuscular/intradermal rabies 
vaccination, either as pre-exposure or post-exposure prophylaxis?  Yes/No


Details (day/ date/ vaccine name / batch no): 


Did s/he previously receive rabies immunoglobulin? Yes/No    


Details (date / type (eRIG/hRIG/mAb) / location / volume): 


Other information:
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Contact on-call virologist/physician for advice with above information.


If unavailable, contact:


Was anti-rabies post-exposure prophylaxis given previously?   Yes/No


Which rabies vaccine was given?


Details (day/date etc.):


Was rabies immunoglobulin given?    Yes/No


Locally/systemically: Other information


Contact on-call virologist/physician for advice with above information


If unavailable, contact:


Recommended treatment


Thorough wound washing with water/ soap/ antiviral agent.


Rabies immunoglobulin:


Human rabies immunoglobulin, max dose 20 IU/kg body weight


Equine rabies immunoglobulin, max dose 40 IU/kg body weight


Injection site:


Patient weight (kg):   Volume recommended (IU and mL): 


Post-exposure course arranged?   Yes/No


 ■ Rabies vaccination (recommended for WHO category II and III exposures):


 – Two-day, two-site intradermal: days 0 and 3 (2 sites)


 – Two-day, one-site intramuscular: days 0 and 3 (1 site)


 – One-day, four-site intradermal: day 0 (4 sites)


 ■ Standard course for non-previously immunized people*:


 – One-week, two-site intradermal: (2 sites) days 0, 3 and 7 


 – Two-week, one-site intramuscular: (1 site) days 0, 3, 7, and between days 14 
to 28 


 – Three-week intramuscular: days 0 (2 sites), 7 (one site), and 21 (one site)


 – Other (specify)


* People are considered previously vaccinated for rabies if they received at least two 
doses of intramuscular/intradermal rabies vaccination, either as pre-exposure or post-
exposure prophylaxis.


General practitioner informed via letter/e-mail/phone/SMS text? Yes/No


Name, telephone and signature of completing physician:
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Annex 3. Human rabies vaccines and producers worldwide,  
 as of August 2017


Vaccine Brand Producer Country Cell line WHO  
prequali-
fied


Type


PVRV N/A Butantan 
Institute


Brazil Vero cells No Liquid


HDCV Chengdu 
Kanghua


Chengdu 
Kanghua


China Human 
diploid 
cells


No Lyophilized


PVRV SPEEDA Liaoning 
Chengda Co.


China Vero cells No Lyophilized


PVRV N/A Changchun 
Changsheng 
Life Sciences 
Ltd.


China Vero cells No Lyophilized


PVRV N/A Guangzhou 
Nuocheng 
Biological 
Products Co.


China Vero cells No Lyophilized


PVRV N/A Ningbo 
RongAn 
Biological 
Pharmaceutical 
Co.


China Vero cells No Lyophilized


PVRV N/A Jilin Maifeng 
Biological 
Pharmaceutical 
Co.


China Hamster 
kidney 
cells


No Liquid


PPHKCV N/A Zhongke 
Biological 
Pharmaceutical 
Co.


China Hamster 
kidney 
cells


No Liquid


PPHKCV N/A Henan Yuanda 
Biological 
Pharmaceutical 
Co


China Vero cells No Liquid


PIKA, 
inactivated, 
with TLR3-
based 
adjuvant


Yisheng 
Biopharma Inc.


China Vero cells No ?


PVRV Verorab Sanofi Pasteur France Vero cells Yes Lyophilized
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Vaccine Brand Producer Country Cell line WHO  
prequali-
fied


Type


HDCV Imovax Sanofi Pasteur France Human 
diploid 
cells


No Lyophilized


PCECV Rabavert GSK Germany Chick 
embryo 
cells


Yes Lyophilized


PCECV Rabipur GSK India Chick 
embryo 
cells


Yes Lyophilized


HDCV Rabivax Serum Institute 
of India


France Human 
diploid 
cells


No Liquid


PDEV Lyssavac-N
/Vaxirab


Zydus-Cadila India Duck 
embryo 
cells


Production 
stopped


Lyophilized


PCECV Vaxirab-N Zydus-Cadila India Chick 
embryo 
cells


No, 
successor 
of Vaxirab


Lyophilized


PVRV Indirab Bharat Biotech India Vero cells No Lyophilized


PVRV Abhayrab Indian 
Immunologicals


India Vero cells No Lyophilized


BHKV Kokav 
Vaccination


Tarasevich 
Institute


Russian 
Federation


Hamster 
kidney 
cells


No ?


NTV ? Pasteur Institute 
Algiers


Algeria Mouse 
brain


No Liquid?


NTV ? Instituto 
Biológico 
“Tomás Perón”


Argentina Mouse 
brain


No Liquid


NTV ? Instituto 
Nacional de 
Laboratorios de 
Salud INLASA


Bolivia Mouse 
brain


No Liquid


NTV ? Ethiopian 
Public Health 
Institute


Ethiopia Sheep 
brain?


No Liquid?


 BHKV, baby hamster kidney cell vaccine; HDCV, human diploid cell vaccine; N/A, not available; NTV, 
nerve tissue vaccine; PCECV, purified chick embryo cell vaccine; PDEV, purified duck embryo cell vaccine; 
PPHKCV, purified primary hamster kidney cell vaccine; PVRV, purified Vero cell vaccine
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Annex 4. Four steps for replacing nerve tissue vaccine by modern  
 rabies vaccines produced on cell culture or embryonated  
 eggs
Countries that are still producing or using neural tissue-based vaccines should follow this 
four-step strategy to replace nerve tissue vaccines by modern vaccines.


Step 1: Relevant national authorities, usually under the leadership of national health 
authorities, should make the final decision to change from nerve tissue vaccines to 
modern vaccines. After reviewing the safety, immunogenicity and efficacy of modern 
vaccines, the authorities should evaluate the local conditions and assess the feasibility 
and cost of replacing nerve tissue vaccine. Consideration should be given to the use of 
the cost-saving intradermal regimens for rabies pre- and post-exposure prophylaxis. 


Step 2: National guidelines should be formulated that give clear instructions on use of 
modern vaccines for pre- and post-exposure prophylaxis, including indications for their 
use and routes of administration; similarly, guidance should be given for use of rabies 
immunoglobulin and other products. The guidelines should be drawn up by technically 
competent experts on the basis of the recommendations in reports of the WHO Expert 
Advisory Group on Rabies, other WHO advisory groups, up-to-date scientific literature, 
the experience of international and national experts and observations. They should 
be disseminated to all centres that provide pre- and post-exposure prophylaxis. The 
guidelines must be based on clear policies concerning, e.g. vaccine subsidy (if any) and 
handling leftover vaccine, and should be regularly updated.


Step 3: Rabies centres should receive a constant supply of safe, effective, WHO-
recommended rabies vaccines and immunoglobulin from a central office. Once the 
decision is made to stop nerve tissue vaccine production and use, the procurement of 
modern vaccines should start, to avoid any gap in provision of treatment when the nerve 
tissue vaccine supplies run out. Coordination with regulatory bodies for registration of 
new rabies biologicals and for post-marketing surveillance of new rabies vaccines and 
rabies immunoglobulin is also important.


Step 4: A network of specialized bite centres should be set up, in which the staff are 
trained in giving pre- and post-exposure prophylaxis and managing adverse reactions; 
adequate quantities of rabies biologicals at these centres must be ensured. A referral 
system should be established to maximize the benefit of the intradermal regimen and to 
reduce the amount of leftover vaccine. A quality assurance system should be instituted, 
with standards that are followed by all centres. Provincial and municipal governments 
should be involved in establishing new centres, ensuring a sustainable supply of rabies 
vaccines, immunoglobulin and other supplies and guaranteeing reporting, investigation 
of human rabies cases and monitoring of the rabies programme. 
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Annex 5. Rabies immunoglobulin (RIG) products and producers  
 worldwide, as of August 2017


Category Product name 
or brand name


Formula-
tion 


Vial size Company Country


eRIG Anti-rabies 
serum


200 IU/mL 5 mL Butantan Institute Brazil


eRIG Rabix-IG 200 IU/mL 5 mL Incepta 
Pharmacueticals


India


eRIG VINRIG 1500 IU 300 IU/mL 5 mL Vins Bioproducts 
Ltd


India


eRIG VINRAB 1000 IU 200 IU/mL 5 mL Vins Bioproducts 
Ltd


India


eRIG Abhay-RIG 300 IU/mL 5 mL Indian 
Immunological


India


eRIG Anti-rabies 
serum


300 IU/mL 5 mL Haffkine India


eRIG EquiRab 300 IU/mL 5 mL Bharat Serums and 
Vaccines


India


eRIG EquiRab 200 IU/mL* 5 mL Bharat Serums and 
Vaccines


India


eRIG Anti-rabies 
serum


300 IU/mL 5 mL Serum Institute of 
India


India


eRIG Anti-rabies 
serum


300 IU/mL 5 mL Central Research 
Institute Kasauli HP


India


eRIG Plasmarab 300 IU/mL 5 mL Premium Serums India


eRIG PremiRab
(Rabies 
antiserum I.P)


300 IU/mL 5 mL Kings Global
Biotech Limited


India


eRIG PremiRab 300 IU/mL 5 mL Premium Serums India
eRIG PremiRab 200 IU/mL* 5 mL Premium Serums India
eRIG Vinrig 300 IU/mL 5 mL Vins Bioproducts India
eRIG Vinrab 200 IU/mL* 5 mL Vins Bioproducts India
eRIG TRCS eRIG 200 IU/mL 5 mL Queen Saovabha 


Memorial Institute
Thailand
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Category Product name 
or brand name


Formula-
tion 


Vial size Company Country


hRIG Human rabies 
immunoglobulin


100 IU/mL 2 or 5 
mL


Hualan Biological 
Bacterin Co. 


China


hRIG Human rabies 
immunoglobulin


100 IU/mL 1, 2 or 5 
mL


Sichuan Yuanda 
Shuyang 
Pharmaceutical Co. 
Ltd


China


hRIG Human rabies 
immunoglobulin


100, 200 or 
500 IU/vial


N/A China National 
Biotec Group 
(Sinopharm 
subsidiary)


China


hRIG Human rabies 
immunoglobulin


200 IU/vial 2 mL China Biologic 
Product, Inc.


China


hRIG WeiGuang 100 IU/vial 2 mL Shenzhen Weiguang 
Biological products 
Co., Ltd


China


hRIG Imogram Rabies-
HT


150 IU/mL 2 or 10 
mL 


Sanofi Pasteur France


hRIG Berirab-P 150 IU/mL 2 or 5 
mL


CSL Behring AG USA


hRIG KamRAB/
KedRAB


150 IU/mL 2 or 10 
mL


Kamada Ltd Israel


hRIG Human rabies 
immunoglobulin


150 IU/mL 500 IU Bio Products 
Laboratory Limited


United 
Kingdom


hRIG HyperRAB S/D 150 IU/mL 2 or 10 
mL


Grifols USA USA


hRIG Rabigam 150 IU/mL 2 mL National 
Bioproducts


South 
Africa


RmAb Rabishield 40 or 100 
IU/mL


2.5 mL Serum Institute of 
India


India


  *This formulation is used for export to other countries
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Annex 6. Technique for intradermal administration of rabies   
 vaccine and precautions to be taken
The intradermal route is safe, immunogenic and more cost–effective than the standard 
intramuscular route and is therefore recommended, especially when vaccine and financial 
resources are in limited supply. Rabies vaccines labelled for intramuscular use can be used 
safely via the intradermal route, even if this constitutes off-label use.


Intradermal administration can be used for immunocompromised individuals or 
individuals receiving chloroquine, hydroxychloroquine drugs or long-term corticosteroid 
or other immunosuppressive therapy.


As the volume of an intradermal vaccine dose is smaller than that of an intramuscular 
dose, the intradermal route is especially suitable for treating many patients at the same 
centre, i.e. within the recommended period of 6 h after reconstitution of the vaccine. As 
currently available rabies vaccines do not contain preservatives, they must be refrigerated 
after reconstitution and must be discarded after 6 h.


Preliminary steps before administering rabies vaccine intradermally:


Before administering rabies vaccine intradermally:


 ■ All staff must be adequately trained in the intradermal injection technique.


 ■ If the vaccine is given as part of post-exposure prophylaxis, additional steps 
should be followed; i.e. the wound must be washed and, if applicable, the 
appropriate dose of rabies immunoglobulin administered.


 ■ An appropriate 1.0-mL syringe (insulin or tuberculin syringe) and a short, 
fine hypodermic needle should be used. More costs are saved if a fixed-nee-
dle syringe is used, as the void volume is reduced.


 ■ The intradermal schedule should be selected. WHO recommends the 
1-week, two-site intradermal regimen (2-2-2-0-0) for post-exposure prophy-
laxis (see section 8.3.3).
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Administering rabies vaccine intradermally 
Step 1


Aseptically reconstitute the vaccine immediately 
before administration with the appropriate volume 
of diluent provided by the manufacturer. Do not use 
a different diluent or a different amount of diluent. 


Draw enough vaccine into the syringe to inject a 
single patient, using appropriate sterile precautions. 
Carefully remove any air bubbles.


Disinfect the injection site with antiseptic, then stretch the surface of the skin and insert 
the tip of the needle (bevelled edge facing upwards) into the upper layer of the skin 
(dermis), ensuring that the needle and syringe are almost parallel to the skin surface.


Step 2


BBegin injecting the vaccine. If the needle is in the 
correct position, there is considerable resistance.


A raised papule, which looks like orange peel, will 
appear immediately, measuring 6-8 mm in diameter.


If the vaccine is injected easily, or if the papule does 
not appear, it has been given subcutaneously, i.e. 
too deeply. In such cases, the correct injection should be repeated.


Step 3


Once all doses of 0.1 mL of vaccine have been 
injected into the same patient, discard the needle 
and the syringe.


Reconstituted vaccine can be used for more than 
one patient; however, a sterile syringe and needle 
must be used to draw up vaccine for each patient.


The reconstituted vaccine must be stored in a 
refrigerator at 2-8 °C and used within 6 h.
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Annex 7. Sites for intramuscular and intradermal administration of  
 human rabies vaccine


Deltoid muscles for 
adults and children


Anterolateral thigh for 
infants and small children 


Do NOT inject in 
the gluteal region


Intramuscular and intradermal
human rabies vaccine administration 


15 
minutes


+


REMINDER


Wash immediately 
for 15 minutes, with 
soap, water and 
disinfectant 


Bite wounds:
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Category 
of  
exposure


Type of exposure to a domestic or 
wild animal suspected or confirmed 
to be rabid or animal unavailable 
for testing


Recommended post-exposure 
prophylaxis


I Touching or feeding animals, licks on 
intact skin (no exposure)


None, if reliable case history is availablea 


I I Nibbling of uncovered skin
Minor scratches or abrasions without 
bleeding (exposure)


Administer vaccine immediately
Stop treatment if animal remains healthy 
throughout an observation period of 10 
daysb or is proven to be negative for rabies 
by a reliable laboratory using appropriate 
diagnostic techniques.
Treat as category III if bat exposure 
involved.


I I I Single or multiple transdermalc bites 
or scratches, contamination of mucous 
membrane or broken skin with saliva 
from animal licks, exposures due 
to direct contact with bats (severe 
exposure).


Administer rabies vaccine immediately, 
and rabies immunoglobulin, preferably 
as soon as possible after initiation of post-
exposure prophylaxis.
Rabies immunoglobulin can be injected 
up to 7 days after administration of first 
vaccine dose.
Stop treatment if animal remains healthy 
throughout an observation period of 10 
days or is proven to be negative for rabies 
by a reliable laboratory using appropriate 
diagnostic techniques.


a  If an apparently healthy dog or cat in or from a low-risk area is placed under observation, treatment may be 
delayed.


b  This observation period applies only to dogs and cats. Except for threatened or endangered species, other 
domestic and wild animals suspected of being rabid should be euthanized and their tissues examined for the 
presence of rabies antigen by appropriate laboratory techniques.


c  Bites especially on the head, neck, face, hands and genitals are category III exposures because of the rich 
innervation of these areas.


Annex 8. Recommended post-exposure prophylaxis according to  
 type of exposure


WHO_TRS_inside_final_2018_after_Corr_round5.indd   156 24/04/2018   20:50







Annexes


157


Annex 9. Suggested rabies vaccination certificates for humans
The vaccination certificate below is provided as a model. Certificates should be kept 
carefully by the vaccinated person with his or her personal health documents. Blank 
certificates should be supplied by the manufacturer of the vaccines.


Certificate of pre- or post-exposure rabies vaccination 


Name:


Date of birth:    Sex:    


Address:


Telephone no.: 


For pre-exposure prophylaxis, see 2.1.


Post-exposure prophylaxis


Date of exposure:    WHO category of exposure: I / II / III


Biting animal: healthy/sick   Animal vaccinated for rabies: Yes / No


RABV neutralizing antibody titre/ method: 


Observations after 10 days (when relevant): 


Treatment details


1.  Wound washed with water/soap/antiviral agent: Yes / No 


     Rabies immunoglobulin 


Date of treatment:    Clinic / hospital name:


Place:


Type of rabies immunoglobulin: human/equine/mAb 


Name of rabies immunoglobulin: 


Manufacturer (batch no. / expiry date):


Patient weight:     Dose (IU): 


Total volume infiltrated into and around wound (mL): 


2.  Rabies vaccination for pre- or post-exposure prophylaxis 


2.1  Pre-exposure vaccination regimens: 


 ■ One week, two-site intradermal: days 0 and 7 


 ■ One week, one-site intramuscular: days 0 and 7 


WHO_TRS_inside_final_2018_after_Corr_round5.indd   157 24/04/2018   20:50







158


W
H


O
 T


ec
hn


ic
al


 R
ep


or
t S


er
ie


s N
o.


 1
01


2,
 2


01
8


WHO Expert Consultation on Rabies  Third report


2.2  Modified post-exposure vaccination regimen (for people immunized previously*):


 ■ Three-day, two-site intradermal: days 0 and 3


 ■ Three-day, one-site intramuscular: days 0 and 3


 ■ Single-day, four-site intradermal: day 0


2.3  Post-exposure vaccination regimen (for people not previously immunized*): 


 ■ One-week, two-site intradermal: days 0, 3 and 7 


 ■ Two-week, one-site intramuscular: days 0, 3, 7 and between days 14–28 


 ■ Three-week intramuscular: days 0 (2 sites), 7 (one site) and 21 (one site)


 ■ Other (specify) 


* People who have received at least two sessions of intramuscular or intradermal rabies vaccination, 
as either pre- or post-exposure prophylaxis, are considered previously immunized against rabies.


Pre- or post-exposure prophylaxis vaccination record 


Date of  
vaccination 


Day 0 Day 3 Day 7 Day 14 Day 21 Day 28


Date of vaccination


Vaccination centre/Place


Vaccine type/name


Manufacturer (batch no.)/
Expiry date
Dose (mL)


Route (intradermal or 
intramuscular)
Site of vaccination


Adverse event, if any


RABV neutralizing 
antibody titre, if done/
method
Signature of physician


General remarks (if any):
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Annex 10. Currently available oral rabies vaccine products


Vaccine 
strain


Product 
name or 
brand name


Formula-
tion 


Vial size Company Country


SPBN-
GASGAS


IDT 
Biologika


RABV 3rd Reverse genetics 
with site-directed 
mutagenesis


Licensed for 
wildlife


ERA G333 Prokov RABV 3rd Reverse genetics 
with site-directed 
mutagenesis


Licensed for 
wildlife


SAG2* Virbac RABV 2nd Monoclonal 
selection mutant


Licensed for 
wildlife


SAD B19 IDT 
Biologika


RABV 1st Serial (passaged in 
vivo/in vitro)


Licensed for 
wildlife


SAD Bern Bioveta RABV 1st Serial (passaged in 
vivo/ in vitro)


Licensed for 
wildlife


RB-97 FGBI 
“ARRAIH”


RABV 1st Serial (passaged in 
vivo/ in vitro)


Licensed for 
wildlife


VRC-RZ2 No 
information 


RABV 1st Serial (passaged in 
vivo/ in vitro)


No 
information


KMIEV-94 No 
information 


RABV 1st Serial (passaged in 
vivo/ in vitro)


No 
information


V-RG* Merial Vaccinia 
virus


Recombinant, 
expressing rabies 
glycoprotein


Licensed for 
wildlife


AdRG1.3 Artemis 
Technologies


Adenovirus Recombinant, 
expressing rabies 
glycoprotein


Licensed for 
wildlife 


WHO_TRS_inside_final_2018_after_Corr_round5.indd   159 24/04/2018   20:50







160


W
H


O
 T


ec
hn


ic
al


 R
ep


or
t S


er
ie


s N
o.


 1
01


2,
 2


01
8


WHO Expert Consultation on Rabies  Third report


Annex 11. Verbal autopsy questionnaire


Suspected rabies


Name of interviewer: _______________________ Date of interview: – – / – – / – – – –


Name of deceased: ________________________


State/Province:_________________________City/Locality: __________________


Street: ___________________________________________________________


GPS coordinate: ____________ / ___________


I. Information about respondent


1.1 Name of main respondent _______________________ 


1.2 Contact information


State/Province:_______________________ City/Locality: ____________________


Street: ________________________________  
GPS coordinate: ____________ / ___________


1.3 Age of main respondent ________ (in years)


1.4 To the main respondent: 


What was your relationship to [deceased’s name]?


 ■ Parent


 ■ Spouse 


 ■ Sibling


 ■ Child


 ■ Son-in-law or daughter-in-law


 ■ Parent-in-law


 ■ Friend or neighbour


 ■ Community leader


 ■ Health care worker (facility name): _________________________


 ■ Other (specify)_________________________
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II. Information about patient 


2. Demographics


2.1 Country of origin of deceased: __________________________


2.2 Ethnic group (optional) _______________________ 


2.3 Nationality (optional) ___________________________


2.4 Sex ______________


2.5 Age (years) ________  Unknown 


2.5.1 For infants, record the most appropriate: Month(s) ____Week(s) ____ Days ____ 


2.6 Occupation _____________________________


2.7 Level of education 


 ■ Illiterate 


 ■ Below primary


 ■ Primary or middle 


 ■ Secondary or high 


 ■ College graduate 


 ■ Postgraduate 


 ■ Professional degree 


 ■ Other (specify) ________________________________


 ■ Unknown


III. Exposure (during previous 12 months)


3.1 Did any family pets or livestock die during the 12 months before the patient’s illness?


 ■ Yes (Date of death: – – / – – / – – – –)


 ■ No


 ■ Unknown


3.2 Did [deceased’s name] have any contact with animals (bite, scratch, lick) within the 12 
months before the illness that led to death?


 ■ No 


 ■ Yes 


 ■ Unknown 
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3.3 If yes, please describe the animal contact events


Animal 1 Animal 2 Animal 3


3.3.1 On what date 
did [deceased] have 
contact with this 
animal?


– – / – – / – – – – – – / – – / – – – – – – / – – / – – – –


3.3.2 What type of 
animal?


– Dog
– Cat
– Bat
– Livestock
– Other: __________


– Dog
– Cat
– Bat
– Livestock
– Other: __________


– Dog
– Cat
– Bat
– Livestock
– Other: __________


3.3.3 Was the 
animal owned?


– Owned by deceased
– Owned by community
– Not owned
– Wild
– Unknown 


– Owned by deceased
– Owned by community
– Not owned
– Wild
– Unknown 


– Owned by deceased
– Owned by community
– Not owned
– Wild
– Unknown 


3.3.4 Did the 
animal have any 
signs of disease 
(Describe)?


�Yes  �No  �Unknown �Yes  �No  �Unknown �Yes  �No  �Unknown


– Aggression
– Paralysis 
– Biting
– Hypersalivation
– Lethargy
– Other: 


– Aggression
– Paralysis 
– Biting
– Hypersalivation
– Lethargy
– Other: 


– Aggression
– Paralysis 
– Biting
– Hypersalivation
– Lethargy
– Other: 


3.3.5 Is the animal 
alive today? (If no, 
estimate date of 
death?)


�Yes  �No  �Unknown


– – / – – / – – – –


�Yes  �No  �Unknown


– – / – – / – – – –


�Yes  �No  �Unknown


– – / – – / – – – –


3.3.6 Was the 
animal observed for 
at least 10 days after 
the exposure?


– Yes, alive after 10 days
– Yes, died during 
   observation
– No 
– Unknown  


– Yes, alive after 10 days
– Yes, died during 
   observation
– No 
– Unknown


– Yes, alive after 10 days
– Yes, died during 
   observation
– No 
– Unknown


3.3.7 Was the 
animal tested for 
rabies?


– Yes, rabies positive
– Yes, rabies negative
– No 
– Unknown


– Yes, rabies positive
– Yes, rabies negative
– No 
– Unknown


– Yes, rabies positive
– Yes, rabies negative
– No 
– Unknown
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Animal 1 Animal 2 Animal 3


3.3.8 Was the 
deceased bitten by 
this animal?


�Yes  �No  �Unknown


Location of bite:
– Head 
– Trunk 
– Upper limb 
– Hands 
– Lower limb 
– Genitalia 
– Other: 


�Yes  �No  �Unknown


Location of bite:
– Head 
– Trunk 
– Upper limb 
– Hands 
– Lower limb 
– Genitalia 
– Other: 


�Yes  �No  �Unknown


Location of bite:
– Head 
– Trunk 
– Upper limb 
– Hands 
– Lower limb 
– Genitalia 
– Other: 


3.3.9 Did the 
deceased have other 
contact with the 
animal (i.e. licked, 
scratched)?


– Scratch
– Saliva contact with 
   open wound or  
   mucous membrane
– Neural tissue contact 
   with open wound or 
   mucous membrane
– Other:


– Scratch
– Saliva contact with 
   open wound or  
   mucous membrane
– Neural tissue contact 
   with open wound or 
   mucous membrane
– Other:


– Scratch
– Saliva contact with 
   open wound or  
   mucous membrane
– Neural tissue contact 
   with open wound or 
   mucous membrane
– Other:


3.3.10 What 
treatment did the 
patient recieve for 
this contact?


– Washed the wound
– Sought medical care
– Received rabies 
   vaccination


– Washed the wound
– Sought medical care
– Received rabies 
   vaccination


– Washed the wound
– Sought medical care
– Received rabies 
   vaccination


Notes:
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4. Rabies treatment


4.1 Did [deceased’s name] receive treatment for any of the animal exposures above?


 ■ Yes


 ■ No


 ■ Don’t know


4.2 Was any of this treatment received at home?


 ■ Wound washing


 ■ Over the counter medications


 ■ Traditional medicines


 ■ Other: ______________________________


 ■ None


 ■ Unknown


4.3 Where did [deceased’s name] go for medical care for any of the exposures listed 
above?


Traditional healer Medical practitioner Other: _____________


Facility name


Facility 
location


Date(s) visited 1: – – / – – / – – – –
2: – – / – – / – – – –
3: – – / – – / – – – –


1: – – / – – / – – – –
2: – – / – – / – – – –
3: – – / – – / – – – –


1: – – / – – / – – – –
2: – – / – – / – – – –
3: – – / – – / – – – –


– Antibiotics 
– Tetanus 
– Wound washing
– Rabies post-exposure  
   prophylaxis or  
   treatment
– Traditional medicine 
– Other (specify)


– Antibiotics 
– Tetanus 
– Wound washing
– Rabies post-exposure  
   prophylaxis or  
   treatment
– Traditional medicine 
– Other (specify)


– Antibiotics 
– Tetanus 
– Wound washing
– Rabies post-exposure  
   prophylaxis or  
   treatment
– Traditional medicine 
– Other (specify)
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4.4  If the patient received rabies vaccination, please record the type of vaccine and dates 
received:


 ■ Nerve tissue vaccine 


 ■ No. of injections ____________________


 ■ Date started:  – – / – – / – – – –


 ■ Vaccination series completed? ____Yes _____No _____Donít know 


 ■ If yes, date completed:  – – / – – / – – – –


 ■ Nerve tissue vaccine 


 ■ Cell culture vaccine 


 ■ No. of injections ____________________


 ■ Date started:  – – / – – / – – – –


CCV RIG Vaccine 1 Vaccine 2 Vaccine 3 Vaccine 4 Vaccine 5


Dose 
received?


– Yes
– No
– Unknown


– Yes
– No
– Unknown


– Yes
– No
– Unknown


– Yes
– No
– Unknown


– Yes
– No
– Unknown


– Yes
– No
– Unknown


Date 
received?


4.5  Had the patient ever been vaccinated against rabies prior to this exposure?


 ■ Yes: Year of vaccination:  – – / – – / – – – –


 ■ No


 ■ Unknown


5. Signs and symptoms 


5.1  Time to symptom onset and death


Interviewer: I am going to ask you some questions about [deceased’s name’s] activities 
during the 3 months before the illness began and during the illness.


5.1.1  When did the illness that led to death begin? 


Day – – Month – – Year – – – –  Unknown 


5.1.2 If you donít remember the exact date, approximately how long ago did the illness 
begin? 


Day – – Month – – Year – – – –  Unknown
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5.1.3 How many days after illness did [deceased’s name] die?


Number (estimate if needed): ___________


5.2  During the illness did [deceased’s name] seek medical assistance?


 ■ Yes: (Date):  – – / – – / – – – –


 ■ No


 ■ Unknown


5.3  During the illness was [deceased’s name] admitted to a hospital?


 ■ Yes: (Date):  – – / – – / – – – –


 ■ No


 ■ Unknown


5.4  Characteristics of illness that led to death
---


5.5  Was any relevant diagnostic testing performed?


Disease Test performed Date Result Comment


Encephalitis Lumbar 
puncture
Blood count


WBC count:


Rabies DFA or DRIT


Mosquito-borne 
encephalitis
Herpes simplex 
virus
Zoster 
encephalitis
Enterovirus


Measles virus


Bacterial 
meningitis
Malaria


Toxoplasmosis


5.6  Date of death 
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5.6.1 What was the date of [deceased’s name] death? Day – – /Month – – /Year – – – –


5.6.2 Where did [deceased’s name] die?


 ■ Home


 ■ Hospital (specify)_____________ 


 ■ Other health facility (specify) ________________


 ■ Other (specify)________________


5.6.3 Did anyone else in the community develop an illness similar to [deceased’s name] 
within the past 12 months? (If  “Yes”, collect contact information for other suspected cases 
to initiate verbal autopsy of additional cases.)


 ■ Yes


 ■ No 


 ■ Unknown


If yes, please describe:


6. Postmortem information 


6.1  Postmortem report available (if any):


 ■ Yes


 ■ No 


 ■ Unknown


6.2  Death certificate available? 


 ■ Yes


 ■ No 


 ■ Unknown


6.3  Did [deceased’s name] have any evidence of recent wounds?


 ■ Yes


 ■ No 


 ■ Unknown


6.4  Did [deceased’s name] have any evidence of healed wounds?


 ■ Yes
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 ■ No 


 ■ Unknown


Contact investigation


Collect the names and contact information for any family, community members or 
hospital workers who had contact with the suspected rabies case in the 14 days before 
symptom onset until death.


Collect the names and contact information for any people who had contact with the 
animal suspected of transmitting rabies to the case.


Risk assessments should be conducted with these people to rule out potential exposure. 


Information to guide enumerators in deciding on the likelihood of human rabies


Human exposure to rabies 


Possible exposure: A person who had close contact (usually a bite or scratch) with a 
rabies-susceptible animal in (or originating from) a rabies-infected area (question 3.2). 


Probable exposure: A person who had close contact (usually a bite or scratch) with an 
animal displaying clinical signs consistent with rabies at time of the exposure or within 10 
days following exposure in a rabies-infected area (questions 3.3.4, 3.3.5, 3.3.6). 


Confirmed exposure: A person who has had close contact (usually a bite or scratch) with 
a laboratory-confirmed rabid animal (question 3.3.7).


WHO_TRS_inside_final_2018_after_Corr_round5.indd   168 24/04/2018   20:50







Annexes


169


Human clinical case definition:


A person with fever (question 5.4.3); AND two or more clinical signs compatible with 
rabies (questions 5.4.5, 5.4.6, 5.4.7, 5.4.8, 5.4.9, 5.4.10, 5.4.11, 5.4.12, 5.4.14, 5.4.15, 5.4.16, 
5.4.17); AND no previous vaccination for rabies (questions 4.4 and 4.5); AND death 
within 21 days of symptom onset (question 5.1.3); AND no other laboratory findings 
consistent with an alternative diagnosis (question 5.5).


OR


A person whose health care record contains a diagnosis of rabies (question 5.5).


OR


A person whose death certificate lists rabies as a cause of death or a significant condition 
contributing to death (questions 6.1 and 6.2).


Classification of human rabies


Not a case: Does not meet the clinical definition


Suspected: A case that is compatible with the human clinical case definition 


Probable: A suspected case with probable or confirmed exposure to rabies 


Confirmed: A suspected or probable case that is confirmed in a laboratory


Determination of case category


Names of Investigator(s), signatures of local informants and designation


1. _________________________ _____________________________


2. _________________________ _____________________________


3. _________________________ _____________________________


4. _________________________ _____________________________


Additional enclosures (description) as evidence of rabies


1. ________________________________________ (Pages____________)
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2. ________________________________________ (Pages____________)


3. ________________________________________ (Pages____________)


4. ________________________________________ (Pages____________)
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Annex 12. Animal bite investigation form


Date of notification: _ _/ _ _ / _ _ _ _ Name: _______________________ 


Animal ID: |__|__| |__|__| |__||__|


NOTIFICATION


1. Reported from:   � Surveillance unit__________________


� Health department: ________________________ 


� Hospital: _________________________________ 


 � Veterinary agent: _______________________________


 � Veterinarian  


 � Public 


2. Reason for report: 


� Human exposure (bite or scratch)      � Sick animal      � Hit by car 


� Other ____________ 


3. Type of animal:    � Dog       � Cat       � Goat       � Pig       � Mongoose 


� Other ____________________________ 


4. Was this animal:    � Owned      � Stray      � Unknown 


5. Location of animal exposure:  District__________________ 


Commune ______________________ Street_____________________


Notes: 


Medical contact’s name:  ___________________


Telephone number:  _________________


Patient’s name:  _________________________


Age: ___________ 


Telephone number: _________________
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INVESTIGATION


6. Date of investigation: _ _/ _ _ / _ _ _ _  


7. Type of investigation?    � Owner telephone consultation   � In-person investigation


8. How many people were bitten by the animal? ______________ How many people 
were scratched by the animal? ______________


9. How many people started rabies vaccine? _________How many people did you 
refer for medical treatment? __________


10. What other animals were bitten by this animal? How many? 


� Dog _____  � Cat _____  � Goat _____  � Other _____


11. Was the animal located?    � Yes      � Alive       � Escaped capture 


� Dead, killed by owner      � Dead, killed by public 


� Dead, killed by car      � Dead, natural causes       � Dead, unknown causes


 No   � Not found       � Dead, killed by owner       � Dead, killed by public 


 � Dead, killed by car      � Dead, natural causes      � Dead, unknown causes


12. Where was animal located? Department/Commune__________________ 


GPS coordinate: ____________ / ___________


13. What is the animal’s age? 


� Puppy      � Junior      � Adult      � Senior     � Unknown 


14. What is the animal’s sex?      � Male      � Female 


15. Has the animal been vaccinated for rabies? 


� Yes, year: _________       � Not vaccinated        � Unknown


Notes: 
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ASSESSMENT


16. Signs of disease:    � Aggression    � Biting    � Hypersalivation    � Paralysed      
� Lethargy     � Unknown     � Other (specify) _____________________________


17. Rabies assessment:   


� Healthy       � Sick, signs of rabies       � Sick, not rabies       � Dead     


� Other (specify) _________________________________________________


18. Assessment decision:


� Quarantine     � Euthanize     � Dead      � Other _______________________


19. Quarantine results:       � Healthy after 14 days


20. Was the animal submitted for testing?      � Yes, date: _________         � No


Notes: 


Day 5 follow-up:


Day 10 follow-up:


LAB


21. Date specimen received at laboratory: ______________ 


22. Lab ID Number: ______________ 


23. Date tested: ______________ 


24. Test results:      � Positive      � Negative      � Inconclusive 


� Hospital notified, date: _ _/ _ _ / _ _ _ _      


� Health department notified, date:  _ _/ _ _ / _ _ _ _ 


� Euthanised   � Natural causes  � Other ________


� Killed by owner   � Killed by community 
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Annex 13. WHO data collection template
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Annex 14. Template dossier for validation and verification
This template dossier was designed to help managers of national rabies programmes 
prepare a dossier with supporting evidence for presentation to WHO, requesting 
validation that rabies has been eliminated as a public health problem and/or requesting 
verification that dog-mediated rabies has been eliminated. The information presented 
in the dossier will help reviewers to understand the achievements of the programme by 
providing both epidemiological evidence and the broader context.


(Country)


Date of submission:


Date of review:


1. Background


A country previously endemic for rabies may apply for accreditation as having eliminated 
rabies as a public health problem (validation) if it has not had a human death from dog-
mediated rabies for at least 2 years (24 months), is operating and continues to maintain 
an adequate surveillance and reporting system for rabies and demonstrates effective 
implementation of a rabies control programme in human and animal populations. 


A country may apply for accreditation as having eliminated dog-mediated rabies 
(verification) if it, in addition to meeting the criteria for validation described above, is 
operating and continues to maintain an enhanced surveillance and reporting system 
for rabies and demonstrates an effective strategy for maintaining freedom from dog-
mediated rabies.


1.1 General documentation (optional)


Adequate documentation is necessary to provide the essential data for validation 
and verification. It is preferable that these data and subsequent documentation be 
standardized among countries within a region.


For both validation and verification, provide an overview of: 


  a. Demographic and economic features of the country 


  b. Overview of the health care system in the country 


  c. Overview of the animal health system in the country 


  d. Information about past rabies epidemiology in the country, including interventions  
  before enforcement of the current national rabies programme
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For verification, also provide an overview of: 


  a. Procedures for provision of post-exposure prophylaxis


  b. Procedures for clinical and laboratory diagnosis of human and animal cases


  c. If completed, evidence of zero human rabies deaths (e.g. documentation  
  submitted for validation)


2. Rabies programme overview (required)


For validation, describe in narrative form:


  a. Evidence of a national rabies control programme, including: 


   i. Regulatory framework relevant to rabies, including rabies notification 


   ii. National rabies control strategy, including implementation, responsibilities by  
   sector, structure and year established


   iii. Data collection and management system


  b. Evidence that control activities are in place, including:


   i. Availability and provision of PEP in the country 


   ii. Campaigns on rabies awareness and dog-bite prevention


   iii. Overview of dog vaccination campaigns 


   iv. Information on dog population management measures in place, including  
   movement regulations 


   v. OIE endorsement1 of an official control programme for dog-mediated rabies, if  
   successfully sought


For verification, describe in narrative form:


  a. For formerly endemic countries, evidence that mass dog vaccination programmes  
  controlled rabies i.e.:


   i. Overview of dog vaccination campaigns over at least 5 years, including ongoing  
   mass dog vaccination programmes in at-risk areas or other evidence of  
   successful control of canine rabies


   ii. Estimated dog population size, methods for coverage and population  
   estimates 


  b. Information on dog population management measures in place  
  Evidence that the national control programme has controlled rabies 


   iii. A decrease in the occurrence of rabies over at least 5 years for countries with a  
   recent history of endemic rabies


1  OIE endorsement processes for dog-mediated rabies control programmes are being prepared and are expected 
to come into effect in 2019.
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   iv. OIE self-declaration of freedom from rabies if successfully sought (http://www. 
   oie.int/index.php?id=169&L=0&htmfile=chapitre_selfdeclaration.htm)  
   (optional) 


3. Implementation of national rabies control and prevention strategy


3.1 Evidence of control activities (required)


For both validation and verification, describe in narrative form:


 ■ Availability and provision of PEP in the country, including:


 – type of vaccine and RIG available and their distribution mechanisms sub-na-
tionally


 – number and proportion of animal bite treatment or primary health care cen-
tres with capacity for PEP (provision of vaccine only versus vaccine and RIG)


 – standard operating procedures for PEP administration


 – number of vaccine and RIG doses administered per year


 – proportion of PEP courses administered by intramuscular or intradermal regi-
mens


 – PEP payment systems


 ■ Number and geographical coverage of campaigns on rabies awareness and dog-
bite prevention


 ■ Dog vaccination campaigns during the past 5 years, including:


 – number of dogs vaccinated per year and by appropriate administrative sub-
division 


 – vaccination coverage by year and by appropriate administrative subdivision 


 – estimated dog population in the country 


 – target animal populations for vaccination


 – type of vaccine used


 – source of vaccine


 – current vaccine stocks


 ■ Dog population management, including regulations on dog movement.


WHO_TRS_inside_final_2018_after_Corr_round5.indd   177 24/04/2018   20:50







178


W
H


O
 T


ec
hn


ic
al


 R
ep


or
t S


er
ie


s N
o.


 1
01


2,
 2


01
8


WHO Expert Consultation on Rabies  Third report


For verification, also describe:


 ■ The method by which dog vaccination coverage and population sizes were esti-
mated over a minimum of 5 years.


 ■ Emergency preparedness and response plan to be implemented in case of intro-
duction or re-emergence of dog-mediated rabies.


3.2 Rabies surveillance (required)


For both validation and verification, describe:


  a. Evidence that adequate rabies surveillance is in place to detect rabies deaths if  
  they were to occur, including: 


   i. National notification of both human and animal rabies cases 


   ii. Capability to diagnose rabies cases with WHO-/OIE-recommended standard  
   diagnostic tests 


   iii. Evidence of sample submissions from all parts of endemic and adjacent  
   (rabies-free) areas of the country, including maps showing positive and  
   negative test results to assess coverage and possible gaps in surveillance


   iv. The number of suspected or probable human rabies cases or probable rabies  
   exposures that have been investigated each year and the nature of the  
   investigation (including clinical and laboratory diagnosis, verbal autopsy,  
   community surveys, trace-back investigations)


   v. Incidence of cases of acute encephalitis syndrome (AES)2  per 100 000 people per  
   year and description of the surveillance system for detection, reporting and  
   investigation of cases of human AES from all areas of the country; OR


   vi. If AES data are not available, or are not exhaustive, demonstration of a  
   surveillance system able to detect, report and investigate suspect cases of  
   human rabies from all areas of the country 


   vii. Rabies surveillance for animals in line with the OIE Terrestrial animal health  
   code (Chapter 1.4: http://www.oie.int/index.php?id=169&L=0&htmfile= 
   chapitre_surveillance_general.htm), including:


 –  Number of rabies cases in dogs and other animals (clinical and laboratory-
confirmed)


 –  Number of dog and other suspected rabid animal bite incidents in humans 
and animals per year


2  AES is clinically defined as a syndrome in a person of any age, at any time of year involving acute onset of fever 
and at least one of: (a) change in mental status (including symptoms such as confusion, disorientation, coma 
or inability to talk); (b) new onset of seizures (excluding simple febrile seizures). Other early clinical findings 
may include increased irritability, somnolence or abnormal behaviour greater than that seen with usual febrile 
illness. The incidence of AES will be evaluated with reference to expected levels.
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 –  Number of routine epidemiological investigations on suspected or prob-
able rabies cases in dogs, including procedures for rapid collection and 
transport of samples from suspected cases to a laboratory for diagnosis


 –  Sampling strategy used


 –  Methods for monitoring dog vaccination coverage


For verification, also describe:


  b. Evidence that enhanced dog rabies surveillance has been in place for at least 24  
  months after the last detected rabies case, including:


   i. Risk assessment of probable exposures presenting to health facilities 


 – Numbers of probable exposures reported (and PEP courses initiated)


 – Number of alerts on and early detections of any imported cases 


   ii. Epidemiological investigations of probable exposures undertaken rapidly  
   (< 14 days from clinical presentation) and the outcome of the investigation,  
   including:  


 –  Numbers of probably rabid animals reported


 –  Sample collection and testing of all dead or killed suspected rabid animals. 
It is expected that samples can be recovered from ~50% of suspected ani-
mals. All animals that did not survive the 10-day observation period should 
be tested.


 –  In the event of a confirmed human or animal rabies case, molecular char-
acterization of the virus isolate to identify whether the case was due to in-
fection with a wildlife variant, a bat lyssavirus or a non-indigenous infection 
(if available).


3.3 Procedures to maintain validation and/or verification (required)


For both validation and verification, describe in narrative form: 


  a. Plans for post-validation and/or post-verification rabies surveillance, including:


   i. Procedures and evidence of continued surveillance to ensure early detection  
   of any imported case and the appropriate treatment of people exposed to  
   non-canine rabies variants or lyssaviruses or bitten while travelling


  b. Plans for continued provision of human post-exposure prophylaxis


  c. Cross-border plan to prevent reintroduction of rabies from neighbouring countries 
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For verification, also describe:


  a. OIE self-declaration of country free from infection with dog-mediated RABV  
  (see Chapter 1.6 of the OIE Terrestrial animal health code: http://www.oie.int/ 
  index.php?id=169&L=0&htmfile=chapitre_selfdeclaration.htm). 


  b. Evidence that a contingency plan is in place to effectively respond to an  
  introduction


   i. Animal movement regulations 


   ii. Regular risk assessments


 –  Of incursions from other countries/regions


 –  Of other circulating wildlife rabies variants/ lyssaviruses


   iii. Outbreak response strategy, including evidence of continued access to dog  
   vaccines and PEP in the event of an outbreak


4. Resources and partnerships (optional)


For both validation and verification, provide:


  a. Briefly describe the human resources employed to implement the programme


  b. Estimate internal and external financial resources used for the programme over  
  time


  c. Sustainable resource mobilization strategy for the post-validation/verification  
  phase 


5. Special issues (optional)


For both validation and verification, provide the following:


  a. Descriptions of any special circumstances that have affected the programme.  
  These could include, but are not limited to:


   i. Stability or security issues in the country; and/or 


   ii. Re-introduction from other rabies-endemic countries.


  b. Descriptions of any specific efforts to investigate rabies cases and/or intervention  
  coverage in difficult-to-reach populations (e.g., nomadic peoples, internally  
  displaced persons, or refugees). 
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6. Bibliography (required)


Insert a bibliography of all data sources used to develop this dossier, including:


 ■ Ministry of health records


 ■ Records from veterinary services


 ■ Published papers (scientific, policy, etc.)


 ■ Academic theses and dissertations


Copies of unpublished documents may be requested by WHO. 


7. Abbreviations (required)


Insert a list of all abbreviations used in the dossier, with their definitions.
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Annex 15. WHO collaborating centres on rabies, neurovirology, viral  
 zoonoses and zoonoses control


WHO Collaborating Centre for Reference and Research on Rabies, Institut Pasteur, 28 rue 
du Docteur Roux, 75724 Paris, France


 Head, Dr Hervé Bourhy; e-mail: herve.bourhy@pasteur.fr


WHO Collaborating Centre on Research and Management on Zoonoses Control, 
Laboratory of Rabies and Wild Animals of Nancy, Agricultural and Veterinary 
Technopole, PO 40009, 54220 Malzéville, France


 Head, Dr Florence Cliquet; e-mail: florence.cliquet@anses.fr


WHO Collaborating Centre for the Characterization of Rabies and Rabies-related Viruses, 
Animal Health and Veterinary Laboratories Agency, Weybridge, Surrey KT15 3NB, 
United Kingdom


 Head, Dr Anthony Fooks; e-mail: tony.fooks@apha.gsi.gov.uk


WHO Collaborating Centre for Rabies Surveillance and Research, Friedrich-Loeffler 
Institut, Federal Research Institute for Animal Health, Sudufer 10, 17493 Greifswald-
Insel Reims, Germany


 Head, Dr Thomas Müller; e-mail: thomas.mueller@fli.bund.de


WHO Collaborating Centre for Traveller’s Health, University of Zurich, Hirschengraben 84, 
8001 Zurich, Switzerland


 Head, Dr Christoph Hatz, e-mail: christoph.hatz@unibas.ch


WHO Collaborating Centre for Control and Epidemiology of Rabies in Carnivores, Canadian 
Food Inspection Agency, 3851 Fallowfield Road, ON, Canada


 Head, Dr Christine Fehlner-Gardiner; e-mail: Christine.Fehlner-Gardiner@inspection.
gc.ca


WHO Collaborating Centre for Neurovirology, Thomas Jefferson University, 233 South 
10th Street, Philadelphia, PA 19107, USA


 Head, Dr Matthias Schnell; e-mail: matthias.schnell@jefferson.edu


WHO Collaborating Centre for Reference and Research on Rabies, Wistar Institute, 3601 
Spruce Street, Philadelphia, PA 19104, USA


 Head, Dr Hildegund Ertl; e-mail: ertl@wistar.upenn.edu
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WHO Collaborating Centre for Reference and Research on Rabies, Centers for Disease 
Control and Prevention, 1600 Clifton Road, Atlanta, GA 30333, USA


 Head, Dr Jesse Blanton; e-mail: asi5@cdc.gov


WHO Collaborating Centre in Rabies, Institut Pasteur of São Paulo, Av. Paulista, 393, São 
Paulo, Brazil


 Head, Dr Lucianna Gomes / Dr Juliana Galera Castilho; e-mail pasteur@pasteur.saude.
sp.gov.br / jgcastilho@pasteur.saude.sp.gov.br 


WHO Collaborating Centre for Rabies Epidemiology, Division of Zoonosis, National Centre 
for Disease Control, 22-Sham Nath, Delhi 110054, India


 Head, Dr Mala Chabra; e-mail: malachhabra@yahoo.co.in


WHO Collaborating Centre for Reference and Research in Rabies, Department of 
Neurovirology, National Institute of Mental Health and Neurosciences, PO Box 2900, 
560029 Bangalore, India


 Head, Professor V. Ravi / Dr Reeta Mani; e-mail: virusravi@gmail.com/ drreeta@gmail.
com


WHO Collaborating Centre for Research on Rabies Pathogenesis and Prevention, Queen 
Saovabha Memorial Institute, Thai Red Cross Society, 1871 Rama IV Road, 10330 
Bangkok, Thailand


 Head, Professor Visith Sitprija; e-mail: sitprija@yahoo.com; and Dr Pakmanee Narumol; 
e-mail: npakmanee@yahoo.com


WHO Collaborating Centre for Reference and Research on Rabies, Pasteur Institute of Iran, 
Pasteur No. 69, 1316943551, Tehran, Islamic Republic of Iran 


 Head, Dr Alireza Gholami; e-mail: a.gholami@pasteur.ac.ir
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health and prevent and control disease throughout the world, WHO’s books 
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people of the highest possible level of health.
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Since the launch of the Global framework to eliminate human 
rabies transmitted by dogs by 2030 in 2015, WHO has worked 
with the Food and Agriculture Organization of the United 
Nations, the World Organisation for Animal Health, the Global 
Alliance for Rabies Control and other stakeholders and partners 
to prepare a global strategic plan. This includes a country-centric 
approach to support, empower and catalyse national entities to 
control and eliminate rabies.
In this context, WHO convened its network of collaborating 
centres on rabies, specialized institutions, members of the WHO 
Expert Advisory Panel on Rabies, rabies experts and partners 
to review strategic and technical guidance on rabies to support 
implementation of country and regional programmes.
This report provides updated guidance based on evidence 
and programmatic experience on the multiple facets of rabies 
prevention, control and elimination. Key updates include: (i) 
surveillance strategies, including cross-sectoral linking of systems 
and suitable diagnostics; (ii) the latest recommendations on 
human and animal immunization; (iii) palliative care in low-
resource settings; (iv) risk assessment to guide management of bite 
victims; and (v) a proposed process for validation and verification 
of countries reaching zero human deaths from rabies.
The meeting supported the recommendations endorsed by the 
WHO Strategic Advisory Group of Experts on Immunization 
in October 2017 to improve access to affordable rabies 
biologicals, especially for underserved populations, and increase 
programmatic feasibility in line with the objectives of universal 
health coverage.
The collaborative mechanisms required to prevent rabies are a 
model for collaboration on One Health at every level and among 
multiple stakeholders and are a recipe for success.
Rabies is a vaccine-preventable disease. The provision of support 
to countries will end the pain and suffering due to rabies that 
burdens people, especially children. Investing in rabies control 
and elimination strengthens health systems, improves equity and 
access to health care and contributes to sustainable development. 
Investment in rabies elimination is not only for elimination of 
this fatal but preventable disease but also for building capacity 
in the world’s most neglected regions.
This report, requested by countries, provides hands-on guidance 
to drive progress towards rabies elimination.
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Sharing of results to 
relevant stakeholders  


Interview and 
counselling of relatives 


Identification of 
exposed persons 


  


PEP administration 
to exposed persons 


  


Coordination  Ring vaccination 


Reporting to 
 information system 


Case investigation 


Loc human RESU-ESR 
Hospital 


Hospital 


Hospital 


Lab 


Hospital 


HESU Lab 


HESU Loc ESU 


RESU 


HESU Loc ESU 


RESU 


Loc animal 


Loc human 


Reg human RESU 


Loc ESU 


HESU Reg animal Loc animal 


Loc ESU 


RESU 


Loc human 


Reg human 


Loc ESU 


RESU 


Loc human 


Reg human 


ABTC/ABC 


ABTC/ABC 


DPCB EB - PIDSR 
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Form 1. Sample home quarantine form 


 


Daily dog observation monitoring form for home quarantine 


 


Species: ⃝ dog          ⃝ cat          ⃝ others: ______________ Name of animal: ______________________ 


Name of owner: ___________________________________ Contact number of owner: _____________ 
Address of owner: __________________________________________________________________________ 
 
 


Day 1 
 


__ / __ / __ 


Day 2 
 


__ / __ / __ 


Day 3 
 


__ / __ / __ 


Day 4 
 


__ / __ / __ 


Day 5 
 


__ / __ / __ 


Day 6 
 


__ / __ / __ 


Day 7 
 


__ / __ / __ 


 
⃝ Healthy 
⃝ With signs 
⃝ Died 


 
⃝ Healthy 
⃝ With signs 
⃝ Died 


 
⃝ Healthy 
⃝ With signs 
⃝ Died 


 
⃝ Healthy 
⃝ With signs 
⃝ Died 


 
⃝ Healthy 
⃝ With signs 
⃝ Died 


 
⃝ Healthy 
⃝ With signs 
⃝ Died 


 
⃝ Healthy 
⃝ With signs 
⃝ Died 


Remarks: Remarks: Remarks: Remarks: Remarks: Remarks: Remarks: 


 
Day 8 


 
__ / __ / __ 


Day 9 
 


__ / __ / __ 


Day 10 
 


__ / __ / __ 


Day 11 
 


__ / __ / __ 


Day 12 
 


__ / __ / __ 


Day 13 
 


__ / __ / __ 


Day 14 
 


__ / __ / __ 


 
⃝ Healthy 
⃝ With signs 
⃝ Died 


 
⃝ Healthy 
⃝ With signs 
⃝ Died 


 
⃝ Healthy 
⃝ With signs 
⃝ Died 


 
⃝ Healthy 
⃝ With signs 
⃝ Died 


 
⃝ Healthy 
⃝ With signs 
⃝ Died 


 
⃝ Healthy 
⃝ With signs 
⃝ Died 


 
⃝ Healthy 
⃝ With signs 
⃝ Died 


Remarks: Remarks: Remarks: Remarks: Remarks: Remarks: Remarks: 


 
If animal dies or shows the following signs with the 14-day observation period, contact the PVO/CVO/MAO immediately. 
 
Contact details: PVO   ___________________________ 
 CVO   ___________________________ 
 MAO ___________________________ 
  
 
Signs of rabies: 


 Withdrawal from and resistance to contact; seeking seclusion 


 Wide-eyed; reduced frequency or absence of blinking; dilated pupils; photophobia 


 Exaggerated, often aggressive, response to tactile, visual, or auditory stimuli 


 Snapping/biting at imaginary objects 


 Pica (eating or mouthing sticks, stones, soil, clothing, feces, etc) 


 Aggressively attacking inanimate objects 


 Sexual excitement with attempts to mount inanimate objects 


 Compulsive running or circling, often to the point of exhaustion 


 Obsessive licking, biting, or scratching at the site of viral inoculation 


 Dropped jaw, inability to swallow, excessive salivation 


 Change in tone, timbre, frequency, or volume of vocalizations 


 Flaccid or deviated tail/penis 


 Tenesmus (due to paralysis of the anal sphincter) 


 Muscular tremors 


 Acute onset of mono-para-,or quadri-paresis; lameness 


 Abnormal, exaggerated gait; ataxia and incoordination 


 Convulsive seizures 


 Paralysis, prostration, recumbency 


 Death 


 








Source: Bureau of Animal Industry, Department of Agriculture 


 


Form 2. BAI Case Investigation Form


 


 


 


 







Source: Bureau of Animal Industry, Department of Agriculture 


 


 


 


  


 







Source: Bureau of Animal Industry, Department of Agriculture 


 


 


 


 


 







Source: Bureau of Animal Industry, Department of Agriculture 


 


 








 


Department of Agriculture 
Regional Field Office III 


Capitol Compound 
City of San Fernando, Pampanga 


REGIONAL ANIMAL DISEASE DIAGNOSTIC LABORATORY  
 (045)-961-2934 


 


RABIES SUBMISSION FORM 


 


 


Rabies Submission Form 
Laboratory Specimen No:                    Date Submitted:                          Time:          AM/PM 
Owner:       Telephone/Cellphone No: 
Complete Address (Pls include Brgy) 
Sender:       Telephone/Cellphone No: 
Complete Address (Pls Include Brgy) 
Specimen: [  ] Whole carcass [  ] Head [  ] Brain  Receive by: 


 


ANIMAL PROFILE 


Residence of the animal for the last 15 days: 


Species:                                  Bread:              Sex:            Age:         (in month/s) 


Type of Ownership: [  ]Household Pet   Pet Management: [  ]Confined 


       [  ]Pet of Neighbor       [  ]Leashed 


       [  ]Stray Animal       [  ]Free 


Cause of death:   [  ]Euthanasia Date:   Time:    AM/PM 


  [  ]Illness  Date:   Time:   AM/PM 


  [  ]Accident Date:   Time:   AM/PM 


  [  ]others Date:   Time:   AM/PM 


Vaccination History: [  ]Rabies Type:             Date of Last Vaccination: 


   [  ]Others Type:             Date of Last Vaccination: 


Bitch Vaccinated? [  ]Yes [  ] No  If Yes:                Type: 


Contact with other animals? [  ] Yes [  ] No If Yes, Where? [  ]Household [  ]Neighborhood  


                                                                                                                                   [  ]others(specify) 


If sick, duration of illness: from  / /  to      /     / 


 Behavioral Changes     Other signs of illness 


 [  ]None       [  ]None 


 [  ]Restlessness      [  ]Diarrhea 


 [  ]Apprehensive watchful look    [  ]Vomiting 


 [  ]Unprovoked aggressiveness    [  ]inappetence 


 [  ]Aimless Running     [  ]Jaundice 


 [  ]Eating inanimate objects    [  ]Skin lesions 


 [  ]Drooling saliva      [  ]Lethargy/weakness 


 [  ]Paralysis:      [  ]Nasal/Ocular Discharge 


                   [  ]Hind leg/foreleg    [  ]Convulsion/Seizures 


                   [  ]Jaw/Tongue     [  ]Others(specify) 
 


VICTIM PROFILE 


Name:                                              Age:    Sex: 


Address: (Pls Specify Brgy) 


Date of Bite:                 Time of Bite:         AM/PM 


 Site of Bite      Nature of Bite 


[  ]Head        [  ]Upper Extremity   [  ]Scratch [  ]Multiple 


[  ]Trunk        [  ]Back    [  ]Single                 [  ]Bad 


[  ]Lower Extremity   [  ]Others(Specify)   [  ]Moderate [  ]Severe 


Bite Provoked?[  ]Yes [  ]No If Yes, Explain 


Location of Bite: [  ]Household  [  ]Neighborhood  [  ]Others(Specify) 


Others Victims, If any (Name & Address) 


Treatment Received: [  ]Anti-Rabies Type   Date Received: 


   [  ]Anti-Rabies Type   Date Received: 


   [  ]Others(Specify)   Date Received: 
 


RESULT OF EXAMINATION:               DME  FAT  MIT   OTHERS 


EXAMINED BY:     REMARKS: 


RECOMMENDATION: 
 


REVIEW OF REQUEST:       Date: 


Carcass/Samples cannot be retrieved once received by the laboratory 


 


 


   Receiving Staff          Conforme 



http://aa.wrs.yahoo.com/_ylt=A3xsfC3VFDRMbAcBVpOzRwx.;_ylu=X3oDMTB0cmxhNTdhBHNlYwNzYwRjb2xvA3NnMQR2dGlkA1BIQzAwMV8x/SIG=1igirff82/EXP=1278568021/**http:/ph.images.search.yahoo.com/images/view?back=http://ph.search.yahoo.com/search?ei=UTF-8&p=logo+of+Department+of+agriculture&vc=ph&w=642&h=637&imgurl=www.da.gov.ph/da_new_logo.jpg&size=81.1kB&name=da+new+logo+jpg&rcurl=http://www.da.gov.ph/&rurl=http://www.da.gov.ph/&p=department+agriculture+logo+of&type=jpeg&no=1&tt=845&oid=f0433db180329e7e&tit=da+new+logo+jpg&sigr=10l2shf96&sigi=10tpc1po3&sigb=12k0lt1vk&fr=yfp-t-711






                 


RESEARCH INSTITUTE FOR TROPICAL MEDICINE 
Filinvest Corporate City Compound 


Alabang, Muntinlupa City 
 


VETERINARY RESEARCH  


LABORATORY DIAGNOSIS FOR RABIES 


 
LRD-VRD-FM-01 


 
Revision No.: 1 


PAGE 1 of 2 


 


    Accession no. ________________________     Specimen no. ______________________ 


 


    Date______________  Time _______________  Received by  O VRD   O Clinical Lab 


 


    Animal Owned?         O No          O Yes   Interviewer’s Name __________________________________ 


    Name of Owner ________________________________ Name of Bearer _____________________________________ 


 


    Address_______________________________________ Address ____________________________________________ 


     No.        Street           Barangay       No.  Street  _Barangay 


    ______________________________________________  ____________________________________________ 


 City/Municipality  Province   Barangay  City/Municipality  Province 


   Contact Nos.  ________________________________                Contact Nos. ___________________________________ 


 


   Type of Specimen     O head   O whole body              O brain tissue                   O salivary gland 


 


   Transport of Storage of Specimen  O unpreserved (>3 hours at room temperature)   O fresh 


                    O with ice                   O frozen                O 50% buffered glycerol O formalin fixed  


  


     


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


ANIMAL    PROFILE 


Residence of Animal for the last 3 Months   O stray (address where the animal was found)   O home (indicate address below) 


_____________________________________________________________________________________________________ 


  No.       Street           Barangay   City/Municipality   Province 


 


Species    O Dog      O Cat       O Rat     O Hamster    O Rabbit    O Monkey    O Goat     O Cow    O Horse     O Bat      O Squirrel    


                                 O Others: specify ________ 


 


Sex   O Male   O Female   O Unknown        Age         O Unknown       O Years_____ Months_____ 


Breed: ________________________________________        Color: _________________________________________ 


 


Manner of Death 


O Euthanasia  Method____________________  Date____________________   Time____________________ 


O Found dead  Date________________________  Time___________________    Hours dead_______________ 


Cause of Death   O illness     O accident  O unknown 


 


Animal Vaccination History 


 Rabies  O Yes   O No   O Unknown 


If Yes,  Date of Last Vaccination _____________  Type ______________   Number of Vaccination _________ 


 


 Dam Vaccinated (for puppies up to 6 months old)   O Yes     O No       O Unknown     O Not Applicable 


If Yes,  Date__________________________________ Type _______________________ 


Status of Biting Animal  


  O  Owned      O Stray       O Community Animals       


 


Contact with Other Animal 


 O  No Contact    O  Household Contact   O  Minimal Contact with Outside Animals    O  Frequent Contact with Outside Animals        


 


O  Free-Roaming(owned)    O  Unknown        


     
Health Condition of Biting Animal  O Healthy                         O Sick                      O Unknown 


     If sick from (date)      ______________________   to    ______________________ 


  


Signs of rabies observed     O Yes   O No   O Unknown/Unobserved  


 If Yes,  Date of Onset   _______________________ 


 


Changes Observed   O apprehensive, watchful look               O mad biting of inanimate objects 


     O unprovoked aggressiveness  O aimless running 


     O drooling of saliva   O paralysis in 


 
 hindleg  


 
jaw and tongue 


      


Other Signs of Illness two weeks prior to or after biting incident  O Yes                O No       O Unknown/Unobserved 


 Changes observed   O lack of appetite                   O skin lesions                               O restlessness                                                   


     O diarrhea                  O jaundice                       O convulsions, seizures 


     O vomiting                              O nasal/ ocular discharges           O others__________________ 


Edited animal rabies form April 2021 
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    Storage Location of Specimen:           Freezer No. _____________            Box No. _____________ 


 


 


Reinterviewer’s Name ________________________________________ Date______________________________ 


              


  FAT _________________   MIT __________________  DRIT _________________ 


  Date__________________________________ Technologists _______________________ 


  Prosecutor _____________________________Received by    _______________________ 


Other Victims  O Yes   O No   If Yes, fill up a Victim Profile Form for each victim.  


Result Release:       O Yes   O No                                                                     Paid:  O Yes   O  No              OR No. 


Date:                      Time:  


 


Name & Signature ________________________________ 


 


Remarks __________________________________________________ 


 


 VICTIM    PROFILE 


Name _______________________________________ Age _______ Sex_______         Consulted at RITM?  O Yes   O No 


Address ___________________________________________________________         If Yes, RITM Hosp No.________ 


     No.    Street    Barangay 


 ___________________________________________________________         Contact Nos.__________________ 


City/ Municipality    Province  


 


Pre exposure rabies vaccination given?  O Yes   O No   O Unknown 


 


Circumstances of Bite 


 Date of bite _________________________  Time of Bite___________________ 


 Bite Provoked?  O Yes             O No Remarks_________________________________________________ 


 Place of biting incident   O household     O public area; specify_______________________________________________ 


 Geographic Location ________________________________________________________________________________ 


                   City/ Municipality          Province 


 


Sites of Bite              O head     O neck       O trunk Nature of Bite     O mild scratch (no bleeding) 


(check all that apply)         O upper extremity                                                             O single/transdermal (with bleeding) 


                                                O lower extremity                                                               O severe/multiple 


                                                                                                                                       O licking intact skin 


                                                                                                                                                      O licking broken skin 


                                                                                                                                                      O saliva splattering 


                      O others; specify____________________ 


     


Treatment received  O soap and water   O iodine    O alcohol                             O Iodine 


(check all that apply)  O tetanus toxoid                    O anti tetanus serum             O antibiotic 


O Anti-Rabies Vaccine                              O RIG                O Traditional methods 


             O others_________________ 


 


If traditional methods, specify        O stone            O garlic              O papaya soap 


                                                           O horn            O sucking           O herbal               O others _______________________________ 


 


RESULTS 


Edited animal rabies form April 2021 
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Verification 
Report 


 


Yes


Yes


Yes


Others, specify:


ClusteringSuspect N/A


DOH-RESUEB-DOH


Outbreak


Epidemiology Bureau  
Event-based Surveillance and Response (ESR)    
Tel: (02) 651-7800 loc 2929 


E-mail: esr.central@gmail.com                                                     Date of this Report 
                                                                                                                 


                                             
Classified Document: 
This document is distributed only to limited number of DOH and selected NGO staff in order to improve common awareness on reports and rumours of 
events which may have national/ international implications. Please send new or additional information on this or other public health events. 
 
 


Document Status INTERNAL 


 Type of Internal Document VERIFIED 


1 Report date and time Date this health event was first reported to Surveillance Team 


2 Verification date and time Date this health event was confirmed/verified by health authority 


3 Type of Health Event Check what is applicable: 
 
 


 
If an outbreak, who validated?  


 
 
 


Was a report made?  


4 Health event What happened? (type of health event reported) 


5 Location Complete address (number, Street/Barangay, municipality province) where the 
reported event was observed.  For multiple location (specify on description of cases) 


6 Start date Date of start of event or date of onset of first case 


7 Number of cases Initial number of reported case/s from the event 


8 Description of cases Pertains to who were affected (age and sex or nature of work), What are the common 
signs and symptoms of cases, when, where 


9 Number of deaths Initial number of reported death/s from the event 


10 Description of deaths Who were affected (age and sex), from Where? (address of fatalities)  When?  (Dates 
of fatalities) and What are the causes of deaths or description of symptoms prior to 
death of cases? 


11 Laboratory Examination Is there a procedure done?  
  
Specimen collected:  
 
Others: N/A 
Type of Examination done: Indicate what type of examination was done  
 Result: Laboratory findings as to specimen collected from the event 


  12 IHR Notification decision questions  
Is the public health impact serious? 
Is the event unusual or unexpected? 
Is there a significant risk of international spread? 
Is there a significant risk of international travel or 
trade restriction?  
 
Assessment done by: – ESR Officer, PHSD 


13 Assessment PHELC/ PHERC/ PHENC/ PHEIC 


14 Status of health event If the health event is Ongoing, Controlled or Closed 


  15 Actions taken What was done? By whom? When? 


16 Assistance needed Specific assistance needed, if there is any 


17 ESRU Action To just continue monitoring or will assistance be provided, etc . . . 


18 Remarks Other important information not elsewhere mentioned before 


Code:  YYYY-MM-DD 


Yes


No


No
No


No


Yes None


Blood/serum


Yes No


LGU


Stool/Rectal Swab CSF







 


DOH-EB-AEHMD-QMOP-03-Form2 Rev.5 


19 Who has been informed? To whom the information  have been shared (DOH offices, LHO, WHO and other stake 
holders) 


20 Source(s) of information Name, Office and contact numbers (landline/cellphone) 


21 Prepared by Name and signature of the ESR Officer/Coordinator who prepared the report, 
designation and his/her contact details 


22 Reviewed by:  Name and signature of the personnel who reviewed the report. 


23 Noted by: Name and signature of the supervisor/cluster head/ESU head.  
 


24 Approved by: Name and signature of the ESU head/chief of hospital/regional director  
 


*Public Health Event of Local (L), Regional (R), National (N) Concern  
** Public Health Emergency of International Concern (PHEIC); according to WHO-International Health Regulation Definition 
***Captured by National ESR Staff 
^Entries should be signed prior to release of verification form 
 
DISCLAIMER:  Every effort has been made to provide accurate, up-to-date information. However, the knowledge base is dynamic and errors can occur. By using the information 


contained in this list, the reader assumes all risks in connection with such use. The EB shall not be held responsible for errors, omissions nor liable for any special, 
consequential or exemplary damages resulting, in whole or in part, from any reader's use or reliance upon this material. 


 








Case Investigation Form


Type of exposure: bite saliva scratch Unknown Other, specify _______________ Date of Bite:_________________


Place where bitten:_______________ Site of Body bitten:______________


Category of Exposure:


Feeding/touching an animal


Licking of intact skin(with reliable history and thorough physical examination)


Exposure to patient with signs and symptoms of rabies by sharing of eating or drinking untensils


Casual contact(talking to, visiting and feeding suspected rabies cases) and routine delivery of health care to patient with signs and symptoms


Of rabies


Nibbling of uncovered skin with or without bruising/hematoma


Minor scratches/abrasions without bleeding


Minor scratches/abrasions which are induced to bleed


All Category II exposures on the head and neck area are considered Category III and should be managed as such


Transdermal bites(puncture wounds,lacerations,avulsions) or scratches/abrasions with spontaneous bleeding


Licks on broken skin


Exposure to a rabies patient through bites,contamination of mucous membranes(eyes,oral/nasal mucosa,genital/anal mucous membranes) or


Open skin lesions with body fluids through splattering and mouth-to-mouth resuscitation.


Handling of infected carcass or ingestion of raw infected meat


All Category II exposures on head and neck area


Type of animal: dog cat bat Other, specify_______________________


Lab. diagnosis done? Yes No Unknown If Yes, result: _______________________________________


Animal status: domestic stray wild Other, specify _______________


Outcome of biting animal: alive died killed intentionally Place of Incidence: ________________________________________


II. EXPOSURE HISTORY:


Animal vaccination history:


Vaccinated


Unvaccinated


Unknown


III. VACCINATION HISTORY:


Patient History:


Wound cleaned?: Yes No Unknown


Patient given RIG?: Yes No Unknown


(RIG is Rabies Immunoglobulin)


Patient given rabies vaccine?: Yes No


Unknown


Date vaccine started:___________________


Brand Name of Vaccine:_________________


Route of Administration:


IM Intradermal


Post exposure completed


Yes No


Name of DRU:


Address:


I. PATIENT
INFORMATION:


Patient Number: Patient’s First Name Middle Name Last Name


Complete Address:


District: ILHZ:


Sex:
Male
Female


Date of
Birth:


MM DD YY Age:
Days
Months
Years


Patient Admitted? Yes No Unknown Date Admitted/
Seen/Consult


MM DD YY Date Onset of
Illness


MM DD YY


Type: RHU CHO Gov’t Hospital Private Hospital Clinic


Gov’t Laboratory Private Laboratory Airport/Seaport


IV. CLASSIFICATION AND OUTCOME:


FINAL CLASSIFICATION OUTCOME


Suspected Case


Probable Case


Confirmed Case


Alive


Died Date died: ____/____/____


Unknown


Philippine Integrated Disease
Surveillance and Response



GARC Asia

Text Box

Annex 8



owner

Rectangle



owner

Rectangle







Philippine Integrated Disease
Surveillance and Response Case Investigation Form


CASE DEFINITION/CLASSIFICATION:


Suspected Case: A person presenting with an acute
neurological syndrome (encephalitis) dominated by forms
of hyperactivity (furious rabies) or paralytic syndromes
(dumb rabies) that progresses towards coma and death,
usually by respiratory failure, within 7 to 10 days after the
first symptom if no intensive care is instituted.


Probable case: A suspected case plus history of contact
with suspected rabid animal.


Note: Bites or scratches from a suspected animal can usually be
traced back in the patient medical history. The incubation period
may vary from days to years but usually falls between 30 and 90
days.


Confirmed case: A suspected case that is laboratory
confirmed.


LABORATORY CONFIRMATION:


One or more of the following:


Detection of rabies viral antigens by direct fluorescent
antibody (FA) in clinical specimens, preferably brain
tissue (collected post mortem);
Detection by FA on skin or corneal smear (collected
ante mortem);
FA positive after inoculation of brain tissue, saliva or
CSF in cell culture, in mice or in suckling mice;
Detectable rabies-neutralizing antibody titer in the CSF
of an unvaccinated person;
Identification of viral antigens by PCR on fixed tissue
collected post mortem or in a clinical specimen (brain
tissue or skin, cornea or saliva);
Isolation of rabies virus from clinical specimens and
confirmation of rabies viral antigens by direct fluores-
cent antibody testing.
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WHO Expert Consultation on Rabies  Third report


Annex 11. Verbal autopsy questionnaire


Suspected rabies


Name of interviewer: _______________________ Date of interview: – – / – – / – – – –


Name of deceased: ________________________


State/Province:_________________________City/Locality: __________________


Street: ___________________________________________________________


GPS coordinate: ____________ / ___________


I. Information about respondent


1.1 Name of main respondent _______________________ 


1.2 Contact information


State/Province:_______________________ City/Locality: ____________________


Street: ________________________________  
GPS coordinate: ____________ / ___________


1.3 Age of main respondent ________ (in years)


1.4 To the main respondent: 


What was your relationship to [deceased’s name]?


 ■ Parent


 ■ Spouse 


 ■ Sibling


 ■ Child


 ■ Son-in-law or daughter-in-law


 ■ Parent-in-law


 ■ Friend or neighbour


 ■ Community leader


 ■ Health care worker (facility name): _________________________


 ■ Other (specify)_________________________


WHO_TRS_inside_final_2018_after_Corr_round5.indd   160 24/04/2018   20:50
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II. Information about patient 


2. Demographics


2.1 Country of origin of deceased: __________________________


2.2 Ethnic group (optional) _______________________ 


2.3 Nationality (optional) ___________________________


2.4 Sex ______________


2.5 Age (years) ________  Unknown 


2.5.1 For infants, record the most appropriate: Month(s) ____Week(s) ____ Days ____ 


2.6 Occupation _____________________________


2.7 Level of education 


 ■ Illiterate 


 ■ Below primary


 ■ Primary or middle 


 ■ Secondary or high 


 ■ College graduate 


 ■ Postgraduate 


 ■ Professional degree 


 ■ Other (specify) ________________________________


 ■ Unknown


III. Exposure (during previous 12 months)


3.1 Did any family pets or livestock die during the 12 months before the patient’s illness?


 ■ Yes (Date of death: – – / – – / – – – –)


 ■ No


 ■ Unknown


3.2 Did [deceased’s name] have any contact with animals (bite, scratch, lick) within the 12 
months before the illness that led to death?


 ■ No 


 ■ Yes 


 ■ Unknown 
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3.3 If yes, please describe the animal contact events


Animal 1 Animal 2 Animal 3


3.3.1 On what date 
did [deceased] have 
contact with this 
animal?


– – / – – / – – – – – – / – – / – – – – – – / – – / – – – –


3.3.2 What type of 
animal?


– Dog
– Cat
– Bat
– Livestock
– Other: __________


– Dog
– Cat
– Bat
– Livestock
– Other: __________


– Dog
– Cat
– Bat
– Livestock
– Other: __________


3.3.3 Was the 
animal owned?


– Owned by deceased
– Owned by community
– Not owned
– Wild
– Unknown 


– Owned by deceased
– Owned by community
– Not owned
– Wild
– Unknown 


– Owned by deceased
– Owned by community
– Not owned
– Wild
– Unknown 


3.3.4 Did the 
animal have any 
signs of disease 
(Describe)?


�Yes  �No  �Unknown �Yes  �No  �Unknown �Yes  �No  �Unknown


– Aggression
– Paralysis 
– Biting
– Hypersalivation
– Lethargy
– Other: 


– Aggression
– Paralysis 
– Biting
– Hypersalivation
– Lethargy
– Other: 


– Aggression
– Paralysis 
– Biting
– Hypersalivation
– Lethargy
– Other: 


3.3.5 Is the animal 
alive today? (If no, 
estimate date of 
death?)


�Yes  �No  �Unknown


– – / – – / – – – –


�Yes  �No  �Unknown


– – / – – / – – – –


�Yes  �No  �Unknown


– – / – – / – – – –


3.3.6 Was the 
animal observed for 
at least 10 days after 
the exposure?


– Yes, alive after 10 days
– Yes, died during 
   observation
– No 
– Unknown  


– Yes, alive after 10 days
– Yes, died during 
   observation
– No 
– Unknown


– Yes, alive after 10 days
– Yes, died during 
   observation
– No 
– Unknown


3.3.7 Was the 
animal tested for 
rabies?


– Yes, rabies positive
– Yes, rabies negative
– No 
– Unknown


– Yes, rabies positive
– Yes, rabies negative
– No 
– Unknown


– Yes, rabies positive
– Yes, rabies negative
– No 
– Unknown
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Animal 1 Animal 2 Animal 3


3.3.8 Was the 
deceased bitten by 
this animal?


�Yes  �No  �Unknown


Location of bite:
– Head 
– Trunk 
– Upper limb 
– Hands 
– Lower limb 
– Genitalia 
– Other: 


�Yes  �No  �Unknown


Location of bite:
– Head 
– Trunk 
– Upper limb 
– Hands 
– Lower limb 
– Genitalia 
– Other: 


�Yes  �No  �Unknown


Location of bite:
– Head 
– Trunk 
– Upper limb 
– Hands 
– Lower limb 
– Genitalia 
– Other: 


3.3.9 Did the 
deceased have other 
contact with the 
animal (i.e. licked, 
scratched)?


– Scratch
– Saliva contact with 
   open wound or  
   mucous membrane
– Neural tissue contact 
   with open wound or 
   mucous membrane
– Other:


– Scratch
– Saliva contact with 
   open wound or  
   mucous membrane
– Neural tissue contact 
   with open wound or 
   mucous membrane
– Other:


– Scratch
– Saliva contact with 
   open wound or  
   mucous membrane
– Neural tissue contact 
   with open wound or 
   mucous membrane
– Other:


3.3.10 What 
treatment did the 
patient recieve for 
this contact?


– Washed the wound
– Sought medical care
– Received rabies 
   vaccination


– Washed the wound
– Sought medical care
– Received rabies 
   vaccination


– Washed the wound
– Sought medical care
– Received rabies 
   vaccination


Notes:
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4. Rabies treatment


4.1 Did [deceased’s name] receive treatment for any of the animal exposures above?


 ■ Yes


 ■ No


 ■ Don’t know


4.2 Was any of this treatment received at home?


 ■ Wound washing


 ■ Over the counter medications


 ■ Traditional medicines


 ■ Other: ______________________________


 ■ None


 ■ Unknown


4.3 Where did [deceased’s name] go for medical care for any of the exposures listed 
above?


Traditional healer Medical practitioner Other: _____________


Facility name


Facility 
location


Date(s) visited 1: – – / – – / – – – –
2: – – / – – / – – – –
3: – – / – – / – – – –


1: – – / – – / – – – –
2: – – / – – / – – – –
3: – – / – – / – – – –


1: – – / – – / – – – –
2: – – / – – / – – – –
3: – – / – – / – – – –


– Antibiotics 
– Tetanus 
– Wound washing
– Rabies post-exposure  
   prophylaxis or  
   treatment
– Traditional medicine 
– Other (specify)


– Antibiotics 
– Tetanus 
– Wound washing
– Rabies post-exposure  
   prophylaxis or  
   treatment
– Traditional medicine 
– Other (specify)


– Antibiotics 
– Tetanus 
– Wound washing
– Rabies post-exposure  
   prophylaxis or  
   treatment
– Traditional medicine 
– Other (specify)
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4.4  If the patient received rabies vaccination, please record the type of vaccine and dates 
received:


 ■ Nerve tissue vaccine 


 ■ No. of injections ____________________


 ■ Date started:  – – / – – / – – – –


 ■ Vaccination series completed? ____Yes _____No _____Donít know 


 ■ If yes, date completed:  – – / – – / – – – –


 ■ Nerve tissue vaccine 


 ■ Cell culture vaccine 


 ■ No. of injections ____________________


 ■ Date started:  – – / – – / – – – –


CCV RIG Vaccine 1 Vaccine 2 Vaccine 3 Vaccine 4 Vaccine 5


Dose 
received?


– Yes
– No
– Unknown


– Yes
– No
– Unknown


– Yes
– No
– Unknown


– Yes
– No
– Unknown


– Yes
– No
– Unknown


– Yes
– No
– Unknown


Date 
received?


4.5  Had the patient ever been vaccinated against rabies prior to this exposure?


 ■ Yes: Year of vaccination:  – – / – – / – – – –


 ■ No


 ■ Unknown


5. Signs and symptoms 


5.1  Time to symptom onset and death


Interviewer: I am going to ask you some questions about [deceased’s name’s] activities 
during the 3 months before the illness began and during the illness.


5.1.1  When did the illness that led to death begin? 


Day – – Month – – Year – – – –  Unknown 


5.1.2 If you donít remember the exact date, approximately how long ago did the illness 
begin? 


Day – – Month – – Year – – – –  Unknown
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5.1.3 How many days after illness did [deceased’s name] die?


Number (estimate if needed): ___________


5.2  During the illness did [deceased’s name] seek medical assistance?


 ■ Yes: (Date):  – – / – – / – – – –


 ■ No


 ■ Unknown


5.3  During the illness was [deceased’s name] admitted to a hospital?


 ■ Yes: (Date):  – – / – – / – – – –


 ■ No


 ■ Unknown


5.4  Characteristics of illness that led to death
---


5.5  Was any relevant diagnostic testing performed?


Disease Test performed Date Result Comment


Encephalitis Lumbar 
puncture
Blood count


WBC count:


Rabies DFA or DRIT


Mosquito-borne 
encephalitis
Herpes simplex 
virus
Zoster 
encephalitis
Enterovirus


Measles virus


Bacterial 
meningitis
Malaria


Toxoplasmosis


5.6  Date of death 
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5.6.1 What was the date of [deceased’s name] death? Day – – /Month – – /Year – – – –


5.6.2 Where did [deceased’s name] die?


 ■ Home


 ■ Hospital (specify)_____________ 


 ■ Other health facility (specify) ________________


 ■ Other (specify)________________


5.6.3 Did anyone else in the community develop an illness similar to [deceased’s name] 
within the past 12 months? (If  “Yes”, collect contact information for other suspected cases 
to initiate verbal autopsy of additional cases.)


 ■ Yes


 ■ No 


 ■ Unknown


If yes, please describe:


6. Postmortem information 


6.1  Postmortem report available (if any):


 ■ Yes


 ■ No 


 ■ Unknown


6.2  Death certificate available? 


 ■ Yes


 ■ No 


 ■ Unknown


6.3  Did [deceased’s name] have any evidence of recent wounds?


 ■ Yes


 ■ No 


 ■ Unknown


6.4  Did [deceased’s name] have any evidence of healed wounds?


 ■ Yes
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 ■ No 


 ■ Unknown


Contact investigation


Collect the names and contact information for any family, community members or 
hospital workers who had contact with the suspected rabies case in the 14 days before 
symptom onset until death.


Collect the names and contact information for any people who had contact with the 
animal suspected of transmitting rabies to the case.


Risk assessments should be conducted with these people to rule out potential exposure. 


Information to guide enumerators in deciding on the likelihood of human rabies


Human exposure to rabies 


Possible exposure: A person who had close contact (usually a bite or scratch) with a 
rabies-susceptible animal in (or originating from) a rabies-infected area (question 3.2). 


Probable exposure: A person who had close contact (usually a bite or scratch) with an 
animal displaying clinical signs consistent with rabies at time of the exposure or within 10 
days following exposure in a rabies-infected area (questions 3.3.4, 3.3.5, 3.3.6). 


Confirmed exposure: A person who has had close contact (usually a bite or scratch) with 
a laboratory-confirmed rabid animal (question 3.3.7).
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Human clinical case definition:


A person with fever (question 5.4.3); AND two or more clinical signs compatible with 
rabies (questions 5.4.5, 5.4.6, 5.4.7, 5.4.8, 5.4.9, 5.4.10, 5.4.11, 5.4.12, 5.4.14, 5.4.15, 5.4.16, 
5.4.17); AND no previous vaccination for rabies (questions 4.4 and 4.5); AND death 
within 21 days of symptom onset (question 5.1.3); AND no other laboratory findings 
consistent with an alternative diagnosis (question 5.5).


OR


A person whose health care record contains a diagnosis of rabies (question 5.5).


OR


A person whose death certificate lists rabies as a cause of death or a significant condition 
contributing to death (questions 6.1 and 6.2).


Classification of human rabies


Not a case: Does not meet the clinical definition


Suspected: A case that is compatible with the human clinical case definition 


Probable: A suspected case with probable or confirmed exposure to rabies 


Confirmed: A suspected or probable case that is confirmed in a laboratory


Determination of case category


Names of Investigator(s), signatures of local informants and designation


1. _________________________ _____________________________


2. _________________________ _____________________________


3. _________________________ _____________________________


4. _________________________ _____________________________


Additional enclosures (description) as evidence of rabies


1. ________________________________________ (Pages____________)
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2. ________________________________________ (Pages____________)


3. ________________________________________ (Pages____________)


4. ________________________________________ (Pages____________)


WHO_TRS_inside_final_2018_after_Corr_round5.indd   170 24/04/2018   20:50












Section 5. Responsibility of Pet Owners. - All Pet Owners shall be required to:


(a) Have their Dog regularly vaccinated against rabies and maintain a registration card which shall contain all 
vaccinations conducted on their dog, for accurate record purposes.
Rule 5(a).1.  The pet owner shall keep the LGU issued registration card containing the permanent 


number, physical characteristics of the dog including but not limited to age, color, sex, breed, 
distinguishing marks and others.


Rule 5(a).2. The registration card shall be presented during annual revaccination and when deemed necessary.


Rule 5(a).3.  The registration card shall likewise contain all rabies vaccinations conducted on their Dog. 
The record shall indicate the registration number of the dog. date of vaccination, the attending 
veterinarian, with the corresponding updated PRC license, TIN and PTR numbers and shall be 
signed by the same.


(b) Submit their Dogs for mandatory registration.
Rule 5(b).1.  The pet owner shall renew the registration of their dogs with the LGU Veterinary Services, 


Municipal Agriculture Offices or appropriate government office annually.


(c) Maintain control over their Dog and not allow it to roam the streets or any Public Place without a leash.
Rule 5(c).1.  The length of the leash shall not be more than 1.5 meters (5 feet) and the required dog tag shall 


be attached to the dog collar/harness. Aggressive dogs shall be muzzled in public places.


Rule 5(c).2.  The Committee shall issue guidelines on the handling of dogs in designated dog activity areas.


Rule 5(c).3. The owner shall be responsible for the proper collection and disposal of excreta/feces.


(d) Be a responsible Owner by providing their Dog with proper grooming, adequate food and clean shelter.
Rule 5(d).1.  Pet owners shall maintain good human-animal relationship and provide good health management 


program for their dogs.


(e) Within twenty-four (24) hours, report immediately any Dog biting incident to the Concerned Officials for 
investigation or for any appropriate action and place such Dog under observation by a government or private 
veterinarian.
Rule 5(e).1.  The dog shall not be killed or euthanized during the observation period of 14 days from the 


biting incident.


Rule 5(e).2.  Should the dog die during the observation period, the pet owner shall immediately submit the 
dog for rabies laboratory examination.


Rule 5(e).3.  Unvaccinated dogs bitten by a confirmed rabid animal shall be euthanized immediately and 
disposed of properly.


Rule 5(e).4.  Dogs bitten by another dog suspected to be rabid or of unknown status should be confined and 
maintained under veterinary supervision for 6 mouths.


Rule 5(e).5.  If the animal has been vaccinated previously (and its vaccination certificate is available) and can 
be identified with certainty (e.g. tattoo) it should be revaccinated immediately and confined for 
at least 90 days. Post-exposure vaccination of uncertain effectiveness should be discouraged.


(f)  Assist the Dog bite victim immediately and shoulder the medical expenses incurred and other incidental 
expenses relative to the victim’s injuries.


15
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National Rabies Prevention and Control Program 
Manual of Procedures 


 
1. Surveillance of Animal Rabies 


 
Rabies is a notifiable disease both in the national health and veterinary systems in the 
Philippines. 
 
Surveillance of canine rabies and submission of laboratory reports of suspected cases is essential 
for management of potential human exposures and for veterinarians to adopt appropriate 
measures towards animals who were in contact with the suspected animal case. 
 
1.1. Recognition of Rabies in Dogs 
 
Table  23: Classification of an animal Rabies Case:  
 


Suspect Case Probable Case Confirmed Case 


1. An animal that may 
show any of the 
following clinical signs: 


 Sudden behavioral 
change (e.g. sudden 
anorexia, signs of 
apprehension or 
nervousness, irritability, 
hypersensitivity) 


 Hydrophobia 


 Muscle paralysis 


 Nervous signs 
2. An animal involved in a 
biting incident 


1. A suspect case with 
known exposure to a 
confirmed rabies case 


2. A suspect case that dies 
within the observation 
period (14 days from the 
time of bite) but no 
laboratory confirmation 


 


Any suspect or probable case 
confirmed positive for rabies 
virus antigen using 
Internationally accepted 
gold standard test such as 
Fluorescent Antibody Test 


 
1.2. Data Sources in Capturing the Suspect and Confirmed Cases 


 


 Clinical-surveillance based: suspect and probable cases 


 Event-based surveillance: news items, rumors, 911, social media, individual messages 
from veterinarians, physicians, etc. 


 Indicator-based surveillance: routine reports from veterinary laboratory; regular rabies 
reports from LGU veterinarians; DOH rabies alerts, ABTCs 


 


CHAPTER IV: Surveillance  
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National Rabies Prevention and Control Program 
Manual of Procedures 


 
v. Quick Response 


 
This is done when a human or a confirmed canine case is first 
reported or in cases of incursions. Backed up by adequate 
investigation on the animal case and vaccination history, this shall 
cover vaccination of all dogs within 3 km radius then followed by 
active surveillance to monitor the possible recurrence of disease 


 
1.1.6. Strategies in Vaccination 


 
A. Fixed post or station 


 
This is conducted in well recognized sites in the barangay and done when 
there is lack in manpower. Dog owners bring their dogs in the designated 
stations. This is highly dependent on the information drive and the availability 
of the dog owners to have their pets vaccinated. This could result to a low 
vaccination turnout. 


 
B. Mobile or house to house 


 
This is done when there is sufficient manpower to conduct the activity. This 
requires more effort, costly and logistically difficult. But this is a good method 
to cover most of the population. 


 
C. Combination  


 
Socio-cultural factors may affect the strategies in vaccination. In most cases, a 
combination of fixed post and house to house strategies are employed when 
there is enough manpower and resources to do mass vaccination activity to 
cover at least 70% of the population. 


 
 


1.1.7.  Vaccination day 
 


A. Time of vaccination 
 


Vaccination activity is preferably done during the day. Depending on the 
strategy, the team may opt to do it in the morning or in the afternoon as long 
as the safety of the vaccination team is also considered. 


 
B. Animals for vaccination (please see target population under Mass Dog 


Registration and Vaccination) 
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Rabies is a major zoonosis for which diagnostic techniques have been standardised inter-


nationally. As there are neither gross pathognomonic lesions nor specific and constant clinical signs 


for rabies, confirmatory diagnosis can only be made in the laboratory. Laboratory techniques are 


preferably undertaken on central nervous system (CNS) tissue removed from the cranium (for 


example brain stem, Ammon’s horn, thalamus, cerebral cortex, cerebellum and medulla oblongata). 


A composite of CNS samples should be tested and the brain stem is the most important component 


of the sample. Laboratories should follow appropriate biosafety and containment procedures as 


determined by biorisk analysis. 


Identification of the agent: Agent identification is preferably undertaken using primary diagnostic 


tests such as the direct fluorescent antibody (DFA) test, the direct rapid immunohistochemistry test 


(dRIT), or pan-lyssavirus polymerase chain reaction (PCR) assays. DFA test, dRIT, and PCR 


provide a reliable diagnosis in 98–100% of cases for all lyssavirus strains if an appropriate 


conjugate or primer/probe is used. For a large number of samples, conventional and real-time PCR 


can provide rapid results in specially equipped laboratories. 


Histological techniques such as Seller staining (Negri bodies) are no longer recommended for 


diagnosis.  


In cases of inconclusive results from primary diagnostic tests (DFA test, dRIT, or pan-Lyssavirus 


PCR), further confirmatory tests (molecular tests, cell culture or mouse inoculation tests) on the 


same sample or repeat primary diagnostic tests on other samples are recommended. Wherever 


possible, virus isolation in cell culture should replace mouse inoculation tests.  


Characterisation of the agent can be carried out in specialised laboratories using monoclonal 


antibodies, partial and full genome sequencing followed by phylogenetic analysis. Such techniques 


can distinguish between field and vaccine strains, and identify the geographical origin of the field 


strains. These very sensitive tests should be conducted and interpreted by well trained expert 


personnel.  


Serological tests: Virus neutralisation (VN) and enzyme-linked immunosorbent (ELISA) assays 


are suitable tests for monitoring the antibody response of vaccinated animals in the framework of 


rabies control. For the purposes of measuring antibody responses to vaccination prior to 


international animal movement or trade, only VN methods (FAVN test and RFFIT) are acceptable. 


Serological tests should not be used for primary diagnosis. 


Requirements for vaccines: For rabies vaccination in animals, inactivated virus (for companion 


animals and livestock), live attenuated virus (for wildlife and free-roaming dogs), or recombinant 


vaccines (for wildlife, cats and dogs) are used.  


Vaccine manufacturers should make known the characteristics of the product and undertake 


necessary experiments satisfying minimum requirements established at national and international 


levels. Before vaccines can receive relevant regulatory approval, the duration of immunity resulting 


from their use should be determined in vaccinated animals of the target species. Vaccines should 


confer protective immunity for at least 1 year.  


The potency, efficacy and safety of vaccines are established and controlled using tests formulated 


by recognised pharmacopoeia.


Ref 12. Diagnostic techniques (OIE)







Rabies is caused by neurotropic viruses of the genus Lyssavirus in the family Rhabdoviridae of the order 
Mononegavirales, and is transmissible to all mammals. As the viruses are transmissible to humans, all suspect 
infected human material must be handled under the appropriate safety conditions specified by the World Health 
Organization (WHO, 1996). Laboratories working with lyssaviruses or suspect animal material must comply with 
national biocontainment and biosafety regulations as well as following appropriate biosafety and containment 
procedures as determined by biorisk analysis (see Chapter 1.1.4 Biosafety and biosecurity: Standard for 
managing biological risk in the veterinary laboratory and animal facilities). 


Rabies virus (RABV) represents the taxonomic prototype species Rabies lyssavirus in the Lyssavirus genus, 
which includes other genetic and antigenically-related lyssavirus species (ICTV, 2017)1. RABV is found 
worldwide, and is responsible for the overwhelming majority of reported animal and human rabies cases. Other 
lyssaviruses appear to have more restricted geographical and host range, with the majority having been isolated 
from bats with limited public and animal health implications. However, all lyssaviruses tested cause clinical 
disease indistinguishable from RABV.  


The lyssaviruses have been divided into at least three phylogroups with distinct pathogenicity and immunogenicity 
(Kuzmin et al., 2010). Rabies virus vaccines however, may not provide adequate cross-protection against all 
genetically divergent lyssaviruses. Little or no cross-protection with pre-exposure vaccination and with 
conventional rabies post-exposure prophylaxis was observed against lyssaviruses of phylogroups 2 and 3 
(Badrane et al., 2001; Brookes et al., 2005; Hanlon et al., 2005). WHO recommends the preventive immunisation 
of all staff handling infected or suspect materials (WHO, 2013).  


As no clinical sign or gross post-mortem lesion can be considered pathognomonic in domestic or wild animals, the 
diagnosis of rabies has to rely on laboratory testing. Serological testing is not used for ante-mortem diagnosis 
because of late seroconversion and the high mortality rate of host species, but is very useful for assessing sero-
conversion following vaccination and for epidemiological studies. 


Method 


Purpose 


Population 
freedom 


from 
infection 


Individual animal 
freedom from 


infection prior to 
movement 


Contribute to 
eradication 


policies 


Confirmation 
of clinical 


cases 


Prevalence 
of infection – 
surveillance 


Immune status 
in individual 
animals or 
populations 


post-vaccination 


Agent identification  


DFA (antigen 
detection) 


+++ n/a +++ +++ +++ n/a 


dRIT (antigen 
detection) 


+++ n/a +++ +++ +++ n/a 


ELISA (antigen 
detection) 


+ n/a + + + n/a 


Cell culture  
(virus isolation) 


+ n/a +++ +++ +++ n/a 


MIT  
(virus isolation) 


n/a n/a + + + n/a 


Conventional  
RT-PCR  


(RNA detection) 
+++ n/a +++ +++ +++ n/a 


Real-time  
RT-PCR  


(RNA detection) 
+++ n/a +++ +++ +++ n/a 


                                                           
1  https://talk.ictvonline.org/ictv-reports/ictv_online_report/  



https://talk.ictvonline.org/ictv-reports/ictv_online_report/





Method 


Purpose 


Population 
freedom 


from 
infection 


Individual animal 
freedom from 


infection prior to 
movement 


Contribute to 
eradication 


policies 


Confirmation 
of clinical 


cases 


Prevalence 
of infection – 
surveillance 


Immune status 
in individual 
animals or 
populations 


post-vaccination 


Detection of immune response 


VN n/a +++ +++ n/a n/a +++ 


ELISA n/a n/a +++ n/a n/a +++ 


Key: +++ = recommended method, validated for the purpose shown; ++ = suitable method but may need further validation;  
+ = may be used in some situations, but cost, reliability, or other factors severely limits its application;  


– = not appropriate for this purpose; n/a = purpose not applicable. 
DFA = direct fluorescent antibody test; dRIT = direct rapid immunohistochemistry test;  


RT-PCR = reverse-transcription polymerase chain reaction; MIT = mouse inoculation test;  
VN = virus neutralisation; ELISA = enzyme-linked immunosorbent assay. 


Clinical observation may only lead to a suspicion of rabies because signs of the disease are not characteristic and 
may vary greatly from one animal to another. The only way to undertake a reliable diagnosis of rabies is to identify 
the virus or some of its specific components using laboratory tests.  


As rabies virus is rapidly inactivated, refrigerated diagnostic specimens should be sent to the laboratory by the 
fastest means available. Shipment conditions must be considered to be part of the ‘rabies diagnostic chain’ and 
should follow international guidelines.  


Several laboratory techniques may be used that vary in their efficiency, specificity and reliability. In animals, they 
are classically applied to brain tissue, but they can also be applied with variable sensitivity and specificity to other 
organs (e.g. salivary glands). In the brain, rabies virus antigen is particularly abundant in the thalamus, pons and 
medulla. It is recommended that a pool of brain tissues, including the brain stem, should be collected and tested 
(Bingham & van der Merwe, 2002). The most widely used test for rabies diagnosis is the direct fluorescent 
antibody (DFA) test. 


Ideally, the brain is collected following the opening of the skull in a necropsy room, and the appropriate 
samples are collected, preferably brain stem, Ammon’s horn, thalamus, cerebral cortex, cerebellum 
and medulla oblongata. Alternatively, methods of collecting some brain samples without opening the 
skull can also be applied. 


Precautions should be taken when handling central nervous system tissues from suspected rabies 
cases. Protective personal equipment (such as gloves, face shield, mask) should always be worn and 
precautions must be taken to prevent aerosols. Cutting tools, scissors and scalpels, should be used 
with care to prevent injury and contamination. 


A 5 mm plastic drinking straw (Barrat & Blancou, 1988), a 2 ml disposable plastic pipette, or a 
1–2 ml truncated plastic syringe is introduced into the occipital foramen in the direction of an 
eye. Samples can be collected from the base of the Ammon’s horn, cerebellum, cortex, and 
medulla oblongata. When using a straw it should be pinched between the fingers to prevent 
material escaping when withdrawing.  


In this technique (Montano Hirose et al., 1991), a trocar is used to make a hole in the posterior 
wall of the eye socket, and an appropriate biopsy needle is then introduced through this hole. 
The sampled parts of the brain are the same as in the former technique, but they are taken in 
the opposite direction. 







Suspect material should be transported by road according to the regulations given in the International 
Carriage of Dangerous Goods by Road (ADR). For international air transport, Dangerous Goods 
Regulations of the International Air Transport Association (IATA) should be followed. These regulations 
are summarised in Chapter 1.1.3 Transport of biological material. 


If refrigerated/frozen shipment of samples is not possible, other preservation techniques may be used. 
The choice of the preservative is dependent on the tests to be used for diagnosis: 


i) Formalin-fixed specimens 


Formalin fixation (10% [w/v] solution in phosphate buffered saline [PBS]) allows testing with DFA 
test, immunohistochemistry, conventional and real-time PCR, however modifications may be 
required and tests can be less sensitive compared with using fresh specimens (Warner et al., 
1997). Formalin fixation inactivates the virus thus preventing virus isolation. 


ii) Glycerol/ phosphate buffered saline (PBS) 


For transportation of specimens, infectivity may be extended for several days if diagnostic 
specimens are kept in a mixture of 50% glycerol in PBS. Glycerol/PBS slows bacterial action and 
therefore protects against the chemical and biological effects of putrefaction. Due to the fact that 
rabies virus is thermo-labile, this method does not prevent a decline in the viral load in the 
specimen. Under routine transport conditions in regions with high temperatures (above 30°C), this 
protection may only be effective for a matter of several days. Therefore, whenever possible 
specimens in glycerol/PBS should be kept refrigerated. As the virus is not inactivated by 
glycerol/PBS, all laboratory tests can be used to test these specimens.  


iii) Preservation for molecular techniques 


For molecular techniques, lysis buffers for nucleic acid extraction and RNA preservation buffers 
impregnated onto filter paper can be used (Picard-Meyer et al., 2007). These buffers preserve 
rabies virus RNA and allow transport of specimens at ambient temperature without specific 
biohazard precautions for detection of viral RNA and further genetic characterisation of rabies 
virus strains. 


i) Direct fluorescent antibody (DFA) test 


The most widely used test for rabies diagnosis is the DFA, which is recommended by both 
WHO and OIE. This test is used directly on a brain impression smear. It is also used to 
confirm the presence of rabies virus antigen in cell culture or in brain tissue of mice that 
have been inoculated for diagnosis. The DFA test is highly sensitive and specific (between 
96% and 99%), and gives reliable results on fresh specimens in less than 2 hours. 
Sensitivity depends on the specimen, the degree of autolysis (McElhinney et al., 2014) and 
the sample type (Barrat & Aubert, 1995).  


Impression smears should be prepared from a composite sample of brain tissue, that 
includes the brain stem and the cerebellum. If the cerebellum is not available, a cross 
section of the Ammon’s horns may be used. The smears are fixed in 100% high-grade 
cold acetone (–20°C) for at least 20 minutes or heat fixed by passing the slide 2–3 times 
through a flame. They are subsequently air dried and then stained with specific FITC 
(fluorescein isothiocyanate)-labelled polyclonal or monoclonal anti-rabies antibody 
conjugate, diluted to working dilution and sufficient to cover the whole smear, for 
30 minutes at 37°C in a humid chamber. DFA test slides should then be examined for 
specific fluorescence using an inverted fluorescence microscope and filter appropriate for 
the wavelength (490 nm and re-emits at 510 nm). Aggregates of nucleocapsid protein are 
identified by specific fluorescence of bound conjugate. It is recommended that two 
independent trained operators read each DFA test slide. Conserved antigenic sites on the 
nucleocapsid proteins permit identification of all lyssaviruses with modern commercial 
preparations of polyclonal anti-rabies antibody conjugates used for diagnostic tests on 
brain tissue, while monoclonal anti-rabies antibody conjugates may have limited sensitivity 
regarding different lyssaviruses. Fluorescent antibody conjugates, in particular if made 
locally, should be fully validated for specificity and sensitivity before use.  







The DFA test may be applied to glycerol-preserved specimens after a washing step. If the 
specimen has been preserved in a formalin solution, the DFA test may be used only after 
the specimen has been treated with a proteolytic enzyme (Warner et al., 1997). However, 
the DFA test on formalin-fixed and digested samples is always less reliable and more 
cumbersome than when performed on fresh tissue (Barrat, 1992). 


In cases of inconclusive results from DFA test, or in all cases of human exposure, further 
tests on the same sample or repeat DFA test on other samples are recommended. This is 
particularly important where sample autolysis is confirmed or suspected. 


1) Label four microscope slides: two control slides for impression smears of control 
brain tissue (one positive and one negative) and two slides for duplicate testing of the 
appropriate brain regions.  


2) Prepare impression smears of control brain tissue (one positive and one negative), 
as well test samples, by inverting the microscope slide onto the tissue placed on 
blotting paper. Remove excess tissue by blotting the slide onto clear blotting paper. 
Work with one sample at a time, using fresh blotting paper for each, and process the 
positive control last.  


3) Allow the slides to air dry.  


4) Within the biosafety cabinet place all slides into a Coplin jar containing cold acetone 
(–20°C) for at least 20 minutes.  


5) Remove the slides from the Coplin jar and allow to air dry.  


6) Prepare FITC-labelled anti-rabies conjugate as directed by the manufacturer.  


7) Add conjugate at working dilution to the positive and negative control smears and to 
all smears of test samples, in sufficient quantity to cover the whole of the smears.  


8) Place the slides in a 37°C incubator in a humid chamber for 30 minutes (45 minutes 
maximum).  


9) Remove the slides and wash in 0.1 M PBS 7.2 for 5 minutes in a Coplin jar, then for 
a further 5 minutes with fresh PBS.  


10) Allow the slides to air dry.  


11) Mount cover slips on the slides using 50% glycerol/50% PBS solution.  


The slides are read on a fluorescence microscope capable of excitation at 488 nm 
(FITC), using an excitation filter with narrow passband windows in the blue spectrum 
(475–490 nm). The latter filter reduces breakthrough wavelength excitation. Each 
impression is observed for rabies-specific fluorescence (indicating the presence of 
viral antigen) at a magnification of 200× or greater. Specific fluorescence is denoted 
by bright ‘apple’ green fluorescence generally in the peri-nuclear area of cells, or 
longer ‘string-like’ neurons. Dull green or red/green auto-fluorescent granules should 
not be counted as positive antigen. Always read the positive control slide first.  


Read the sample slide(s). Examine the tissue samples carefully, if necessary keep 
returning to the positive control for comparison.  


A second operator should examine all slides and the diagnoses of both operators 
should be the same.  


ii) Direct rapid immunohistochemistry test (dRIT) 


The dRIT can be used as an alternative to DFA in routine rabies diagnosis as it has similar 
sensitivity and specificity (Lembo et al., 2006). The principle is similar to the DFA except 
that the dRIT uses streptavidin–biotin peroxidase staining (Coetzer et al., 2014; 
Madhusudana et al., 2012; Rupprecht et al., 2014). This test can be used in laboratories 
that do not have access to a fluorescence microscope. Primary antibodies should be fully 
validated for specificity and sensitivity before use, taking into consideration regional 
diversity of lyssaviruses.  







1) Make touch impressions of suspect CNS tissues (including brainstem) on labelled 
glass microscope slides (always include standard positive and negative controls). 


2) Air-dry slides for ~ 5 minutes at room temperature. 


3) Immerse slides in 10% buffered formalin at room temperature for 10 minutes in a 
Coplin jar or other suitable container. 


4) Dip-rinse slides several times to wash off any excess fixative in wash buffer (PBS 
plus 1% Tween 80 – TPBS). 


5) Immerse slides in 3% hydrogen peroxide for 10 minutes. 


6) Remove excess hydrogen peroxide by dip-rinsing slides in TPBS. Transfer slides to 
another TPBS rinse. Work with one slide at a time (leave the remaining slides 
immersed within the TPBS), remove slide, shake off excess buffer, and blot excess 
buffer from slide edges surrounding the tissue impression. 


7) Add enough primary antibody conjugate (e.g. biotinylated anti-nucleoprotein poly- or 
monoclonal antibodies) to cover the impression. Incubate for 10 minutes in a 
“humidity chamber”. This may be accomplished by placing slides on a moistened 
paper towel and covering with the plastic top of a cell culture plate or another simple 
cover. 


8) After incubation shake off excess conjugate. Dip-rinse slides with TPBS. Shake off 
excess TPBS and blot buffer from slide edges surrounding the impression.  


9) Treat each slide with streptavidin–peroxidase complex, adding enough of this 
reagent to the slide to cover the impression. Incubate in the humidity chamber at 
room temperature for 10 minutes. After incubation, shake off excess. 


10) Dip-rinse slides with TPBS. Shake off excess buffer and blot excess buffer from slide 
edges surrounding the impression). 


11) Incubate slides with amino-ethylcarbizole (AEC) substrate (note, other suitable 
chromogens may be used). To prepare the AEC stock solution: dissolve one 20 mg 
tablet of 3-amino 9-ethyl carbizole in 5 ml of N,N, dimethyl formamide in a glass vial 
or jar. The AEC stock solution should be stored at 4°C for ~ 1–2 months. To prepare 
the AEC working dilution: add 7 ml of acetate buffer to a 15 ml centrifuge tube using 
a 10 ml plastic pipette. Add 0.5 ml of AEC stock solution (above) using a 1 ml glass 
or Pyrex pipette. Add 75 µl of 3% hydrogen peroxide. Filter through a nylon filter 
(0.45 µm) into a separate 15 ml tube. Once prepared, this mixture is only stable for 
2–3 hours, so should be made just prior to use. Add enough of this reagent to the 
slide to cover the impression, and incubate in the humidity chamber at room 
temperature for 10 minutes. After incubation, shake off excess substrate. 


12) Dip-rinse slides in distilled water. 


13) Counterstain with diluted haematoxylin for 2 minutes. 


14) Immediately dip-rinse stain from slides with deionised/distilled water. Make a second 
dip-rinse of slides with fresh deionised/distilled water to ensure removal of excess 
stain. 


15) Transfer slides to fresh distilled water. Working with one slide at a time, shake off 
excess deionised/distilled water, blot excess from slide edges surrounding the 
impression, apply water-soluble mounting medium and cover-slip. Do not allow slides 
to air-dry prior to cover-slipping. If multiple slides are stained, they may stay in the 
deionised/distilled water rinse before cover-slipping. 


16) View slides by light microscopy, using a 20× objective to scan the field thoroughly, 
and a 40× objective for higher power inspection. Lyssavirus antigens appear as 
reddish, intra-cytoplasmic inclusions against a blue neuronal background, using AEC 
and haematoxylin counterstain. 


iii) Enzyme-linked immunosorbent assay 


An enzyme-linked immunosorbent assay (ELISA) that detects rabies antigen is a variation 
of the immunochemical test. It is useful for large epidemiological surveys (Xu et al., 2007). 
The specificity and sensitivity of such tests for locally predominant virus variants should be 
assessed before use. In case of human contact these tests should be used in combination 
with other diagnostic tests. 







These tests detect viable (replicating) rabies virus from specimens using cell cultures or 
laboratory animals. They should be used as confirmatory tests if the DFA test, dRIT, other 
antigen detection tests or PCR give inconclusive results. Wherever possible, virus isolation in 
cell culture should replace the mouse inoculation test (MIT). Cell culture tests are as sensitive 
as MIT (Robardet et al., 2011; Rudd & Trimarchi, 1989), but are less expensive, give more rapid 
results and avoid the use of animals. For virus isolation from samples during routine rabies 
diagnostics, the use of cell culture techniques for isolating rabies virus should always take 
precedence over the use of the MIT.  


i) Cell culture test 


Neuroblastoma cells e.g. N2a, CCL-131 in the American Type Culture Collection (ATCC) 
are highly susceptible to infection with lyssaviruses. The cells are grown in Dulbecco’s 
modified Eagle’s medium (DMEM) with 5% fetal calf serum (FCS), incubated at 37°C with 
0.5% or 5% CO2 depending on the culture vessel. Cell culture tests may be undertaken in 
multi-well plastic plates, multi-chambered glass slides, or on glass cover-slips. Additional 
passages could be considered, including use of T25 flasks, to increase sensitivity; usually 
three consecutive passages should be conducted to confirm a negative result. Cytotoxicity 
is a commonly reported factor limiting test robustness. Techniques proposed to reduce 
cytotoxicity include adding antibiotics, reducing the incubation time before changing media 
(to as short as 35 minutes) and dilution of samples. Cell culture tests and their variations 
should be fully validated before use. 


1) 100 µl of clarified brain homogenate (20% w/v in PBS, 0.1 M, pH 7.4) is added to 
200 µl of a 2 × 105 cells/ml suspension of 2- to 3-day old cells, freshly prepared from 
a sub-confluent flask in four wells of a 96-well plate.  


2) After 24 hours incubation at 5% CO2 and 37°C, the supernatant from each well is 
removed and 200 µl of fresh medium is added to each well.  


3) After a further 72 hours incubation the supernatant is removed by pipette and kept for 
onward passage if required.  


4) The cells are fixed with 80% acetone and stained at 37°C for 30 minutes with 
fluorescent antibody according to manufacturers’ recommendations.  


Variations include reduced incubation time before changing media to reduce cell toxicity, 
the use of cell permeability agents (e.g. DEAE-dextran), and further passages. Up to three 
passages may be considered to increase sensitivity. 


1) 50 µl of clarified brain homogenate (20% in a grinding substrate made of PBS, 0.1 M, 
pH 7.4 with heat-inactivated fetal calf serum) is added to 400 µl of a 105 cells/ml 
suspension, freshly prepared from a sub-confluent flask.  


2) After 24 hours incubation at 5% CO2 and 37°C, the supernatant from each chamber 
is removed and 400 µl of fresh medium is added to each chamber.  


3) After a further 24 hours (or more) of incubation the supernatant is removed, the 
chamber structure removed, the cell layer dried and fixed with pure high grade 80% 
cold acetone.  


4) The fixed cell layer is then stained with fluorescent antibody at 37°C for 30 minutes 
according to manufacturers’ recommendations.  


1) 500 µl of clarified brain homogenate (20% [w/v] in growth medium [90% DMEM, 1.0% 
fetal calf serum (FBS) and 2% antibiotics] and centrifuged at approximately 700 g for 
10 minutes) is mixed with 500 µl of 2 × 106 cells/ml freshly prepared from a sub-
confluent flask in DEAE-dextran working solution (0.2 ml Dextran-stock solution in 
25ml DMEM Dextran-stock solution is 0.50 g DEAE-dextran dissolved in 100 ml PBS 
[Hanks], sterile filtered). 


2) After incubation for 30 minutes at 5% CO2 and 37°C (agitate cell suspension carefully 
twice or three times during the incubation period), the cell suspension is gently 
centrifuged and the cell pellet is resuspended in 10 ml of fresh DMEM.  







3) 8 ml of the cell suspension is put in a tissue culture flask (T25) and 2 ml onto a 6- or 
24-well plate or petri dish (35/10 mm) to monitor the infection by DFA. 


4) After a further 3–4 days incubation, the supernatant is removed by pipette from the 
monitor plate and discarded, while the T25 flask remains untouched. 


5) The monitor plate is fixed in 80% acetone, then stained with fluorescent antibody 
according to laboratory procedures and observed under an inverse fluorescence 
microscope. 


6) If the monitor plate is negative, cells are trypsinised from the T25 flask, split in a ratio 
of 1:2 up to 1:4 in fresh DMEM and the cell suspension put into a tissue culture flask 
(8 ml) and onto a 6- or 24-well plate or petri dish (2 ml). 


7) Steps 4–6 are repeated. Three consecutive passages are conducted to confirm a 
negative result.  


Whilst protocols (a) and (b) above only allow consecutive passaging of the supernatant, 
passaging in protocol (c) is based on splitting of the potentially infected cell monolayer 
thereby facilitating virus isolation in samples of low viral load.  


ii) Mouse inoculation test (MIT) 


Three-to-ten mice, 3- to 4-weeks old (12–14 g), or a litter of 2-day-old new-born mice, are 
anesthetised and inoculated intracerebrally. The inoculum (0.01 ml for new-born mice or 
up to 0.03 ml for older mice) is the clarified supernatant of a 10–20% (w/v) homogenate of 
brain tissue including brainstem (e.g. cortex, Ammon’s horn, thalamus, medulla oblongata) 
in an isotonic buffered solution containing antibiotics. Mice should be anaesthetised for 
inoculation. The mice are observed daily for 28 days, and every dead mouse is examined 
for rabies using the DFA or dRIT test. For faster results in new-born mice, it is possible to 
check one mouse on days 5, 7, 9 and 11 post-inoculation. Any deaths occurring during the 
first 4 days are regarded as nonspecific (due to stress/bacterial infection etc.).  


Once a validated and reliable cell culture unit exists in the laboratory, consideration should 
be given to replace the mouse inoculation test with cell culture whenever possible as it 
avoids the use of live animals, is less expensive and gives more rapid results. However, 
advantages of MIT are that when the test is positive, a large amount of virus can be 
isolated from a single mouse brain for strain identification purposes and the assay can be 
easily and practicably applied in situations where skills and facilities for other tests (e.g. 
cell culture) are not available. 


Negri bodies correspond to the aggregation of viral proteins, but the classical staining 
techniques detect only an affinity of these structures for acidophilic stains. Techniques that stain 
sections of paraffin embedded brain tissues (e.g. Mann’s technique) are time consuming, less 
sensitive and more expensive than DFA and dRIT. Seller’s method on unfixed tissue smears 
has a very low sensitivity is only suitable for perfectly fresh specimens. These methods are no 
longer recommended for routine diagnosis.  


PCR assays are sensitive tools for the detection of lyssavirus-derived ribonucleic acid (RNA) 
within suspect specimens with the advantage that they do not require the presence of live virus. 


PCR assays that target the 3’ proximal viral gene are considered the most sensitive as the 
replication cycle of lyssaviruses dictates that the N gene coding viral nucleoprotein is 
transcribed in the greatest abundance with a transcriptional gradient occurring for downstream 
genes.  


PCR assays should meet the OIE Standards for validation (see Chapter 1.1.6 Principles and 
methods of validation of diagnostic assays for infectious diseases) and should be able to detect 
a broad spectrum of globally circulating rabies virus strains. Different methods for RNA 
extraction (manual, commercial conventional column or magnetic bead-based rapid RNA 
extraction methods) are available and can differ in sensitivity. 


PCR assays that have been evaluated in accordance with OIE Standards (Chapter 1.1.6), have 
shown similar sensitivity and specificity to the DFA or DRIT, and can ideally detect all known 
Lyssaviruses and be used as an alternative to DFA or DRIT for routine rabies diagnosis. PCR 







assays used as primary diagnostics should be conducted from a composite sample of brain 
tissue that includes brain stem and cerebellum, as stated in Section B.1.1. PCR assays that 
have reduced sensitivity and specificity or are not able to detect all Lyssaviruses should be 
considered for confirmatory diagnostics when primary diagnostic assays are indeterminate. 


Two reverse-transcriptase polymerase chain reaction (RT-PCR) methods for the detection of 
lyssavirus RNA in clinical samples are described. The first is a conventional (gel-based) pan-
lyssavirus hemi-nested RT-PCR assay (hnRT-PCR). The second is a real-time pan-lyssavirus 
RT-PCR assay (based on a fluorescent DNA stain). The principal advantages of the hnRT-PCR 
assay include the applicability to laboratories that only have conventional PCR apparatus and 
the ability to obtain genetic data from the generated amplicons. The advantages of the 
fluorescent DNA stain-based assay include increased sensitivity over the conventional assay 
and a significantly reduced turnaround time. Both assays are based on a one-step approach, 
which reduces the risks of contamination and during manipulation. The fluorescent DNA stain-
based assay is approximately one log more sensitive than the hemi-nested conventional RT-
PCR.  


There are numerous alternative rabies PCR methodologies that are fit for purpose (for example 
Freuling et al., 2014; Fischer et al., 2013; Hayman et al., 2011; Suin et al., 2014; Wadhwa et al., 
2017; Wakeley et al., 2005). Alternative assays may target different genes with different primers 
and could also be considered for use where suitable validation data have been obtained (see 
chapter 1.1.6). 


i) Conventional RT-PCR techniques 


The use of conventional PCR is of benefit to laboratories that lack real-time PCR platforms 
or that wish to obtain partial gene sequence data. Further equipment is required to enable 
electrophoretic resolution of amplicons on a gel. Prior to testing, RNA is extracted from 
suspect biological samples using a validated method of nucleic acid extraction. The one-
step RT-PCR assay combines reverse transcription and first round PCR in a single tube, 
using a reverse transcriptase to generate a DNA copy of any viral RNA present that then 
acts as the template for the DNA polymerase to amplify the cDNA template exponentially. 
It has the added advantage of reducing the turnaround time of the assay. The assay 
described below is an example of a fully validated, reproducible conventional RT-PCR with 
a high sensitivity and specificity (modified from Heaton et al., 1997). An optional second 
round amplification (hemi-nested [hn] PCR) is possible to increase the sensitivity and/or to 
confirm the specificity of the first round PCR product.  


1) JW12 Primer 5’-ATG-TAA-CAC-CYC-TAC-AAT-G-3’ 


7.5 pmol/µl (first round)  


3.5 pmol/µl (second round)  


2) JW6UNI Primer 5’-CAR-TTV-GCR-CAC-ATY-TTR-TG-3’ 


7.5 pmol/µl (first round)  


3) JW10UNI Primer 5’-GTC-ATY-ARW-GTR-TGR-TGY-TC-3’ 


3.5 pmol/µl (second round)  


Each test must contain positive (PC) and negative (NC) control tissue samples, as 
well as a no template control (NTC), which are run alongside the test samples. 


1) Wipe bench with an appropriate disinfectant prior to use or prepare PCR 
workstation. To prepare, open doors of the PCR workstation and wipe the 
cabinet surface with an appropriate disinfectant. Place an ice bucket and 
suitable pipette and tips within the station and close the doors. Switch on UV 
light for 10 minutes.  


2) Obtain the required test reagents. Ensure the enzyme mix is kept on ice. The 
remaining reagents can be thawed at room temperature. 







3) Put the required number of 0.2 ml tubes in a rack and label the tubes clearly 
with sample identification, denoting that this is the first round reaction. Include 
PC, NC and NTC. 


4) Prepare a JW6UNI/JW12 reaction master mix as detailed below:


Reagent Volume per reaction (µl) 


Molecular grade water 29.0 


5× buffer 10.0 


dNTPs (10 mM) 2.0 


JW12 (7.5 pmol/µl) 3.0 


JW6UNI (7.5 pmol/µl) 3.0 


Enzyme mix 2.0 


Total 49 


Keep all reagents on ice, thaw and vortex before using. Allow for pipetting 
variation by preparing a volume of master mix at least one reaction greater than 
required. 


5) Vortex the prepared master mix thoroughly, centrifuge and dispense 49 µl into 
each of the 0.2 ml tubes. Close the lids. 


6) Transfer the sealed tubes to the ice/cool block in the template room on a tray. 
Once a tray has been removed it must not be returned to the clean room 
without decontamination using an appropriate disinfectant 


1) Wipe bench with an appropriate disinfectant prior to use. 


2) Thaw samples and control RNA (positive and negative controls) on ice. 


3) Add 1 µl of test RNA (where possible at concentration of 1µg/µl for extracted 
samples) below the surface of its allocated master mix tube and mix gently. 
Discard the tip directly into disinfectant after use. Repeat this process until all 
samples and controls have been added to their allocated tubes. 


4) Press the lids down by hand and seal firmly. 


5) Transfer the sealed tubes to the PCR machine and cycle as detailed below: In 
house validation of cycling parameters is essential to ensure optimisation for 
local PCR machines. 


Temperature Time Cycles 


50°C 30 minutes 1 


95°C 15 minutes 1 


94°C 
45°C 
50°C 
72°C 


30 seconds 
45 seconds 
15 seconds 


1 minute 


45 


72°C 7 minutes 1 


4°C ∞ n/a 







Once complete the resulting amplicons can be visualised on a 1.5–2% agarose gel 
using standard gel electrophoresis techniques and suitable marker DNA ladders to 
ensure the appropriate size amplicon has been generated in the positive control 
samples (for comparison with samples on test). A suitable DNA-detection chemical 
should be added to the gel and a UV light box used to visualise the products.  


Where no amplicon is generated on the first round reaction, a second round, hemi-
nested reaction should be performed. 


1) Prepare PCR workstation as described in Section B.1.3.4.i.c.1. 


2) Obtain the required reagents. Ensure enzyme mix is kept on ice. The remaining 
reagents can be thawed at room temperature. 


3) Put the required number of 0.2 ml tubes in a rack and label the tubes clearly 
with sample identification and denote that this is the second round reaction by 
labelling with ‘10/12’, or ‘2’. Label the PCR negative as ‘–2’ or ‘NC2’ and the no 
template control as ‘NTC2’. This additional negative control must be included in 
every second round PCR experiment to confirm the master mix is not 
contaminated. 


4) Prepare a JW10UNI/JW12 reaction master mix as detailed below: 


Reagent Volume per reaction (µl) 


Molecular grade water 22.0 


High fidelity Taq polymerase (2×) 25.0 


JW12 (3.5 pmol/µl) 1.0 


JW10UNI (3.5 pmol/µl) 1.0 


Total 49 


5) Thaw and vortex all reagents before using. Allow for pipetting variation by 
preparing a volume of master mix at least one reaction greater than required. 


6) Vortex the prepared mastermix thoroughly, centrifuge at 700 g and dispense 
49 µl into each of the 0.2 ml tubes. Seal the tubes. 


7) Transfer the sealed tubes to the template room on a disposable tray. Once a 
tray has been removed it must not be returned to the clean room without 
appropriate decontamination. 


1) In order to reduce cross contamination, the template may be added within a 
PCR workstation. 


2) To prepare, open the doors of the PCR workstation and wipe the cabinet 
surface with an appropriate disinfectant. Place an ice bucket, suitable pipette 
and tips within the station and close the doors. Switch on UV light for 
10 minutes. 


3) Add 1 µl of undiluted first round PCR product below the surface of the prepared 
second round master mix to minimise aerosols and mix gently. Discard the tip 
directly into an appropriate disinfectant after use. Ensure the lid of the PCR tube 
is sealed firmly. Repeat this step until all first round PCR products and the 
second round PC, NC and NTC have been added to allocated Second Round 
master mix tubes. Change gloves regularly and at suitable points to avoid 
cross-contamination. 


4) If using the PCR workstation, remove samples and supplies and switch on the 
UV for 10 minutes.  







5) Run the PCR machine using the following second round cycling parameters. In-
house validation of cycling parameters is essential to ensure optimisation for 
local PCR machines. 


Temperature Time Cycles 


95°C 15 minutes 1 


94°C 
45°C 
50°C 
72°C 


30 seconds 
10 seconds 
15 seconds 


1 minute 


35 


72°C 7 minutes 1 


4°C ∞ n/a 


Analyse the amplification reactions by electrophoresis on agarose gels using an 
appropriate DNA ladder. 


ii) Real-time RT-PCR techniques 


Where capabilities allow, real-time PCR platforms enable a more rapid evaluation of the 
presence or absence of lyssavirus RNA in suspect samples. The procedure detailed here 
is an example that uses the same forward primer as the conventional RT-PCR assay 
described in Heaton et al., 1997. The use of a universal one-step RT-PCR kit that uses a 
fluorescent DNA stain for the detection of Lyssavirus species from clinical specimens has 
been demonstrated to be both highly sensitive and specific for lyssavirus RNA. 
Furthermore, by using a fluorescent DNA stain as the detection system it is able to detect 
all lyssaviruses based on the pan-lyssavirus primer specificity. This method includes a 
separate RT-PCR assay containing a fluorescent DNA stain for amplification of the internal 
housekeeping control, mRNA for beta-actin as a template control for RNA extraction.  


1) Pan-lyssavirus-specific primers (synthesised to 0.05 μmol, HPLC purified) and diluted 
to 20 pmol/µl: 


a) JW12 RT/PCR primer 5’-ATG-TAA-CAC-CYC-TAC-AAT-G-3’  


b) N165-146 PCR primer 5’-GCA-GGG-TAY-TTR-TAC-TCA-TA-3’  


2) Multispecies Beta Actin primers (synthesised to 0.05 μmole, HPLC purified) and 
diluted to 20pmol/µl: 


a) BatRat Beta-actin intronic primer 5’-CGA-TGA-AGA-TCA-AGA-TCA-TTG-3’ 


b) BatRat Beta-actin reverse primer 5’- AAG-CAT-TTG-CGG-TGG-AC-3’ 


Instrumentation and equipment are monitored for satisfactory performance and 
calibrated once a year. Include a calibrated RABV RNA PC on every test run and an 
internal Beta-actin test may be used as an extraction control. A NC and NTC is 
included on every test run to confirm the absence of contamination. All test samples 
should be run at least in duplicate. 


Gloves and a laboratory coat must be worn at all times. 


1) Prepare PCR workstation as described in Section B.1.3.4.i.c.1. 


2) Obtain the required reagents. Ensure the enzyme mix is kept on ice, the 
remaining reagents can be thawed at room temperature. 


3) Put the required number of 0.2 ml tubes in a rack and label the tubes clearly 
with sample identification. Include tubes for PC, NC and NTC. 


4) Prepare a reaction master mix as below and keep all reagents on ice. Allow for 
pipetting variation by preparing at least two extra reaction mixes  







Reagent 
Volume per 
reaction (µl) 


Molecular grade water 7.55 


Universal reaction mix containing a fluorescent DNA stain (2×) 10.0 


JW12 (20 pmol/µl) 0.6 


N165-146 (20 pmol/µl) 1.0 


RT enzyme mix 0.25 


Total 19.4 


5) Prepare a reaction master mix for the β-actin mRNA which assesses the quality 
in samples extracted from solid tissue. The assay for β-actin must be positive in 
order to have confidence that RNA was isolated from the starting material. 


Reagent 
Volume per 
reaction (µl) 


Molecular grade water 7.55 


Universal reaction mix containing a fluorescent DNA stain (2X) 10.0 


Intronic (20 pmol/µl) 0.6 


Reverse (20 pmol/µl) 1.0 


RT enzyme mix 0.25 


Total 19.4 


6) Vortex the prepared master mixes and aliquot 19 μl into each of the relevant 
wells of a 96 well plate or 8-well strips. 


1) Prepare PCR workstation as described in Section B.1.3.4.i.c.1. 


2) Thaw samples and control RNA on ice.  


3) Add 2 µl of test RNA (where possible at concentration of 0.5–1 µg/µl for 
extracted samples) below the surface of its allocated master mix tube and mix 
gently. Discard the tip directly into disinfectant after use. Repeat this process 
until all samples and controls have been added to their allocated tubes. 


4) Press the lids down by hand and seal firmly. 


5) Transfer the PCR plate/strips to the real-time machine for thermal cycling. 


1) Load the samples into the machine, ensuring that they are orientated the 
correct way. Ensure that all the lids are firmly sealed, and then close the 
machine’s plate cover and door. Set up the run parameters according to the 
manufacturer’s instructions.  


2) Set up the thermal profile as follows: 


Temperature Time Cycles 


50°C 10 minutes 1 


95°C 5 minutes 1 


95°C 
60°C 


10 seconds 
30 seconds 


40 


95°C 
55°C 


55-95°C 


1 minutes 
1 minute 


10 seconds 


80 


Thermal profiles may be subject to optimisation depending on PCR machines 
used. 







3) In case of an inconclusive assay, an agarose gel can be run to confirm the 
presence/absence of an amplicon and its approximate size (100 bp). 


The tests above describe methods to accurately diagnose rabies and to isolate and identify the virus. 
Characterisation of the virus can provide useful epidemiological information and should be undertaken 
in specialised laboratories (such as OIE, WHO or FAO Reference Laboratories). These techniques 
would include the use of MAbs, as well as partial and full genome sequencing followed by phylogenetic 
analysis. These characterisations enable a distinction to be made between vaccine virus and a field 
strain of virus, and possibly identify the geographical origin of the latter. 


The main application of serology for rabies is to determine responses to vaccination in domestic animals, 
particularly in connection with international travel, or for monitoring mass vaccination campaigns in dogs and 
other wildlife reservoir species. The measurement of rabies antibodies has typically involved virus neutralisation 
(VN) tests to detect rabies virus neutralising antibodies. ELISAs are now also recognised as acceptable tests to 
detect binding antibodies. A strong but not strict correlation in levels is observed between these two different 
antibody detection methods. Depending on the nature of the ELISA, there can be variable sensitivity and 
specificity. In contrast to the ELISA, poor quality sera can cause cytotoxicity in VN tests, which could lead to false-
positive results. Depending on the intended purpose, both tests are useful for detecting responses to vaccination 
if appropriate cut-offs are used. However, ELISAs are currently not applicable to international movement of 
animals or trade. 


Serological surveys have also been used to provide information on infection dynamics of lyssaviruses in bats 
although standardisation of serological tests for bats is still needed. 


The principle of the FAVN test (Cliquet et al., 1998) is the in-vitro neutralisation of a constant amount of 
rabies virus (‘challenge virus standard’ [CVS-11] strain adapted to cell culture) before inoculating BHK-
21 cells susceptible to rabies virus.  


The serum titre is the dilution at which 100% of the virus is neutralised in 50% of the wells. This titre is 
expressed in IU/ml by comparing it with the neutralising dilution of the OIE serum of dog origin under 
the same experimental conditions. The WHO standard2 for rabies immunoglobulin [human] No. 2, or an 
internal control calibrated against the international control may also be used to calculate the IU/ml titre 
of test sera.  


Generally, the minimum measurable neutralising VN antibody titre considered to represent a 
reasonable level of seroconversion is 0.5 IU per ml. The same measure is used in dogs and cats to 
confirm an adequate response to vaccination prior to international travel. However, within the 
framework of monitoring mass vaccination campaigns, a single cut-off level of seropositivity may not be 
universally applicable among different species (Moore et al., 2017). 


This microplate method uses 96-well plates, and is an adaptation of the technique of Smith et al. 
(1973). The FAVN test and the rapid fluorescent focus inhibition test (RFFIT) give equivalent results 
(Cliquet et al., 1998). 


Virus: CVS-11 (previously ATCC reference VR 959) strain, which is available from the ATCC or 
the OIE Reference Laboratory for Rabies, Nancy, France (see Table given in Part 4 of this 
Terrestrial Manual). Vials are stored at –80°C; 


                                                           
2  Available from: National Institute for Biological Standards and Control (NIBSC), Blanche Lane, South Mimms, Potters Bar, 


Hertfordshire EN6 3QG, United Kingdom (UK). 







OIE Standard Serum of dog origin3 stored at +4°C and diluted to 0.5 IU/ml with sterile deionised 
or distilled water. This control serum may be used to calibrate an additional internal control that 
is used for regular FAVN testing. 


Negative control serum: A pool of sera from naïve dogs stored at –20°C. 


i) Cell growth: the BHK-21 C13 cells (ATCC CCL-10) maintained in Dulbecco’s modified 
Eagle’s medium (DMEM) or Glasgow modified Eagle’s medium (GMEM) with 10% heat-
inactivated FCS and antibiotics, used to produce the CVS virus (ATCC VR 959 CVS-11) 
are trypsinised during the rapid growth phase, i.e. cells are in the exponential phase of 
their kinetic growth. If the confluence of the layer is complete, a new passage should be 
made. The cells in the cell suspension should not be aggregated; 2 × 107 cells are needed 
for a 75 cm2 cell culture flask. Cells are collected within a volume of 20–30 ml in cell 
culture medium with 10% heat-inactivated FCS. 


ii) Infection of cells: the multiplicity of infection (number of infective particles per cell) is 
adjusted to between 0.1 and 0.5. The glass bottle containing the virus/cell suspension is 
incubated for 60 minutes at 35.5–37°C. The contents of the bottle are gently stirred every 
10–15 minutes. 


iii) Virus growth: the virus/cell suspension is then centrifuged at 800–1000 g for 15 minutes 
and the cell pellet is resuspended in cell culture medium mixed with 10% heat-inactivated 
FCS. Virus is harvested 2 days later. 


iv) Harvest and storage: the supernatant is centrifuged at 800–1000 g for 15 minutes at 4°C. 
If several flasks have been used, the different centrifuged supernatants are mixed and 
then aliquoted and frozen at –80°C. The infective titre of the harvest is established at least 
3 days after freezing. 


This titration method uses BHK-21 C13 cells (ATCC CCL-10) in microtitre plates. 


i) The day before titration, a cell suspension containing 105 cells/ml is prepared in cell culture 
medium containing 10% heat-inactivated FCS, and is distributed, 200 µl per well, into 96-
well microtitre plates. The plates are then incubated for 24 hours at 35.5°C–37°C with 5% 
CO2. 


ii) The serial dilutions of virus are performed in 5 ml tubes using a cell culture medium 
without FCS as diluent. Ten-fold dilutions from 10–1 to 10–12 are prepared (0.9 ml of diluent 
with 0.1 ml of the previous dilution). 


iii) The medium in the microtitre plates is discarded using an aspiration system. Fifty µl of 
each virus dilution is distributed per well. Six replicates are used per dilution. The microtitre 
plate is then incubated for 1 hour at 35.5–37°C with 5% CO2. Then 200 µl of cell culture 
medium, containing 5% FCS, is added. 


iv) Incubate in a humidified incubator for 3 days at 35.5–37°C in 5% CO2. 


v) The cells are stained using the DFA test, as detailed below. Reading is qualitative, every 
well that shows specific fluorescence is considered to be positive. The titre calculation is 
made using either the neoprobit graphic method or the Spearman–Kärber formula (WHO, 
1996). 


vi) The CVS titration must be performed by FAVN test to establish the infective dose in 
TCID50. 


i) The control plate is used for the titration of CVS (rows 1 to 4), standard sera and negative 
control serum are used. All other plates are used for the sera to be tested. 


ii) Medium is added to the wells as follows: control plate rows 1 to 4 and cells A9 to A12: add 
150 µl per well; in the other plates, rows 6 and 12: add 200 µl per well; all other wells: add 
100 µl. 


                                                           
3  http://www.oie.int/en/our-scientific-expertise/veterinary-products/reference-reagents/ 







iii) Sera to be tested are heat inactivated for 30 minutes at 56°C. 50 µl of each undiluted 
serum to be tested is added to four adjacent wells. 


iv) Dilutions of sera are conducted in the microplates as follows:  


OIE serum, the WHO serum, the internal control and the naive dog serum: with a 50–
200 µl multichannel pipette, mix the first dilution wells by sucking in and out at least eight 
times, transfer 50 µl from one row to the next one, until the last one is reached. Discard 
50 µl from the last row. 


If there is a serum to be tested on the control plate, see below for the dilution step.  


A minimum of four three-fold dilutions is required.  


Sera being tested (all plates): as above, transfer successively 50 µl from one row to the 
following one until rows 5 and 11 (dil. 10–2.39). With a 5–50 µl multichannel pipette, transfer 
10 µl from rows 5 and 11 to rows 6 and 12, respectively (from dil. 10–2.39 to dil. 10–4.23). 
Using a multichannel pipette adjusted to 90 µl, mix rows 6 and 12 and discard 180 µl. 
Then add 70 µl of medium to these rows. This final step does not lend itself to high 
throughput testing. To attain or exceed the recommended final dilution alternative 
procedures may be used. These may require modifications to the plate layout. 


i) Stock CVS is stored in 1 ml microtubes at –80°C. One tube is thawed rapidly under cold 
running water, and placed in melting ice. 


ii) One dilution from this tube is prepared in order to obtain 100 TCID50 in 50 µl. Of this 
dilution, 50 µl is added to each serum-filled well. For virus titration, 50 µl is added to wells 
H1 to H4 (control plate). Next, transfer 50 µl from row to row (control plate, lines 1–4). 
Discard 50 µl from the last row (control plate, wells A1 to A4). No virus is added to wells 
A9 to A12 of control plate. The range allowed for the virus dose titre must be between 
30 and 300 TCID50/50 µl.  


iii) Incubate the microplates at 35–37°C in a humid incubator with 5% CO2 for 1 hour. 


iv) Addition of cells: trypsinise a subconfluent culture of BHK-21 cells. Resuspend the cells to 
obtain a 4 × 105 cells/ml suspension in DMEM supplemented with 10% heat-inactivated 
FCS. Add 50 µl of the cell suspension to each well. 


v) Incubate the microplates for 48 hours at 35–37°C in a humid incubator with 5% CO2. 


i) After the 48-hour incubation period, the medium is discarded, and the microplates are 
rinsed once in PBS, pH 7.2, and once in 80% acetone. The microplates are then fixed in 
80% acetone at room temperature for 30 minutes, and are dried at room temperature for at 
least 30 minutes. 


ii) Add 50 µl of the FITC anti-rabies conjugate, at the working dilution, to each well, gently 
rock the microplates and incubate at 35–37°C for 30 minutes. Discard the fluorescent 
conjugate and rinse the microplates twice with PBS. Excess PBS is removed by briefly 
inverting the microplates on absorbent paper. 


i) The total surface of each well is observed. The reading evaluation is qualitative (plus or 
minus): no fluorescent cell – a minus score is recorded for the well; fluorescent cells (one 
cell or more) – a plus score is recorded for the well. Use a fluorescence microscope 
suitable for FITC fluorescence equipped with ×10 eye-piece and ×10 objective. The global 
magnification of the microscope ranges between ×100 and ×125 due to the extra 
magnification of some epi-fluorescence systems.


ii) Cell and virus controls are read first. For titration of CVS, negative control serum, and OIE 
standard serum, titres are calculated according to the Spearman–Kärber method or the 
neoprobit graphic method (WHO, 1996). 


iii) Results of titration of CVS (TCID50), naive serum (D50 [median dose]) and positive 
standard (D50) are reported on a control card for each of these three controls. The control 
results of the current test are compared with the accumulated control test results from 







previous tests using the same batch of control. The test is validated if the values obtained 
for the three controls in the current test are not statistically different from the mean (±2 SD) 
of all the values obtained in the tests conducted previously according to this technique. 


iv) The result of the test corresponds to the non-neutralised virus after incubation with the 
reference serum or with the serum to be tested. These titres are calculated with the neo-
probit graphic method or with the Spearman–Kärber formula (WHO, 1996).The 
comparison of the measured titre of the tested sera with that of the positive standard 
serum of a known neutralising titre allows determination of the neutralising titre of the 
tested sera in IU/ml. The conversion to IU/ml can be made by using either the log D50 
value of the day or the mean value of the positive standard serum. 


Serum titre (IU/ml) = 
[(10 (serum log D


50
 value)) × theoretical titre of positive standard serum 


0.5 IU/ml] 


(10 (log D
50 of positive standard serum 0.5 IU/ml)) 


Example of conversion:  


 log D50 of the serum = 2.27  


 theoretical titre of positive standard serum 0.5 IU/ml = 0.5 IU/ml  


 log D50 of positive standard serum = 1.43  


(for the log D50 of positive standard, the value of the day or the mean value can be 
considered)  


Serum titre (IU/ml) = 
102.27 × 0.5  


= 3.46 IU/ml 
(101.43) 


The following parameters have to be strictly respected:  


 Rabies virus: only the CVS-11 strain should be used.  


 Cells culture: only BHK-21 cells (ATCC number – CCL 10) should be used.  


 The FAVN test must be performed only in 96 wells microplate.  


 Control charts should be used for rabies virus, negative control serum and positive 


standard serum of dog origin.  


 The back titration of the CVS virus, as well as negative control serum and positive 


standard serum of dog origin, must be present on control plate.  


 A minimum of four three-fold dilutions of sera are required. The reading method is ‘all or 


nothing’ only.  


 Four replicates of each serum should be diluted.  


 For the conversion of log D50 in IU/ml, the laboratories should use only the log D50 value of 


the positive standard serum of dog origin. 


i) Trypsinise one 3-day-old 150 ml flask culture of mouse neuroblastoma (MNA) cells. A 
similar cell line (CCL-131) may be obtained on request from the ATCC. 


ii) Resuspend 3 × 107 cells in a 50 ml conical centrifuge tube in 2.7 ml of Eagle’s minimal 
essential medium supplemented with 10% fetal calf serum (EMEM-10). 


iii) Using standard rabies safety procedures, add 1 × 107 infectious units of CVS-11 rabies 
virus (previously ATCC reference VR959) and vortex/mix once. Incubate the cells and 
virus for 15 minutes at 37°C; vortex/mix the cells once during this time. 


iv) Add 10 ml EMEM-10, vortex/mix, and centrifuge the cells at 500 g for 10 minutes. 







v) Discard the supernatant. Resuspend the cells in 30 ml of growth medium and transfer to a 
150 ml flask. 


vi) Gently rock the flask to mix the cell suspension, and then prepare three eight-well tissue-
culture chamber slides by pipetting 0.2 ml of the cell suspension into one well of each 
slide. 


vii) Incubate the flask and slides at 37°C in a humidified incubator with 0.5% carbon dioxide 
(CO2). The flask should be incubated as a closed culture (tighten the cap). 


viii) At 20, 40 and 64 hours after infection, acetone fix and stain one slide using an 
immunofluorescence technique to determine the virus infectivity. The supernatant should 
be harvested 24 hours after the cells reach 100% infectivity (typically 40 hours after 
infection). 


ix) Transfer the supernatant to a 50 ml centrifuge tube and centrifuge at 4000 g for 
10 minutes. 


x) Distribute the supernatant into 0.5 ml aliquots and store at –70°C. 


i) Thaw one aliquot of the seed virus and prepare serial ten-fold dilutions (from 10–1 to 10–8) 
in EMEM-10. 


ii) Distribute 0.1 ml of each virus dilution into one well of an eight-well tissue-culture chamber 
slide. Add 0.2 ml of MNA cells suspended in EMEM-10 (concentration 5 × 104 cells per 
0.2 ml) to each well. 


iii) Mix the cells and virus by gently rocking the slide, then incubate at 37°C in a humidified 
incubator with 0.5% CO2 for 40 hours. 


iv) Acetone fix and stain the slide using an immunofluorescence technique. Evidence of virus 
infection should be observed at the 10–6 dilution of virus, indicating a virus stock 
suspension containing at least 1 × 106 infectious units per 0.1 ml. Prepare sufficient seed 
virus so that frequent serial passage of the virus is unnecessary. 


i) Infect 3 × 107 MNA cells with 1 × 107 infectious units of the seed virus preparation (see 
above). 


ii) Harvest the supernatant 24 hours after the cells reach 100% infectivity (typically 40 hours 
after infection). 


iii) Distribute the supernatant into 0.5 ml aliquots and store at –70°C. 


i) Thaw one aliquot of the stock virus and use this to prepare serial ten-fold dilutions (from 


10 1 to 10 6) in EMEM-10. 


ii) Distribute 0.1 ml of each virus dilution into one well of an eight-well tissue-culture chamber 
slide. Add 0.2 ml of MNA cells suspended in EMEM-10 (concentration 1 × 105 cells per 
0.2 ml) to each well. 


iii) Mix the cells and virus suspension by gently rocking the slide, then incubate at 37°C in a 
humidified incubator with 0.5% CO2 for 20 hours. 


iv) Acetone fix and stain the slide using an immunofluorescence technique. 


Each well of an eight-well tissue-culture chamber slide contains 25–50 distinct microscopic 
fields when observed at ×160–200 magnification or 20 distinct microscopic fields when 
observed at x100 magnification. One unit of virus for the RFFIT is determined as the dilution at 
which 50% of the observed microscopic fields contain one or more foci of infected cells (the 
focus-forming dose, FFD50). The stock virus suspension should contain at least 1 × 104 FFD50 
per 0.1 ml (i.e. the well with cells infected with the 10–4 dilution of the virus should contain at 
least one focus of infected cells in 50% of the observed microscopic fields). For example, a 
stock virus suspension of this titre (1 × 104 FFD50 per 0.1 ml) can then be diluted to 10–2.3 to 
obtain a challenge virus containing 50 FFD50. To calculate the working dilution subtract the log 
of 50 (1.7) from the log of the virus dose (e.g. in the example given 4.0 – 1.7 – 2.3). 







A recognised (WHO [see footnote 2], OIE [see footnote 3]) reference serum standard or a 
prepared standard verified against a recognised standard diluted to a potency of 2.0 IU/ml 
should be included in each test. The reference serum should be maintained as frozen aliquots 
in amounts sufficient for 1 week of tests. A positive serum control standard diluted to a potency 
of 0.5 IU/ml and a negative serum control standard with a potency of <0.1 IU/ml should also be 
prepared by the laboratory and included in each test. 


Serum samples should be heated at 56°C for 30 minutes before testing in order to inactivate 
complement. If sera are frozen, they should be reheated after thawing. Five-fold serial dilutions 
of test sera may be prepared directly in an eight-well tissue-culture chamber slide or in a 96 well 
plate and transferred to the chamber slide wells (final volume 0.1 ml/serial dilution). The RFFIT 
may be performed as a screen using 2 dilutions or as an endpoint test suing 4 dilutions. 
Screening dilutions of 1/5 and 1/50 are sufficient for routine evaluation of vaccination efficacy. 
Endpoint testing is generally performed using dilutions of 1/5, 1/25, 1/125, and 1/625.  


For the screening test: 


i) Prepare a 1/2.5 dilution by adding 0.1 ml of inactivated serum and 0.15 ml of EMEM-10 to 
one of the slides. Mix by gently rocking the slide. 


ii) Transfer 0.05 ml of the 1/2.5 dilution to a second well containing 0.45 ml of EMEM-10. 
Discard all but 0.1 ml from the well containing the 1/2.5 dilution. 


iii) Mix the second well and discard all but 0.1 ml. 


For the endpoint test: 


i) Prepare a 1/2.5 dilution by adding 0.1 ml of inactivated serum and 0.15 ml of EMEM-10 to 
one of the slides. Mix by gently rocking the slide. 


ii) Transfer 0.05 ml of the 1/2.5 dilution to a second well containing 0.2 ml of EMEM-10. 
Discard all but 0.1 ml from the well containing the 1/2.5 dilution (first well). 


iii) Transfer 0.05 ml of the 1/2.5 dilution to a third well containing 0.2 ml of EMEM-10. Discard 
all but 0.1 ml from the well containing the 1/5 dilution (second well). 


iv) Transfer 0.05 ml of the 1/2.5 dilution to a fourth well containing 0.2 ml of EMEM-10. 
Discard all but 0.1 ml from the well containing the 1/25 dilution (third well). 


v) Mix the fourth well containing the 1/125 dilution and discard all but 0.1 ml. 


i) Add 0.1 ml of the challenge virus preparation (working dilution) to all serum dilutions. 


ii) Prepare a 1/10 and 1/100 back titration of the challenge virus working dilution and add 
0.1 ml of each to a slide well. 


iii) Mix and incubate at 37°C in a humidified incubator with 0.5% CO2 for 90 minutes. 


i) During the incubation period, trypsinise a stock culture of 3- to 5-day-old MNA cells. 


ii) Resuspend the cells in EMEM-10 to give a final concentration of 1 × 105 cells per 0.2 ml. 


iii) Distribute 0.2 ml of the cell suspension into each well of the slide and incubate at 35°C in a 
humidified incubator with 0.5% CO2 for a further 20 hours. 


i) After 20 hours, remove the slides from the incubator and pour off the medium into a 
virucidal solution. 


ii) Rinse the slides once in PBS and then fix for 10 minutes at room temperature in cold 
acetone (–20°C). Note: if using plastic slides use 80% cold acetone. 







iii) Leave the slides to dry for 10–30 minutes before adding FITC-conjugated anti-rabies 
antibody. The conjugate may be prepared in EMEM-10 or PBS; there is no need to adsorb 
the conjugate with tissue or cells. The working dilution of the conjugate should be 
determined by titration. The slides should be stained for 20–60 minutes at 37°C (optimal 
time determined by conjugate qualification) and then rinsed in PBS and distilled water, 
respectively. 


iv) Observe the slides under a fluorescence microscope. Record the number of fields (out of 
20 per well) where virus infection of cells is observed. 


Residual virus is detected using a standard fluorescence microscope. The serum neutralisation 
end-point titre is defined as the dilution factor of the highest serum dilution at which 50% of the 
observed microscopic fields contain one or more infected cells (i.e. a 97% reduction in the virus 
inoculum). This value may be obtained by mathematical interpolation. Alternatively, a 100% 
neutralisation titre may be determined by recording the highest serum dilution at which 100% of 
the challenge inoculum is neutralised and there are no infected cells in any of the observed 
fields. For both titration methods, the titre of antibody in the test serum (in IU/ml) can be 
obtained by comparison with the titre of the recognised reference serum standard included in 
each test. It should be noted that it is also valid to perform the RFFIT using BHK-21 cells 
instead of neuroblastoma cells. A modified protocol for this has been published (WHO, 1996). 


The following parameters have to be strictly adhered to: 


i) Rabies virus; only the CVS-11 strain should be used. Virus: CVS-11 (previously ATCC 
reference VR 959) strain, which is available from the ATCC or the OIE Reference 
Laboratory for Rabies, Nancy, France (see Table given in Part 4 of this Terrestrial 
Manual). Vials are stored at –80°C. The back titration should indicate a dose of 30–
100 FFD50. 


ii) Cells cultures: only BHK-21 cells (ATCC number CCL10) or MNA cells (ATCC number 
CCL131) should be used.  


iii) The test should be performed only on suitable chamber slides.  


iv) Control charts should be used for rabies virus, naïve serum and positive standard dog 
serum. 


v) The back titration of the CVS virus, as well as the naïve serum and positive standard dog, 
OIE Reference Serum must be present on control plate.  


vi) Reading method for the test: each chamber slide should contain 25–50 fields and be 
observed at ×160–200 magnification or 20 fields and be observed at ×100 magnification.  


vii) Convert log D50 to IU/ml of test sera using the log D50 value of the recognised standard 
serum diluted to a potency of 2.0 IU/ml.  


ELISAs provide a rapid serological test that avoids the requirement to handle live rabies virus. Those 
tests detect antibodies that can specifically bind to rabies virus antigens, primarily the rabies virus 
glycoprotein and nucleoprotein. None of the available direct, indirect or competitive ELISAs is validated 
for international animal movement or trade (Wasniewski et al., 2014). However, ELISAs are a useful 
tool for monitoring rabies vaccination campaigns in wildlife species provided they are properly validated 
for this purpose. A commercial ELISA has been recommended for monitoring rabies vaccination 
campaigns in foxes and raccoon dogs (Wasniewski et al., 2016). 


Annual participation in inter-laboratory proficiency testing is highly encouraged as part of quality assurance 
schemes; such tests should be organised for Regional Laboratories by the National Reference Laboratories, while 
the latter in turn should participate in international proficiency tests organised by OIE Reference Laboratories. 
Whenever possible, international accreditation of a laboratory should be considered (see Chapter 1.1.5 Quality 
management and veterinary testing laboratories). 












60


W
H


O
 T


ec
hn


ic
al


 R
ep


or
t S


er
ie


s N
o.


 1
01


2,
 2


01
8


WHO Expert Consultation on Rabies  Third report


regimen as shown in Table 6, plus a third administration of vaccine on days  
21–28. Immunodeficient patients who are clinically monitored and well managed, 
such as HIV-infected people receiving antiretroviral therapy, are considered not 
to be immunocompromised and have been shown to respond to rabies and other 
vaccines in the same way as healthy individuals (10). In the event of exposure, a 
complete PEP course, including RIG, is recommended.


8.3  Post-exposure prophylaxis 
People with WHO category II or III exposures (see section 8.3.1 and 


Annex 8) should receive PEP without delay as an emergency procedure. PEP 
consists of the following steps.


 ■ All bite wounds and scratches should be attended to as soon as possible 
after exposure; thorough washing and flushing of the wound for ap-
proximately 15 min with soap and copious amounts of water is required. 
When available, a viricidal topical preparation should be applied to the 
wound. Application of local remedies is strongly discouraged.


 ■ RIG should be administered for category III exposures. Wounds that 
require suturing should be sutured loosely and only after RIG infiltra-
tion into the wound, in addition to proper wound care and tetanus 
boosters, if applicable.


 ■ A series of potent, effective rabies vaccines that meet WHO recom-
mendations (see section 8.3.4) should be administered promptly after 
exposure.


 
8.3.1  Evaluation of suspected exposure to RABV


Categories of exposure and PEP (see also Annex 8)
In countries or areas enzootic for rabies, exposure to suspected, probably 


or confirmed rabid domestic or wild animals is categorized as follows: 


 ■ category I: touching or feeding an animal or licks on intact skin: no 
exposure; PEP not indicated;


 ■ category II: nibbling of uncovered skin, minor scratches or abrasions 
without bleeding: exposure; PEP indicated with vaccine; to be treated 
as category III if exposure was to a bat; and


 ■ category III: single or multiple transdermal bites or scratches, con-
tamination of mucous membranes with saliva from licks, licks on 
broken skin, exposure due to direct contact with bats: severe expo-
sure; PEP indicated with vaccine and RIG.
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For categories II and III exposures, thorough local wound treatment (see 
section 8.3.1) is of paramount importance. The incubation period of the majority 
of cases is 2–3 months, while 2–3% of cases have had an incubation period > 1 
year, with an exceptional case of 8 years (11, 12).


Therefore, when the supply of biologics is limited, it may be reserved for 
suspected and probable exposure within the past 12 months. In the case of exposure 
to an animal confirmed to be rabid, rabies vaccine should be provided regardless 
of the time since exposure, even if the exposure is reported years afterwards.


Risk assessment of potential exposure to RABV 
Bites, licks, and scratches, particularly from dogs, are extremely common, 


and the reported annual bite incidence is 0.1–5% globally (13–15). Even in 
settings endemic for dog-mediated rabies, most exposure to domestic animals 
is not to rabid animals (16), although the proportion varies by setting and is 
underreported. The rates of exposure to RABV among people who seek medical 
care may be influenced by cultural health-seeking behaviour, rabies surveillance 
capacity and local epidemiology; national rabies programmes should consider 
routine evaluation of rabies surveillance systems to improve understanding of the 
risk for rabies from biting animals. Determination of whether exposure to RABV 
has occurred should include consideration of factors such as:


 ■ the epidemiology of rabies in the country; 


 ■ the severity of exposure (see section 8.3.1); 


 ■ the species and clinical features of the animal (see definitions of ani-
mal rabies in section 11); 


 ■ the vaccination status of the animal (dogs and cats); 


 ■ the animal’s availability for observation (dogs and cats); and 


 ■ the results of laboratory testing. 


When possible, the risk presented by the animal should be assessed by 
trained personnel familiar with the clinical signs of rabies in animals (Table 7). 
Programmes with such integrated response mechanisms after reported exposure 
to animal rabies are referred to as “integrated bite case management” programmes 
(see section 11). They can improve the detection of individuals exposed to RABV, 
increase adherence to vaccination recommendations and reduce unnecessary 
administration of vaccine or RIG (16, 17). The risk that wildlife acting unusually 
have rabies may be high and should be evaluated with regard to suspected 
exposure in the context of the local epidemiology (18). 
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In addition to the criteria listed above, PEP may be indicated to 
alleviate the psychological burden of fear of rabies in animal-bite victims and 
their relatives. Animals to which humans were exposed that are not available 
for assessment or observation should be suspected of having rabies, and PEP 
should be instituted immediately. Exposure of the face or neck and exposure 
of young children may result in a shorter incubation period, and PEP should 
be administered immediately if the animal is considered likely to have rabies. 
People exposed to animals that conform to the definitions of animals suspected, 
probably or confirmed to be rabid should initiate PEP immediately. When 
possible, animals that conform to the definition of a suspected or probable case 
should be killed humanely and the body tested for rabies. If the laboratory tests 
are negative, PEP can be discontinued. People who have received at least two 
doses (intradermal or intramuscular) of a cell culture vaccine on an appropriate 
schedule before discontinuation should be considered as having received PrEP 
(see section 8.2).


Generally, dogs, cats and domestic ferrets that are available for 
assessment, are deemed healthy by a trained professional and can be observed 
for 10 days represent a very low risk (20). If the animal does not conform to the 
definition of a suspected case and is available for observation, the wound should 
be thoroughly washed and the patient counselled on prevention of rabies, but 
PEP may be delayed during the observation period. If the animal dies, escapes 
or shows symptoms consistent with rabies during the observation period, PEP 
should be instituted immediately. PEP should be delayed only when an advanced 
surveillance programme is in place, in which trained professionals can assess 
animal rabies in a timely manner and there is reliable laboratory capacity  
(Table 8). 


When an animal has been identified as suspected, probably or confirmed 
to have rabies (see section 11), a retrospective risk assessment should be 
conducted immediately to identify everyone who may have been exposed to 
the same animal, and they should be given PEP. Dogs, cats and domestic ferrets 
should be considered infectious for the 10 days before onset of clinical signs and 
throughout their clinical illness (21, 22). The infectious periods of other animals 
are not well characterized, and a more conservative 14-day clinical investigation 
is recommended. A retrospective assessment should be conducted when a human 
rabies case is identified, and PEP should be administered to people who were 
exposed to the animal responsible for the human case, even months later. 
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Table 8
Recommendations for rabies PEP on the basis of surveillance capacity 


Rabies surveillance 
programme


Programme descrip-
tion


When to initiate PEP When to discon-
tinue PEP


No routine 
surveillance


No trained 
professionals capable 
of assessing animals 
for rabies
No laboratory 
capacity for timely 
testing of samples


Initiate PEP 
immediately 


Do not discontinue 
PEP, unless a trained 
professional has 
confirmed that the 
animal is healthy 10 
days after the bite


Limited surveillance Trained professionals 
capable of assessing 
animals for rabies 
are available in 
some communities.
Laboratory capacity 
exists, but testing and 
reporting may be 
delayed. 


Initiate PEP 
immediately 


Do not discontinue 
PEP, unless tests at a 
qualified laboratory 
give negative results. 
or 
A trained professional 
has confirmed that 
the animal is healthy 
10 days after the bite.


Advanced 
surveillance (i.e. 
integrated bite case 
management)


Trained professionals 
capable of assessing 
animals for rabies 
are consistently and 
reliably available in 
the community in 
which the exposure 
occurred.
Laboratory capacity 
exists and can reliably 
test samples and 
report results within 
several days of the 
bite.


Initiate PEP 
immediately for 
bites to the head, 
neck, other highly 
innervated sites, 
multiple or deep 
wounds and for bites 
to children.a 
When the animal 
is available and 
determined by a 
trained professional 
to present a low risk, 
PEP may be delayed.


Do not discontinue 
PEP, unless tests at a 
qualified laboratory 
give negative results. 
or 
A trained professional 
has confirmed that 
the animal is healthy 
10 days after the bite.


a Because of their small stature and higher risk of severe exposure, children should recive PEP immediately.
 


PEP is generally not required for people who sustain animal bites, scratches 
and other contacts (except for contacts with bats) in an area free of terrestrial 
rabies, confirmed by adequate rabies surveillance; however, the decision should 
be based on a risk assessment conducted by a medical professional knowledgeable 
in the local epidemiology of rabies.


The recommendations given here are a general guide; they can be adapted 
to each situation and setting, for instance when a reliable history of exposure 
cannot be obtained such as from an infant and in areas where rabies is enzootic 
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and follow-up observation of the biting animal and/or laboratory testing are not 
readily available. 


 
8.3.2  Atypical routes of exposure


Human-to-human transmission of rabies has not been confirmed, except 
in the case of transplants and a single case of probable perinatal transmission 
(23, 24). Therefore, a decision to provide PEP for people who have been exposed 
to people with rabies should take into consideration the low risk and should 
not jeopardize the supplies of vaccine or RIG for people with category II or III 
exposure to animals with suspected rabies (23). RABV can, however, be found 
in saliva, tears and nervous tissues of people with rabies, which represents 
a theoretical route of transmission. If category II or III exposure to infectious 
materials occurred during the infectious period, exposed people should be 
treated accordingly. Contact investigations should be conducted with medical 
professionals and other people who may have had close contact with the case. 
Examples of potential routes of human-to-human exposure include biting and 
mucosal exposure to infectious materials during medical procedures, kissing or 
intimate touching. No information is available on the risk of rabies transmission 
through breastfeeding, but pathobiology and epidemiology indicate that there is 
no relevant public health risk.


Human rabies cases due to exposure to RABV other than through 
a bite are extremely rare. Rabies can, however, be transmitted by ingestion of 
experimentally infected animals; however, no human cases resulting from 
consumption of raw meat from a rabid animal have been documented (25, 26). It 
is not advisable to consume the meat from a rabid animal, particularly if it is raw. 
PEP should be considered for people who have a category II or III exposure (see 
section 8.3.1) due to processing of meat from a rabid animal. 


Infectious RABV has not been isolated from the milk of rabid cows, 
and no human rabies cases have been attributed to consumption of raw milk. 
Although drinking raw milk from a rabid animal is not advised, there is no 
evidence that this results in exposure to RABV, and PEP is not advised. Milk that 
has been pasteurized presents no risk for RABV transmission.


Bites of wild animals, particularly monkeys, are normal when people 
feed them or handle their food and when the animal is threatened, cornered or 
trapped. These situations should be avoided to reduce unnecessary use of PEP. 
Rabies is very uncommon in rodents (27), and no human rabies cases due to bites 
by rodents have been reported. 


Rarely, rabies can be contracted by inhalation of virus-containing 
aerosols in laboratories in which materials that contain highly concentrated live 
RABV is handled or in caves with a high density of rabies-infected bats (28). Wild 
carnivore species and bats (Carnivora and Chiroptera) present a higher risk for 
rabies transmission than other wildlife, as they are the reservoirs of RABV (18). 
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8.3.3  Local treatment of wounds
Prompt local treatment of all bite wounds and scratches is an important 


step in PEP. The recommended first-aid procedures include immediate, thorough 
flushing and washing of all wounds with soap and water and application of 
povidone iodine or another substance with virucidal activity. If soap or a virucidal 
agent is not available, the wound(s) should be thoroughly and extensively washed 
with water. Eyes and mucosa should be thoroughly rinsed with water. People who 
live in areas endemic for rabies should be taught simple local wound treatment 
and warned not to use procedures that may further contaminate or enlarge the 
wound.


A bleeding wound at any site indicates potentially severe exposure and 
should be infiltrated with either equine or human RIG. Most severe bite wounds 
are best treated by a daily dressing, followed by secondary suturing when necessary. 
If suturing after wound cleansing cannot be avoided, the wound(s) should first 
be thoroughly infiltrated with human or equine RIG and suturing delayed for 
several hours to allow diffusion of the immunoglobulin through the tissues 
before minimal sutures are done. Secondary sutures are less likely to become 
infected and present better cosmetic results if done under optimal conditions. 
An infected bite wound is not a contraindication to injection of RIG (29). Bites 
on the tips of the fingers or toes, ear lobes, nasal area or external genitalia can 
be safely injected with RIG, provided excessive pressure is avoided, as this can 
cause compression syndromes (30). Other treatment, such as administration of 
antibiotics and tetanus prophylaxis, should be given as appropriate for potentially 
contaminated wounds.


 
8.3.4  WHO-recommended PEP regimens


As clinical care settings and preferences in countries vary, WHO 
recommendations list preferred PEP regimens and alternatives, all of which 
have been assessed for immunogenicity, clinical outcome, feasibility and cost-
effectiveness (Table 9). WHO recognizes the equivalent clinical effectiveness of 
the intradermal route, and intradermal administration of PEP is the preferred, 
most cost–effective route in clinics in which several new bite patients are seen 
per week. Rabies vaccines labelled for intramuscular use can be used safely via 
the intradermal route, even if this constitutes off-label use. 


For adults, vaccine should always be administered in the deltoid area of 
the arm; for young children (aged < 2 years), the anterolateral area of the thigh 
is recommended (see Annex 7). One intradermal dose corresponds to 0.1 mL 
of vaccine and one intramuscular dose is an entire vial of vaccine, irrespective 
of the vial size. Health care personnel should be careful not to inject less than 
the full 0.1 mL intradermal dose due to the dead space in the syringe or needle 
mount (insulin syringes may be used). Day 0 is the date of administration of 


WHO_TRS_inside_final_2018_after_Corr_round5.indd   66 24/04/2018   20:50







Prevention of human rabies


67


the first dose of vaccine. RABV vaccines and RIG can be used during pregnancy 
and lactation, and life-saving PEP should never be withheld from pregnant or 
lactating women; any of the WHO-recommended PEP regimens can be used.


Table 9
WHO-recommended and alternative post-exposure prophylactic regimens 


PEP regimen Duration of 
course


No. of injection sites per 
clinic visit (days 0, 3, 7, 14, 
21–28)


References


WHO-recommended intradermal regimen


1 week, two sites 7 days 2-2-2-0-0 a


WHO-recommended intramuscular regimen


2 weeks 14–28 days 1-1-1-1-0 31


3 weeks 21 days 2-0-1-0-1 32


Alternative immunogenic intradermal regimens


1 month, two sites ≤ 28 days 2-2-2-0-2 33


1 month, simplified four sites ≤ 28 days 4-0-2-0-1 34, 35


1 week, four sites 7 days 4-4-4-0-0 36–38


a Tarantola et al. Intradermal rabies post-exposure prophylaxis can be abridged with no measurable impact 
on clinical outcome in Cambodia, 2003–2014 (manuscript in preparation).


 


Evidence from an observational study suggests that changes in the 
rabies vaccine product and/or the route of administration should be allowed in 
unavoidable circumstances to ensure completion of a PEP schedule (39). PEP 
need not be restarted, and the schedule of the new administration route should 
be adopted.


 
8.3.5 Rabies PEP for immunocompromised individuals 


Many circumstances lead to immunosuppression and different 
immunoregulatory pathways to compromised immune response. In most settings, 
it is not possible to determine the source or severity of immunosuppression 
when patients consult for PEP. If the condition is well managed, however, such 
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as for HIV patients who are under treatment and monitored, individuals will 
probably respond to vaccine in the same way as people who are not severely 
immunocompromised or are healthy, as observed in studies conducted for 
routine vaccines (10).


Clinical experience suggests that, whenever possible, the best PEP options 
available (the most immunogenic regimen, high-quality vaccines and RIG) 
should be used, regardless of the route of vaccine administration. Meticulous, very 
thorough wound-cleaning as first aid to bite victims is of utmost importance in 
immunocompromised patients. When feasible, the RABV neutralizing antibody 
response should be determined 2–4 weeks after vaccination to assess whether an 
additional dose of vaccine is required. If possible, an infectious disease specialist 
or the patients’ treating clinician with expert knowledge or the patient’s disease 
history should be consulted. The wide variation in the causes of a compromised 
immune system and the limited information available indicate the need for 
targeted studies.  


 
8.3.6  Rabies PEP for previously immunized people 


For exposed or re-exposed patients who can document previous complete 
PrEP or PEP and people who discontinued a PEP series after at least two doses of 
rabies vaccine, the following apply:


 ■ no RIG indicated;


 ■ intradermal administration of PEP:


 ■ one-site intradermal vaccine administration on days 0 and 3; 


 ■ four-site intradermal vaccine administration on day 0 only;


 ■ one-site intramuscular administration of an entire vaccine vial on 
days 0 and 3.


People who cannot document previous PEP equivalent to PrEP or 
complete PrEP should receive a full PEP, including RIG if indicated.


8.4  Use of rabies immunoglobulins for passive immunization
The role of RIG in passive immunization is to provide neutralizing 


antibodies at the site of exposure before patients start producing their own 
antibodies as a result of vaccination. Therefore, RIG should be administered to 
all patients with a category III exposure when supplies are available, except those 
who received PrEP, as described in section 8.2. When access to RIG cannot be 
guaranteed for all people with a category III exposure, it may be used sparingly 
and prioritized for those at greatest risk, with consideration of additional high-
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risk factors (see section 8.3.1). Vaccine should be administered regardless of the 
availability of RIG.


RIG is administered only once, preferably at or as soon as possible after 
initiation of post-exposure vaccination. It is not indicated beyond the seventh day 
after the first dose of rabies vaccine, regardless of whether the doses were received 
on days 3 and 7, because an active antibody response to the rabies vaccine has 
already started, and this would represent a waste of RIG. The maximum dose of 
human RIG is 20 IU/kg of body weight, while that of equine immunoglobulin 
and F(ab’)2 products is 40 IU/kg of body weight. 


The entire immunoglobulin dose, or as much as anatomically possible 
(but avoiding possible compartment syndrome), should be infiltrated carefully 
into or as close as possible to the wound(s) or exposure sites. Evidence suggests 
that injecting the remaining RIG volume intramuscularly at a distance from the 
wound provides no or little additional protection against rabies as compared with 
infiltration of the wound alone (40–43). If, however, there is a high likelihood 
that there are additional small wounds (e.g. if a child does not report all wounds), 
exposure was to bats or exposure was other than through a bite, injection of the 
remaining RIG volume intramuscularly as close as possible to the presumed 
exposure site, to the degree that is anatomically feasible, is indicated. The 
same applies for mucosal exposure with no wound, and rinsing with RIG can 
be considered. In the case of suspected exposure to RABV in an aerosols, an 
intramuscular injection of RIG is nevertheless recommended.


Use of the same syringe or mixing rabies vaccine and RIG are not advised. 
For severe and multiple wounds, which require more immunoglobulin than the 
maximum dose, the product may be diluted with sterile normal saline to a volume 
sufficient for effective, safe infiltration of all wounds. 


A mAb product was licenced in 2017 in India and is currently being used 
there in clinical settings. Depending on the geographical and epidemiological 
context, use of mAbs is encouraged as an alternative to RIG. WHO recommends 
that a registry be maintained to monitor the clinical use and outcomes of mAb 
products for rabies PEP. 


8.5  Contraindications and precautions to be taken in post-
exposure prophylaxis
There are no contraindications to PEP. PEP can be safely given to infants, 


pregnant women and immunocompromised individuals, including children with 
HIV/AIDS. It should be given as indicated by the nature of the exposure in a 
setting in which the staff are adequately trained in its administration and in the 
management of possible adverse reactions, as for any other vaccination.


As for all vaccinations, recipients should be kept under medical 
supervision for at least 15–20 min after vaccination. A previous severe reaction 
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to any component of a rabies vaccine is a contraindication for use of the same 
vaccine for PrEP or PEP, and the vaccine product should be changed. 


8.6  Supply limitations
Governments and responsible agencies should enact regulations to 


ensure that all people with suspected, probable or confirmed exposure to rabies 
have timely access to adequate PEP administered by competent staff, including 
in the private sector. Intradermal administration should be included in the 
recommendations of all countries. When possible, cost–effectiveness should be 
studied to determine the best methods of access to rabies vaccines and biologicals 
(44–47). 


In settings where there is no regular access to vaccines and RIGs or the 
supply is insufficient to meet demand, it might be necessary to consider diverting 
the supplies to people with high-risk exposure. If a limited amount of RIG is 
available, it should be prioritized for exposed patients on the basis of the following 
criteria:


 ■ multiple bites; 


 ■ deep wounds; 


 ■ bites to highly innervated parts of the body, such as the head, neck 
and hands;


 ■ severe immunodeficiency; 


 ■ bites from an animal with confirmed or probable rabies; and


 ■ a bite, scratch or exposure of mucous membranes from a bat.


Restricting RIG or vaccine to people with high-risk exposure to rabies 
may endanger those with lower-risk exposure and should be considered carefully 
before being implemented. Assessment of the risk associated with animals with 
suspected rabies, as described in section 8.3.1, can reduce unnecessary use of 
rabies biologicals and should be considered when the RIG and/or vaccine supply 
cannot meet demand.


8.7  Travel to rabies-affected countries and areas and indications 
for pre-exposure prophylaxis
Assessment of the individual risk of exposure to RABV is recommended 


for travellers, which should take into consideration: the remoteness of the 
destination, the prevailing rabies epidemiology and the cumulative duration of 
the stay in endemic setting(s). PrEP should be considered for travellers who will 
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have extensive outdoor activities in remote rural areas and where timely access 
to adequate PEP is not guaranteed. PrEP should also be considered for people 
who regularly participate in activities such as caving that are likely to lead to 
direct contact with bats. Travellers to rabies-affected countries and areas should 
be aware of the risk of rabies and the need to seek PEP if they are exposed. 


Travellers to rabies-affected countries and areas should avoid contact with 
free-roaming animals, especially dogs, cats and monkeys, and with free-roaming 
and captive wild animals. For people who visit caves inhabited by bats, casual 
exposure to cave air is not a concern, but cavers should be warned not to handle 
bats. Physical contact with bats should be followed by PEP (see section 8.3.1).


Fig. 4 shows four categories of countries and areas, from no risk to low, 
moderate and high risk of circulation of RABV and other lyssaviruses. The 
categorization is based on the major animal host or transmitter and lyssavirus 
species involved (for a map of the endemicity of dog-mediated rabies see section 
2) and the availability of reliable, laboratory-based surveillance data on the 
reservoir species. Access to proper medical care and the availability of rabies 
vaccines and immunoglobulins were also taken into consideration. 


Figure 4
Countries and areas classified as no, low, medium and high risk of circulation of RABV 
and other lyssaviruses 
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In both no- and low-risk areas, proper medical care, rabies vaccine and 
immunoglobulins are accessible in a timely manner, and reliable laboratory-
based surveillance data are available. In medium- and high-risk areas, access to 
proper medical care, rabies vaccines and immunoglobulins depends on the local 
setting and are not accessible in a timely manner throughout; partial laboratory-
based surveillance data are available but may not cover all reservoir species or 
geographical settings in the country. 


Suggested certificates for pre- and post-exposure vaccination against 
rabies are shown in Annex 9.


8.8  Education to prevent bites
Programmes to prevent dog bites are conducted in order to reduce the 


risk of rabies, save the costs of PEP and wound care, eliminate the trauma of dog 
bites and restore healthy dog–human relationships. Meta-analyses indicate that 
education programmes to prevent bites are moderately successful in affecting 
children’s behaviour (48, 49), although the quality of the evidence is low. 
Currently, there is no direct evidence that such programmes affect dog-bite rates. 
Human behaviour towards dogs is the result of a complex interaction between 
knowledge, emotion and experience (19, 50), and education to prevent dog bites 
is most effective when it involves live dogs. The complexity of such education 
means that the programmes are likely to require more time and resources than 
education on other aspects of rabies. 


Careful consideration should be given to the costs and benefits of the 
components of a holistic rabies education programme. It is recommended that 
knowledge, attitude and practice surveys be conducted to determine each stage 
of an education programmes on rabies. Depending on the setting, bite prevention 
may also include education on conduct in areas where rabies is circulating in 
wildlife, with particular emphasis on not touching or handling bats. 
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4. CLINICAL MANAGEMENT  
 


Considering the fatal outcome and absence of cure for human rabies once signs  and 


symptoms begin, management should center on ensuring comfort for the patient, using 


sedation, avoiding intubation and life support measures.  


 


4.1. Medications 
  


 Any of the following medications may be given: 


o Diazepam 
o Midazolam 
o Haloperidol plus Diphenhydramine  


Table 10:  Medications that may be given to a Rabies Patient 


Drug Dosage Preparation Remarks  


Pediatric Adult   


Diazepam 0.3-0.5 mg/kg 


every 2-4 hours 


not to exceed 20-


40 mg/kg/24 


hours 


Initial: 


I0 mg IV at 10-15 minute 


intervals until a maximum of 30 


mg has been given 


 


Maintenance: 


10 mg 3-4x a day 


2, 5, 10 


mg/tablet  


 


5 mg/ml (2ml 


ampule) 


 


 


Midazolam 0.1 mg/kg/dose 


IM, IV or PO 


every 4-8 hours 


P.O.- ½ tablet 


IM- 10-15 mg 


IV- 2.5-5 mg 


To be given every 4-8 hours 


15 mg/ tablet 


5 mg/ml ampule  


 


Haloperidol 


decanoate 


 


 


0.1 mg/kg IM or IV 
hourly as 
necessary 
Maximum single 


dose: 5 mg 


INITIAL: 5 mg IM/SC every hour 


for 3 doses at least or until 


patient is calm 


 


MAINTENANCE: 5 mg IM/SC 


every 4 to 6 hrs and prn 


 Note: 


Hypotension and 


dystonic 


reactions occur 


Diphenhydra


mine 


 


1-2 mg/kg IV or 


IM 


Maximum dose: 


50 mg 


50-100 mg every 4-6 hours  Note:  May 


cause sedation, 


especially if 


other sedating 


agents are given 


May cause 


hypotension 
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4.2. Supportive care 
 


A patient diagnosed to have rabies should receive adequate sedation and comfort care in 
a medical facility.  


   


 Patients should be admitted in a quiet, draft-free, isolation room  


 IV fluids may be given 


 Invasive and Heroic procedures must be avoided. (Intubation, Mechanical 
Ventilation, Cutdown) 


 Provide suitable emotional and physical support. 


 Discuss and provide important information to relatives concerning 
transmission of disease and indication for post-exposure prophylaxis of 
contacts. 


 Honest gentle communication concerning prognosis should be provided to     
the relatives. 


 


4.3. Isolation room 
 
When appropriate treatment is not given and rabies patients reach the stage where 
they can no longer be cured, they become uncontrollable and need to be isolated. 
Isolation rooms are advised to minimize harm on patients and care givers. Rooms 
should be draft-free; with grilled windows and doors that can be locked from outside. 
 


 
 
 
 
 
 


 


4.4. Referral and transporting of patient to other hospitals 
 


Rabid patients that need to be referred and transported to hospitals (or facilities of 
higher level) must be properly coordinated with the referral facility. It is important 
that the ambulance and the ambulance personnel, including the driver are 
knowledgeable and trained on managing a rabid patient.  


 


Isolation room in San Lazaro Hospital where 


rabies patients are taken during the advanced 


stage of the infection 
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Family members should be counseled that rabies is 100% fatal. Inform and explain to 
them that because rabies is highly infectious, all precautions must be taken to prevent 
the spread of infection. 


a. If relatives/family insist on referral, patient should be transported by an 
ambulance. 


b. Ambulance driver and accompanying personnel have to be informed of 
risks of patient. 


c. Hospital of choice must have capability of admitting rabies cases. They 
must also be informed beforehand and willing to accept transfer of 
patient. 


d. All precautionary measures must be taken care of. 
e. As much as possible, referral of patients with frank symptoms of rabies to 


higher facility should be avoided. 
 


 
When to refer to a higher facility  


 When diagnosis is not certain – atypical presentation or paralytic rabies  


 Pregnant rabies patients for caesarian section 
 
 


Referral Forms 
 


When referring a suspected rabies patient, the attending physician from the referring 
facility must provide a proper history to enable the receiving facility to do a preliminary 
risk assessment and make the necessary management/treatment protocols 


Aside from the patient’s basic information, a duly filled up referral form should include 
the following: 


 WHERE did the exposure occur? This is important, as the rabies virus is more 
prevalent in some areas than in others. 


 WHAT type of animal was involved? In the Philippines, there are more dog-
mediated bites compared to other animals. Whenever possible, include in the 
referral form all details about the biting animal (owned or stray; 
strayvaccinated or not; if vaccinated, date of vaccination, etc.) 


 WHY did the bite occur? An unprovoked exposure is usually more typical of a 
rabid animal’s behaviour than a provoked exposure.1,4 


 WHO is the animal’s owner? It is important if the animal involved is a domestic 
dog (or cat), as health providers and surveillance unit personnel can track 
down the location of the animal for observation purposes. If the animal is 
healthy, it may be possible to avoid administering PEP to the exposed patient1 



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2654839/#b1-0550247

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2654839/#b4-0550247
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4.5. Infection control  
 


 Healthcare workers and relatives coming in contact with patients should wear proper 
personal protective equipment (PPE) including gown, gloves, mask, goggles 


 Healthcare workers directly handling rabies patients MUST RECEIVE Pre exposure 
prophylaxis and rabies vaccine boosters, if needed, based on monitoring of AB levels 


 Relatives/watchers/companions of rabid patients tasked to take care of these patients 
(Minimum requirements for “bantays” 


 
4.5.1. Rabies in pregnancy 
 


 In general, pregnant rabies patients should be managed in the same way 
as non-pregnant patients.  


 Rabid mothers in the 3rd trimester wherein the baby is already viable, an 
emergency CS is recommended.  


 Once delivered, the baby should receive PEP (vaccine and RIG) 
 
 


4.5.2. Disposal of dead bodies  
 


 Humans who died of rabies generally present a small risk of transmission 
to others.  There is evidence that blood does not contain virus but that the 
virus is present in many tissues such as the CNS, salivary glands and 
muscle.  It is also present in saliva and urine. 


 Embalming should be discouraged.  If embalming or autopsy is performed, 
it should be undertaken carefully, with appropriate precautions and 
personal protective equipment. Tissues and body fluids should be disposed 
of in the same manner as for other infectious diseases.  


 Wearing protective clothing, goggles, face mask and thick gloves should 
provide sufficient protection. 


 Instruments must be autoclaved or boiled after use. 


 The Burial Requirement under the Philippine Sanitation Code (PD 856) 
Section 91 states that “When the cause of death is a dangerous 
communicable disease, the remains shall be buried within 12 hours after 
death. They shall not be taken to any place of public assembly. Only the 
adult members of the family of the deceased may be permitted to attend 
the funeral.” It is highly recommended that early disposal of the body by 
cremation or burial should be done depending on their religious practice. 
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4.5.3. Transmission via Organ Transplantation 
 


 Clinical screening of prospective donors is recommended to include a 
detailed history, thorough clinical evaluation and analysis of the whole 
scenario.   


 Physicians responsible for screening donors must maintain a high index of 
suspicion for rabies. 


 Routine laboratory screening of donors for rabies is not recommended due 
to a requirement for testing of brain tissue, time constraints and serious 
consequences of a false positive result. 


 


5. MEDICAL MANAGEMENT OF ANIMAL BITES 


Key steps in medical management of bite wounds: 


• Wash with soap and water 


• Liberal irrigation 


• Debridement of devitalized tissue 


• If signs of infection are present: 


- Swab for culture 


- Antibiotic therapy 


 


Empirical therapy should be directed against those micro-organisms most likely to be present for 


dogs and cats pathogen such as: 


 


 


 


 


 


 


 


 


Streptococcus Staphylococcus Aenerobes Pasteurella 












Source: RITM (Feb. 2011) Management Protocol For Rabies. Supportive Management, p. 7 


Ref 15. Clinical Management (RITM) 
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3. Laboratory Diagnosis 


 


3.1. Collection of samples 


 


3.1.1. Saliva collection – Ante-mortem 


 


Collection of the saliva will be done when the patient is in sensible condition.  A 


minimum of 3 collections, 4-6 hours apart, is required. There are 2 options: the first 


is having the patient spit into the collection tube or by aspiration of saliva by the 


research staff.  


a. Voluntary Spitting 


1. Saliva collections are recommended to be done in the morning. The 


subject is refrained from any oral activities (i.e., eating, drinking, or oral 


hygiene procedures) for at least 1 hour prior to the collection.  


2. The patient will be given drinking water and asked to rinse their mouth out 


well without drinking the water. Five minutes after this oral rinse, the 


patient will be asked to spit whole saliva into the tube. 


3. The patient will also be asked to hang his/her head down and let the saliva 


flow naturally to the front of the mouth; and instructed to hold the 


accumulated saliva for a few more seconds and spit into the tube 


provided. 


4. Patient will spit into the collection tube after saliva is collected in the 


mouth. The goal for each whole saliva donation should be about 3 to 5ml. 


5. Require that the tube is placed on ice while collecting whole saliva.  


6. Collected samples are to be placed on ice before processing. 


7. No preservatives or additional material should be added. 


b. Aspiration by the Research Staff 


1. Follow procedures 1 and 2 above. 


2. The subject will be asked to pool saliva for 30 seconds. 


3. The research staff will aspirate saliva using a pipette. 


4. Aspirated saliva will be flushed in the tube which is placed on ice. 


5. Follow Procedures 6 and 7 above. 
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3.1.2. POST MORTEM COLLECTION  


 


 Collection of the cerebrospinal fluid 


 


1. The patient’s body will be positioned in their left side then will be placed in 


a fetal position (the chin is close to the chest, the back is hunched, and 


knees are brought toward the chest).  


2. Once the appropriate location is palpated, a spinal needle is inserted 


between the lumbar vertebrae L3/L4, L4/L5 or L5/S1 and pushed in until 


there is a "give" as it enters the lumbar cistern wherein the ligamentum 


flavum is housed. The needle is again pushed until there is a second 'give' 


that indicates the needle is now past the dura mater.   


3. The specimen will be collected in a sterile bottle and will be submitted 


immediately for testing; or if cannot be tested immediately, the specimen 


may be stored and frozen in -20 °C. 


 


 Collection of post mortem nuchal skin biopsy 


1. Mark the area to be biopsied using a sterile marker. Clean the area with 


alcohol.  


2. Prepare the area with betadine swab.   


3. Orient the punch biopsy (Formol needle punch) perpendicularly to the skin’s 


surface (nape area).  


4. Apply more down pressure while turning side to side.  


5. Using handskin forcep without teeth and pair of curved iris scissor, grasp the 


specimen at the dermis and cut.  


6. To close the biopsy side, use 4-0 suture and needle holder, place 1-2 sutures 


as necessary.  Get 2 skin biopsy (one sample in 10% buffered formalin and 


the other is frozen).  


 



https://en.wikipedia.org/wiki/Vertebra

https://en.wikipedia.org/wiki/Lumbar_cistern

https://en.wikipedia.org/wiki/Ligamenta_flava

https://en.wikipedia.org/wiki/Ligamenta_flava

https://en.wikipedia.org/wiki/Dura_mater
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 Collection of mixed brain tissue via atlanto-occipital joint 


 


 


 


 


 


 


 


 


 


 


 


 


 


The method of collecting mixed brain specimen through the atlanto-occipital 


joint works for dogs. This method is also recommended if and when specimen 


from a deceased human is needed:    


          


1. Place the cadaver in ventral  


position. Palpate the atlanto-occipital joint.  


2. Make a cross sectional incision and dissect to expose the joint. 


3. Open the atlanto-occipital joint by cutting the dorsal atlanto-


occipital membrane and then the meninges.  Expose the occipital 


foramen. 


4. Take the brain sample by inserting the straw into the occipital 


foramen with a slight twisting movement towards one of the eyes. 


This will allow samples to be taken from the medulla oblongata, the 


base of the cerebellum, hippocampus (Ammon’s horn) and the 


cerebral cortex. 


5. Before withdrawing the straw, pinch it between the fingers in order 


to prevent brain tissues escaping from the straw. 


6. After withdrawing the straw, extract the content into a container by 


cutting the straw or using a stick.  


 


 


 


 


Atlanto-Occipital Joint 
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 Collection of hippocampus, brain stem, thalamus and cerebellum 


 


1. The skull vault is opened using two saw cuts- one in front and one at the 


back. These will not show through the scalp when it is sewed back 


together.  


2. The top of the skull is removed, and the brain is very carefully cut free of 


its attachments from inside the skull. Remove the brain and place in a tray. 


3. Locate the thalamus between the cerebral hemispheres on either side of 


the third ventricle.  


4. With scalpel make a cut on the cerebral cortex until reaching the 


hippocampus which is a tube-like structure.  Collect the hippocampus.  


5. At the distal part of the brain, locate the flower-like structure. At the distal 


part of the cerebrum, this is the cerebellum. Underneath the cerebellum is 


the brain stem. Collect the hippocampus, cerebellum and brain stem.  


 


3.3 Handling of Specimen/Transport 


Because they are potential biohazards, specimens should be frozen at -20o C. Keeping the 


specimen frozen even in transport is necessary to maintain its integrity for accurate 


analysis. If specimen needs to be transported through courier, check first with the courier 


company if their delivery vehicles have refrigeration or freezers that can bring the specimen 


to the lab. 
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Table  9: No. Recommended Packing and Handling of Specimens for Transport 
Specimen Packaging/Handling Transport Test Results 


Saliva Specimen vial, 
frozen 


Put in another container 
and seal in plastic bag. 
Transport with ice/dry ice. 


PCR 5-7 days 


Brain tissue Specimen vial, 
frozen  


Put in another container 
and seal in plastic bag. 
Transport with ice/dry ice. 


FAT 
 
PCR 


48-72 
hours 
 
5-7 days 


Nuchal Skin Specimen vial, 
frozen 


Put in another container 
and seal in plastic bag. 
Transport with ice/dry ice. 


PCR 5-7 days 


Serum Specimen vial, 
frozen 


Put in another container 
and seal in plastic bag. 
Transport with ice/dry ice. 


ELISA/FAVN  


CSF Specimen vial, 
frozen 


Put in another container 
and seal in plastic bag. 
Transport with ice/dry ice. 


ELISA/FAVN  


 


Table  9A: Laboratory Diagnosis for Human Rabies Suspects 


Specimen Aim Test Volume of 
Sample 


Where 


Ante/Post Mortem  


Saliva Virus RNA Detection 
 


RT-PCR 
 


1-2 ml  in 
sterile  vial 


RITM 


Serum Antibody Detection RFFIT  
ELISA 


2 ml in sterile  
vial  


RITM 


Post Mortem only 


Brain ( brain stem 
and  cerebellum)  
 
 


Antigen Detection  
Viral RNA detection 
 


dFAT 
RT-PCR 
 


1 inch 2  of the 
brain.  No 
formalin 
fixation  


RITM 


Nuchal skin biopsy Viral RNA Detection RT-PCR Fresh 
specimen (Do 
not put in 
Formalin) 


RITM 


CSF Antibody Detection 
 
 
 
Viral RNA detection 


RFFIT 
ELISA 
IFAT 
 
RT-PCR 


1-2 ml  in 
sterile vial 


RITM 
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duration of brain fixation should be approximately 7–14 days before embedding 
in paraffin. Wet tissue specimens should be transferred from formalin to absolute 
ethanol for subsequent molecular diagnosis and antigen detection. 


For molecular studies and genetic characterization of viral strains, the 
impregnation of brain tissue or body fluid suspected of infection with RABV 
on filter paper containing proper inactivating chemicals allows safe, stable, cost–
effective shipment of samples at ambient temperature. Effective viral inactivation 
should nevertheless be ensured before shipment. 


5.3.4  Transport of samples
Diagnostic specimens should be frozen or refrigerated, depending on 


the sample type. A cold chain should be maintained after sampling, as described 
above. Specimens for diagnosis of rabies should be shipped according to national 
and international regulations to avoid exposure (8). Packing instructions are 
given in the WHO recommendations on transport of infectious substances 
(8). Information on the appropriate International Air Transport Association 
shipment classification can be found on the Association’s website (http://www.
iata.org/publications/dgr/Pages/index.aspx).


5.4  Laboratory techniques for post-mortem diagnosis of rabies in 
humans and animals 


A definitive, reliable diagnosis of rabies can be made only by appropriate laboratory 
methods. The basic techniques are described in the WHO publication Laboratory 
techniques in rabies (2) and the OIE Manual of diagnostic tests and vaccines for 
terrestrial animals (3). Standard diagnostic tests for rabies are summarized in 
Table 4. Information on additional tests since the WHO publication in 1996 and 
the OIE Manual, including indications for and the performance of each test, is 
given in Table 5. The diagnostic tests are also described briefly in the following 
sections. Participation in routine quality management is strongly recommended 
when any of the laboratory techniques described is used (2, 3). An updated 
laboratory manual will be published by WHO in 2018.


WHO_TRS_inside_final_2018_after_Corr_round5.indd   25 24/04/2018   20:50



owner

Typewriter

Ref 17. Laboratory techniques for post-mortem diagnosis in humans and animals







26


W
H


O
 T


ec
hn


ic
al


 R
ep


or
t S


er
ie


s N
o.


 1
01


2,
 2


01
8


WHO Expert Consultation on Rabies   Third report


Table 4
Standard diagnostic tests for rabies 


Antigen 
detection


RNA detection Virus isolation Antibody  
detection


Species
(time of 
test)


Samplea Testb Sample Test Sample Test Sample Test


Human 
(ante-
mortemc)


Skin/
hair 
follicles


FAT Skin/
hair 
follicles 
Saliva
Tears
CSF


RT-
PCRd


Saliva
Tears
CSF


RTCIT
MI


Serum
CSF


RFFIT
FAVN- 
test
IFA
ELISA


Human 
(post-
mortem)


Brain
Skin/
hair 
follicles


FAT
DRIT
IHC


Brain
Skin/
hair 
follicles


RT-PCR Brain RTCIT
MI


NA NA


Animal
(post-
mortem)


Brain FAT
DRIT
IHC


Brain RT-PCR Brain RTCIT
MI


NA NA


Abbreviations: CSF, cerebrospinal fluid; DRIT, direct rapid immunohistochemical test; ELISA, enzyme-linked 
immunosorbent assay; FAT, direct fluorescent antibody test; FAVN, fluorescent antibody virus neutralization; 
IFA, indirect immunofluorescence; IHC, immunohistochemistry on formalin-fixed samples; MI, mouse 
inoculation test; NA, not applicable; RTCIT, rabies cell culture inoculation test; RT-PCR, reverse transcriptase-
polymerase chain reaction 
a If more than one sample type is listed, the one(s) shown in bold have highest diagnostic sensitivity. 
b If more than one test is listed, the one(s) in bold are preferred.
c Positive results in ante-mortem samples are diagnostic, but negative results do not rule out rabies.


d RT-PCR may be in the conventional or real-time format.
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Ref 18. Specimen collection, handling, storage, and transport guidelines (RITM) 
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National Rabies Prevention and Control Program 
Manual of Procedures 


For Animal Rabies, the National Animal Disease Diagnostic Laboratory (NADDL) was 


established to confirm rabies in animals as part of the surveillance of the Department Of 


Agriculture. 


3.1.1. Case Definition 
 


It is very important for rabies that the same case definition be used in and by all reporting 
units. This is to ensure a consistent and accurate identification of rabies cases throughout 
the system. Cases are further classified to indicate whether they are suspect, probable or 
confirmed: 


 
• Suspect – Indicative clinical picture without being a confirmed or probable case  
• Probable – Clear clinical picture, or linked epidemiologically to a confirmed case (Note: 


A "case with an epidemiological link" is a case that has either been exposed to a 
confirmed case, or has had the same exposure as a confirmed case (e.g., history of 
exposure to animal suspected with rabies)  


• Confirmed - Verified by laboratory analysis 
 


Case definition for rabies requires laboratory confirmation based on a positive result for the direct 


fluorescent antibody test (FAT). Table below is a guide to determining whether a case is suspected, 


probable or confirmed: 


Table 24:  Classification of a Human Rabies Case 


Suspected Probable Confirmed 


A person presenting with an 
acute neurological syndrome 
(encephalitis) dominated by 
forms of hyperactivity 
(furious rabies) or paralytic 
syndromes (dumb rabies) 
that progresses towards 
coma and death, usually by 
respiratory failure, within 7 to 
10 days after the first 
symptom if no intensive care 
is instituted. 


A suspected case plus history 
of contact with suspected 
rabid animal. 
 


A suspected case that is 
laboratory confirmed 
 


Note: Bites or scratches from a suspected animal can usually be traced back in the patient 
medical history. The incubation period may vary from days to years but usually falls between 
30 and 90 days 


 
 
 



owner

Typewriter

Ref 19. Classification of a Human Rabies Case (NRPCP)
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National Rabies Prevention and Control Program 
Manual of Procedures 


1.1.12. Effectivity of vaccination 
 
Effectivity of the program is known when cases have been zero out. 
 
 
 


1.2. Dog Population Management 
 


Dog population management (DPM) is implemented in compliance with the policy of 
the Anti-Rabies Act of 2007 and the Animal Welfare Act. Partnerships are established 
with other animal welfare organizations to improve dog population management 
practices to comply with recommended international standards. 


 
DPM coupled with education on responsible pet ownership, legislative leashing 
measures, mandatory registrations are good measures to maintain a health dog 
population. At present, LGUs manage the dog population by selective elimination of 
captured stray dogs, impounded dogs unclaimed within three days, and 
unmanageable dogs voluntarily submitted by owners. 


 
1.2.1. Stray Dog Management 


 
Stray dog management is an integral part of disease control. While dogs have 
been recognized as a source of rabies in domestic, it is important that 
movement of dogs must be controlled. Stray dog is defined as any dog leaving 
its owner’s place and no longer under effective control of its owner. 


 
• Strict enforcement of penalties and fines 


Section 10 of RA 9482 mandates the need to control and minimize 
unwanted stray dogs to eradicate rabies. Penalties are imposed to 
violators. See RA 9482. 


 
• Impounding  
 Pursuant to Section 7 of the RA 9482, it is the duty of the LGU to enforce 


dog impounding activities and field control to eliminate stray dogs. 
Furthermore, Local Government Code mandates that LGU must also 
control stray animals, not only dogs. As prescribed by the law, cities and 
first class municipalities should establish and maintain a dog pound where 
impounded dogs must be kept. Other class of municipalities may opt to 
share the expenses of establishing and maintaining a dog pound with 
adjoining municipalities or other private animal shelters and control 
facilities. 


 



owner

Typewriter

Ref 1. Catching stray dogs (NRPCP)







 
 


 
114 


 
National Rabies Prevention and Control Program 
Manual of Procedures 


In establishing a dog pound, plan must be carefully evaluated and should 
register and comply and with animal welfare requirements. See AO on Dog 
Pound.  


 
 


1.2.2. Ways of capturing a stray dog: 
 


 Catching a dog by hand. This is done for friendly dogs by trained personnel. 
This is not used in aggressive dogs and suspect rabid dogs. 


 Dog capture using equipment 


 Using baits 


 Catching dogs in confined areas 


 Catching dogs using nets 
 


A. Key Points on Dog Catching 
 


 The team should inform the community the reason for dog capture. 


 Target roaming/ outdoor dogs as priority 


 Catching a dog requires coordination between team members. 


 The team should know how the dog would like to react during capture. 


 Once the dog has been caught, transfer the dog immediately to the cage. 
 


B. Precautions: 
 


 Avoid getting bitten! 


 All staff involved in dog catching and impounding activities should have 
complete course of pre-exposure vaccinations 


 Anyone bitten or scratched should wash the wound immediately under 
running water for 15 minutes with soap, then disinfect with ethanol or 
iodine if available, and immediately go to the nearest hospital or bite 
treatment center for an assessment if post-exposure rabies vaccination is 
needed 


 If dogs are observed to show potential signs of rabies, inform the 
veterinarian. 
 
 
 
 
 
 
 
 
 





		Untitled
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 ■ No 


 ■ Unknown


Contact investigation


Collect the names and contact information for any family, community members or 
hospital workers who had contact with the suspected rabies case in the 14 days before 
symptom onset until death.


Collect the names and contact information for any people who had contact with the 
animal suspected of transmitting rabies to the case.


Risk assessments should be conducted with these people to rule out potential exposure. 


Information to guide enumerators in deciding on the likelihood of human rabies


Human exposure to rabies 


Possible exposure: A person who had close contact (usually a bite or scratch) with a 
rabies-susceptible animal in (or originating from) a rabies-infected area (question 3.2). 


Probable exposure: A person who had close contact (usually a bite or scratch) with an 
animal displaying clinical signs consistent with rabies at time of the exposure or within 10 
days following exposure in a rabies-infected area (questions 3.3.4, 3.3.5, 3.3.6). 


Confirmed exposure: A person who has had close contact (usually a bite or scratch) with 
a laboratory-confirmed rabid animal (question 3.3.7).
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Ref 20. Guide to decide on the likelihood of human rabies using the verbal autopsy tool (WHO)
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Human clinical case definition:


A person with fever (question 5.4.3); AND two or more clinical signs compatible with 
rabies (questions 5.4.5, 5.4.6, 5.4.7, 5.4.8, 5.4.9, 5.4.10, 5.4.11, 5.4.12, 5.4.14, 5.4.15, 5.4.16, 
5.4.17); AND no previous vaccination for rabies (questions 4.4 and 4.5); AND death 
within 21 days of symptom onset (question 5.1.3); AND no other laboratory findings 
consistent with an alternative diagnosis (question 5.5).


OR


A person whose health care record contains a diagnosis of rabies (question 5.5).


OR


A person whose death certificate lists rabies as a cause of death or a significant condition 
contributing to death (questions 6.1 and 6.2).


Classification of human rabies


Not a case: Does not meet the clinical definition


Suspected: A case that is compatible with the human clinical case definition 


Probable: A suspected case with probable or confirmed exposure to rabies 


Confirmed: A suspected or probable case that is confirmed in a laboratory


Determination of case category


Names of Investigator(s), signatures of local informants and designation


1. _________________________ _____________________________


2. _________________________ _____________________________


3. _________________________ _____________________________


4. _________________________ _____________________________


Additional enclosures (description) as evidence of rabies


1. ________________________________________ (Pages____________)
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2. ________________________________________ (Pages____________)


3. ________________________________________ (Pages____________)


4. ________________________________________ (Pages____________)
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5.4.3. Are there specific signs in an animal that we
can watch to confirm that it is rabid?
Clinical signs of rabies are rarely definitive, therefore if a likely exposure occurs humane euthanasia should be
carried out and the brain tissue of the animal should be tested by fluorescent antibody test in a reliable diagnostic
laboratory. However, if facilities for caging are available, the animal can be caught and observed daily for
clinical signs of rabies.


Dogs can be confined in appropriate holding facilities or on the owner’s property (provided that there are no
risks of accidental exposure of the owner or other people). If the animal stays healthy for more than 10 days,
rabies can be ruled out and the dogs should be vaccinated and returned to their owner. Dogs showing signs
consistent with rabies should be euthanised immediately using humane techniques, available here.


Rabid animals of all species usually exhibit typical signs of CNS disturbance, with minor variations among
species. The most reliable signs, regardless of species, are acute behavioural changes and unexplained
progressive paralysis. The clinical course may be divided into 3 general phases—prodromal, acute excitative,
and paralytic/end stage. However, this division is of limited practical value because of the variability of signs
and the irregular lengths of the phases. During the prodromal period, which lasts ∼1–3 days, animals show only
vague nonspecific signs, which intensify rapidly. The disease progresses rapidly after the onset of paralysis, and
death is virtually certain a few days thereafter. Some animals die rapidly without marked clinical signs.


The term “furious rabies” refers to animals in which aggression (the acute neural excitative phase) is
pronounced. “Dumb or paralytic rabies” refers to animals in which the behavioural changes are minimal, and the
disease is manifest principally by paralysis.


The "six step" method for a presumptive diagnosis of rabies in living dogs


The six clinical criteria for a diagnosis of rabies are: 
1) Age of the dog? 
a) Less than 1 month ______________________________ not rabies 
b) One month or more or not known ___________________ go to 2


2) State of health of the dog? 
a) Normal (not sick) or sick more than 10 days __________ not rabies 
b) Sick less than 10 days or not known _________________ go to 3


3) How did the illness evolve? 
a) Acute onset from normal health_____________________ not rabies 
|b) Gradual onset or not known _______________________ go to 4


4) How was the condition during the clinical course in last 3-5 days? 
a) Stable or improving (with no treatment) _____________ not rabies 
b) Symptoms and signs progressing or not known ________ go to 5


5) Does the dog show the sign of “circling”? 
(It stumbles or walks in a circle and hits its head against the wall as if blind.) 
a) Yes ___________________________________________ not rabies 
b) No or not known _________________________________ go to 6


Ref 2. Signs of Animal Rabies (Canine Rabies Blueprint)



https://caninerabiesblueprint.org/Link-to-resources-with-basic

https://caninerabiesblueprint.org/Guidelines-for-euthanasia,174
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6) Does this dog show at least 2 of the 17 following signs or symptoms during the last week of life? 
a) Yes ___________________________________________ rabies 
b) No or showing only 1 sign _________________________ not rabies


1. Drooping jaw 
2. Abnormal sound in barking 
3. Dry drooping tongue 
4. Licking its own urine 
5. Abnormal licking of water 
6. Regurgitation 
7. Altered behaviour 
8. Biting and eating abnormal objects 
9. Aggression 
10. Biting with no provocation 
11. Running without apparent reason 
12. Stiffness upon running or walking 
13. Restlessness
14. Bites during quarantine 
15. Appearing sleepy 
16. Imbalance of gait 
17. Frequent demonstration of the "dog sitting" position 


Summarized from “Six Criteria for Rabies Diagnosis in Living Dogs.” V. Tepsumethanon, H. Wilde, F. X.
Meslin; J Med Assoc Thai. 2005; 88(3)


previous page: 5.4.2. Why is epidemiological surveillance important and what can we do to enhance it?


next page: 5.4.4. How do we dispose of animals that have died of rabies?



https://caninerabiesblueprint.org/5-4-2-Why-is-epidemiological

https://caninerabiesblueprint.org/5-4-4-How-do-we-dispose-of-animals
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National Rabies Prevention and Control Program 
Manual of Procedures 


1.1.2. Recognize the clinical signs of rabies in domestic animals 


• Withdrawal from and resistance to contact; seeking seclusion 


• Wide-eyed; reduced frequency or absence of blinking; dilated pupils; 


photophobia 


• Exaggerated, often aggressive, response to tactile, visual, or auditory stimuli 


• Snapping/biting at imaginary objects 


• Pica (eating or mouthing sticks, stones, soil, clothing, feces, etc) 


• Aggressively attacking inanimate objects 


• Sexual excitement with attempts to mount inanimate objects 


• Compulsive running or circling, often to the point of exhaustion 


• Obsessive licking, biting, or scratching at the site of viral inoculation 


• Dropped jaw, inability to swallow, excessive salivation  


• Change in tone, timbre, frequency, or volume of vocalizations 


• Flaccid or deviated tail/penis 


• Tenesmus (due to paralysis of the anal sphincter) 


• Muscular tremors 


• Acute onset of mono-para-,or quadri-paresis; lameness 


• Abnormal, exaggerated gait; ataxia and incoordination 


• Convulsive seizures 


• Paralysis, prostration, recumbency 


• Death 


 


If after animal examination, some of these signs or any other signs of illness are 


present, it is advised to immediately, safely and humanely euthanize the animal, 


remove the head and submit the brain to the designated public health laboratory for 


testing. 


1.1.3. Rabies risk-based response 


Rabies infection is most quickly and reliably determined through examination of brain 


tissue removed from an animal shortly after it is dead or was euthanized.  


a. Collection/capture and handling 


• Capture should be conducted only by persons knowledgeable, trained and 


skilled in methods appropriate to the species at hand. 


• All persons charged with capture of a potentially rabid animal should have 


been pre-immunized against rabies. 


 



owner
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Ref 3. Signs of animal rabies (NRPCP)
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LIST OF ACCREDITED ANIMAL BITE PACKAGE PROVIDERS AS OF MAY 31, 2021


NAME OF INSTITUTION TEL_NO EMAIL STREET MUNICIPALITY START DATE EXPIRE DATE SEC HEAD OF FACILITY


NATIONAL CAPITAL REGION & RIZAL
METRO MANILA


1
CARDINAL SANTOS MEDICAL CENTER ANIMAL BITE 
CENTER 8-727-0001 to 3020 pdd@csmc.ph 10 WILSON ST GREENHILLS WEST SAN JUAN 01/01/2021 12/31/2021 P ZENAIDA JAVIER-UY, MD


2
EAST AVENUE MEDICAL CENTER ANIMAL BITE 
TREATMENT CENTER 928-0611 loc 753 OPD BLDG., EAST AVENUE, DILIMAN QUEZON CITY 01/01/2021 12/31/2021 G GRACE S. VERZOSA, MD


3


LAS PINAS GENERAL HOSPITAL AND SATELLITE 
TRAUMA CENTER ANIMAL BITE TREATMENT 
CENTER 8-873-0556 loc 193 lpghstc@gmail.com


P. DIEGO CERA AVENUE, BERNABE 
CMPD., PULANGLUPA I LAS PIÑAS CITY 01/01/2021 12/31/2021 G RODRIGO H. HAO, MD


4
MDRN ANIMAL BITE CENTER AND VACCINATION 
CLINIC 0915-1956330 glynbeauty@yahoo.com


B9 L3 MOUNTAIN HEIGHTS SUBD., 
QUIRINO HIWAY BRGY. 183 CALOOCAN CITY 02/19/2021 12/31/2021 P JULIE C. YU-SANTOS, MD


5 MY HEALTH CLINIC ANIMAL BITE CENTER 8-251-9172/ 0992-8390367 tonyoalcid@yahoo.com
3RD FLOOR, MEZZANINE LEVEL, 
PEDRO GIL WING, ROBINSONS PLACE MANILA 01/01/2021 12/31/2021 P MARK ALDRIN ANTONIO ALCID, MD


6
OLIVAREZ GENERAL HOSPITAL ANIMAL BITE 
CENTER 8267966


hrdepartment@olivarezgenhospital.
com DR. A. SANTOS AVE., SUCAT ROAD PARAÑAQUE CITY 01/01/2021 12/31/2021 P IMELDA OLIVAREZ-ORTEZA, MD


7
OSPITAL NG MAYNILA MEDICAL CENTER ANIMAL 
BITE TREATMENT CENTER 8-524-6063 to 69


ospitalngmaynilamedicalcenter@yah
oo.com / ommc@manila.gov.ph


PRESIDENT QUIRINO AVENUE COR. 
ROXAS BOULEVARD MANILA 01/11/2021 12/31/2021 G KARL OLIVER B. LAQUI, MD


8 PROVIDENCE HOSPITAL ANIMAL BITE CENTER 5586999 loc 757 admin@providencehospital.com.ph
1515 QUEZON AVENUE, WEST 
TRIANGLE QUEZON CITY 01/01/2021 12/31/2021 P HELEN T. OCDOL, MD


9
QUEZON CITY GENERAL HOSPITAL ANIMAL BITE 
TREATMMENT CENTER 863-0800, 920-7081 SEMINARY ROAD, EDSA QUEZON CITY 01/01/2021 12/31/2021 G JOSEPHINE B. SABANDO, MD


10
QUEZON CITY GOVERNMENT /KALIGAYAHAN 
HEALTH CENTER ANIMAL BITE TREATMENT CENTER 0908-2122309 kaligayahanabtc@gmail.com


20 KINGFISHER ST., ZABARTE SUBD., 
BRGY. KALIGAYAHAN, NOVALICHES QUEZON CITY 02/22/2021 12/31/2021 G MA. LEAH D. CHUCA, MD


11
QUEZON CITY GOVERNMENT/ PROJECT 6 ANIMAL 
BITE TREATMENT CENTER 0917-8986815 project6hc@gmail.com 58 ALLEY 3 ROAD 8, PROJECT 6 QUEZON CITY 02/22/2021 12/31/2021 G ARNOLD E. MONTEIRO, MD


12
QUEZON CITY GOVERNMENT/ SOCORRO ANIMAL 
BITE TREATMENT CENTER 09234674631 socorrohcd3@gmail.com #1 15TH AVENUE, BRGY. SOCORRO QUEZON CITY 02/22/2021 12/31/2021 G BERNARDO A. FLORENDO, MD


13
QUIRINO MEMORIAL MEDICAL CENTER ANIMAL 
BITE TREATMENT CENTER 421-2250 loc 7012 qmmc_doh@yahoo.com


J.P. RIZAL AVE. COR. P. TUAZON ST., 
PROJ. 4, BRGY. MARILAG QUEZON CITY 01/01/2021 12/31/2021 G MA. TERESA TRICIA G. BAUTISTA, MD


14
RESEARCH INSTITUTE FOR TROPICAL MEDICINE 
(RITM) ANIMAL BITE TREATMENT CENTER


8097599 / 8807-2628 to 32 
loc. 217 &235


socorrolupisan@yahoo.com / 
info@ritm.gov.ph


9002 RESEARCH DRIVE, RITM CMPD., 
FILINVEST CORPORATE CITY, 
ALABANG, MUNTINLUPA CITY 01/01/2021 12/31/2021 G


MARIA ANGELA NICOLE S. PERRERAS, 
MD


15
RIZAL MEDICAL CENTER ANIMAL BITE TREATMENT 
CENTER


0917-8996398/ 421-2250 
loc. 6040 relito_saquilayan@yahoo.com PASIG BLVD., BAGONG ILOG PASIG CITY 01/01/2021 12/31/2021 G ZEUS PATRICK EVANGELISTA, MD


16
SAN LAZARO HOSPITAL ANIMAL BITE TREATMENT 
CENTER 8732-3776 to 79 103


dodydoc@yahoo.com / 
sanlazarohospital@yahoo.com QUIRICADA ST., MANILA 01/01/2021 12/31/2021 G EDMUNDO B. LOPEZ, MD


RIZAL


17
CITY TREASURER OF ANTIPOLO / ANTIPOLO CITY 
HEALTH OFFICE 1 ABTC 8697-0362 / 0917-8502831


cesu_cho_antipolo@yahoo.com / 
antipolo_cho2015@yahoo.com


M. SANTOS ST., SITIO MULAWIN, 
BRGY. SAN ROQUE ANTIPOLO 01/01/2021 12/31/2021 G ELEANOR A. JAVONILLO, MD


18
CLINICA ANTIPOLO HOSPITAL AND WELLNESS 
CENTER, INC 8-695-9480 to 87


cahwci09@yahoo.com/ 
farrah.haidee.pedracio@gmail.com


LOT 4 NINOY AQUINO BLVD., BRGY. 
DELA PAZ ANTIPOLO 01/01/2021 12/31/2021 P


FARRAH HAIDEE LYNNE D. 
PEDRACIO, MD


19 JALA JALA ANIMAL BITE TREATMENT CENTER 0917-8968970; 401-4879 drpbbeltran@yahoo.com
JALAJALA MUNICIPAL COMPOUND, 
NATIONAL ROAD, BRGY. 1ST DISTRICT JALA-JALA 01/01/2021 12/31/2021 G PEDRO BENIGNO BELTRAN, MD


20
ORTIGAS HOSPITAL AND HEALTH CARE CENTER  
ANIMAL BITE CENTER 246-6555, 0917-8222351 ohhcpresidentsoffice@gmail.com


KM 21 ORTIGAS AVE. EXT., COR. 
BROOKESIDE HILLS, BRGY. SAN 
ISIDRO CAINTA 01/01/2021 12/31/2021 P RICO M. RAYOS DEL SOL, MD
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LIST OF ACCREDITED ANIMAL BITE PACKAGE PROVIDERS AS OF MAY 31, 2021


NAME OF INSTITUTION TEL_NO EMAIL STREET MUNICIPALITY START DATE EXPIRE DATE SEC HEAD OF FACILITY


21 RNR ANIMAL BITE CENTER 8925-3169 / 0977-853-6094
rig_ledesma@yahoo.com / 
RNRdiagnosticClinic@yahoo.com


UNIT 5, LOT 2 BLK. 21 NHA AVE., 
BRGY. DELA PAZ ANTIPOLO 01/01/2021 12/31/2021 P RIGEL M. LEDESMA, MD


22 TAYTAY ANIMAL BITE TREATMENT CENTER 658-8573, 5703662
taytay.mho@yahoo.com / 
tay2emhosp_amho@yahoo.com


J. ASILO COR. SUMULONG ST., BRGY. 
SAN ISIDRO, TAYTAY 01/01/2021 12/31/2021 G JEFFREY V. ROXAS, MD


REGION CAR
ABRA


23 ABRA PROVINCIAL HOSPITAL - ABPP 074-7528931
abraprovincialhospital@yahoo.com.
ph CALABA BANGUED 04/20/2021 12/31/2021 G ROSAURO VINCENT P. SEARES, MD


24 BANGUED RURAL HEALTH UNIT - ABPP 09162580215 rhubangued@yahoo.com TORRIJOS ST., ZONE 5 BANGUED 01/01/2021 12/31/2021 G GLYCORIC A. CORTES, M.D.
25 DOLORES RURAL HEALTH UNIT - ABPP 09177793925 doloresabrarhu@yahoo.com POBLACION DOLORES 01/12/2021 12/31/2021 G DARBIE B. MADRIAGA, M.D., CSEE
26 TAYUM RURAL HEALTH UNIT - ABPP 09178020329 jagalpomd@gmail.com POBLACION TAYUM 01/01/2021 12/31/2021 G JOSEPH A. GALPO, M.D.


APAYAO


27 APAYAO PROVINCIAL HOSPITAL - ABPP 09457715427 aph_kabugao@yahoo.com DUCRAO ST., POBLACION KABUGAO 01/04/2021 06/30/2021 G JARETTE L. BERMEJO-AGANA, M.D.


28 CONNER DISTRICT HOSPITAL - ABPP connerdistricthospital@yahoo.com RIPANG CONNER 01/01/2021 12/31/2021 G NELSON O. RIGOR, M.D.
29 PUDTOL RURAL HEALTH UNIT - ABPP 09209127964 rhupudtolapayao@gmail.com POBLACION PUDTOL 01/01/2021 12/31/2021 G AMELIA M. ABULENCIA, M.D.


BENGUET


30
BAGUIO GENERAL HOSPITAL AND MEDICAL 
CENTER - ABPP 4424216 bghmc.mcc@gmail.com GOVERNOR PACK ROAD BAGUIO CITY 04/07/2021 12/31/2021 G


RICARDO B. RUNEZ, JR., MD, FPCS, 
MHA, CESE


31
BAGUIO HEALTH SERVICES OFFICE - ABTC / CITY 
GOVERNMENT OF BAGUIO 0744429800 / 09399127309 healthservicesoffice@yahoo.com TEODORA ALONZO ST. BAGUIO CITY 01/01/2021 12/31/2021 G CELIA FLOR C. BRILLANTES, M.D.


32 BENGUET GENERAL HOSPITAL - ABPP 0744224722 beghmail.admn@gmail.com KM. 5, PICO LA TRINIDAD 01/01/2021 12/31/2021 G MELIARAZON F. DULAY, M.D., FPOGS
33 BUGUIAS RURAL HEALTH UNIT - ABPP 09219774110 buguiasrhu2607@gmail.com LOO BUGUIAS 01/01/2021 12/31/2021 G HILDA G. KIMAKIM, M.D.


34 DENNIS MOLINTAS DISTRICT HOSPITAL - ABPP
09462366462 / 
09082902428 dmmhbenguet@gmail.com DACLAN BOKOD 01/01/2021 12/31/2021 G TRICIA HAZELLE S. PANANGWE, M.D.


35 KAPANGAN DISTRICT HOSPITAL - ABPP 0746204252 kmch_kapangan@yahoo.com.ph 161 CENTRAL KAPANGAN 01/01/2021 12/31/2021 G REYNELLE C. DEL AMOR, M.D.


36 NORTHERN BENGUET DISTRICT HOSPITAL - ABPP 09084684680 aehbuguias@gmail.com BEKES, BUYACAOAN BUGUIAS 01/01/2021 12/31/2021 G ALMA A. GED-ANG, M.D.


37
SLU-HOSPITAL OF THE SACRED HEART ANIMAL 
BITE CENTER 0744425700 assoriano@slu.edu.ph ASSUMPTION ROAD EXTENSION BAGUIO CITY 01/01/2021 12/31/2021 P PAUL ADLAI B. QUITIQUIT, M.D.
IFUGAO


38 POTIA DISTRICT HOSPITAL - ABPP 09175741414 potiadisthospital@yahoo.com.ph STA. MARIA
ALFONSO LISTA 
(POTIA) 01/01/2021 12/31/2021 G CEASAR L. SEVILLEJA, M.D.


39 TINOC DISTRICT HOSPITAL - ABPP 09656913789 tinocdistricthospital@yahoo.com PANTAL, IMPUGONG TINOC 01/01/2021 12/31/2021 G RODRIGO P. CAGADAS, M.D.
KALINGA


40 KALINGA PROVINCIAL HOSPITAL - ABPP 09154650253 PUROK 6, BULANAO TABUK 01/01/2021 12/31/2021 G MARILYN T. DUYAN, M.D.


41 TABUK CITY HEALTH OFFICE - ABPP 0918-9415100 tabukcho@yahoo.com BALAGTAS ST., DAGUPAN CENTRO TABUK 04/14/2021 12/31/2021 G HENRIETTA S. BAGAYAO, M.D.
MOUNTAIN PROVINCE


42 BONTOC GENERAL HOSPITAL - ABPP 09209167344 pho2_nitz@yahoo.com.ph MALIGCONG ROAD, UPPER CALUTTIT BONTOC 01/01/2021 12/31/2021 G NENITA D. LIZARDO, M.D.


43 LUIS HORA MEMORIAL REGIONAL HOSPITAL - ABPP 09190066588 lhmrh_doh@yahoo.com ABATAN BAUKO 01/01/2021 12/31/2021 G EDUARDO B. CALPITO, M.D., MHA


44 PARACELIS DISTRICT HOSPITAL - ABPP 09209604047 p.matib@yahoo.com POBLACION
PARACELIS 
(PARACALES) 01/01/2021 12/31/2021 G PRESENTACION D. MATIB, M.D.


REGION I
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NAME OF INSTITUTION TEL_NO EMAIL STREET MUNICIPALITY START DATE EXPIRE DATE SEC HEAD OF FACILITY


ILOCOS NORTE


45
MARIANO MARCOS MEMORIAL HOSPITAL AND 
MEDICAL CENTER 077-6008000 mmmh_doh@yahoo.com 6 SAN JULIAN BATAC 01/01/2021 12/31/2021 G DR. MARIA LOURDES K. OTAYZA
ILOCOS SUR


46 CANDON CITY HEALTH OFFICE 742-5008 chocandon.isur@yahoo.com.ph CALAOA-AN, CANDON 01/01/2021 06/30/2021 G DR. NARCISO S. RAMOS JR.


47
DR. ANTONIO L. VALLE SR. MEMORIAL HEALTH - 
ANIMAL BITE TREATMENT CENTER 0917-6262287 rhusta.cruz@yahoo.com.ph POBLACION WESTE STA. CRUZ 01/01/2021 12/31/2021 G DR. ELALIN J. JAVILLONAR


48
ILOCOS SUR DISTRICT HOSPITAL - BESSANG PASS 
CERVANTES 09175200183


bessangpassmemorialhospital@yaho
o.com NATIONAL ROAD CERVANTES 01/01/2021 12/31/2021 G DR. THERESA A. BASABAS


49 ILOCOS SUR DISTRICT HOSPITAL - NARVACAN 077-6740271/09277129463 cisdhospital@yahoo.com PARATONG NARVACAN 01/01/2021 12/31/2021 G DR. RONALD REMEGIO T. TOBIAS


50
ILOCOS SUR DISTRICT HOSPITAL-TAGUDIN ANIMAL 
BITE TREATMENT CENTER 077-6522112 tagudin_hospital@yahoo.com BIO TAGUDIN 01/01/2021 12/31/2021 G DR. OSEAS I. DIASEN


51 SALCEDO RURAL HEALTH UNIT 09178900064 salrhu@yahoo.com POBLACION NORTE SALCEDO (BAUGEN) 01/01/2021 12/31/2021 G DR. MARIBETH N. TUDAYAN
LA UNION


52 AGOO MUNICIPAL HEALTH OFFICE ABTC 072-607-4187 agoo_munhealthoffice@yahoo.com STA. BARBARA AGOO 01/01/2021 12/31/2021 G DR. MICHAEL DAVE N. MESIAS
53 BACNOTAN DISTRICT HOSPITAL 607-4044/6071417 bdh_bacnotan@yahoo.com POBLACION, BACNOTAN 01/01/2021 12/31/2021 G DR. ZENSERLY D. PAGADUAN
54 BALAOAN DISTRICT HOSPITAL 6030280/09285555706 bldh.balaoan@gmail.com BARANGAY BUNGOL BALAOAN 03/18/2021 12/31/2021 G DR. MARK ANTHONY S. TOMBOC


55 CABA DISTRICT HOSPITAL 072-6070633/09178720678 cdh@launion.gov.ph
NATIONAL HIGHWAY, POBLACION 
SUR CABA 01/01/2021 12/31/2021 G DR. GRETCHEN F. AROMIN


56
ILOCOS TRAINING AND REGIONAL MEDICAL 
CENTER 607-6418/7003719 itrmc2010@yahoo.com PARIAN, SAN FERNANDO CITY 01/01/2021 12/31/2021 G DR. EDUARDO M. BADUA III


57 LA UNION MEDICAL CENTER 607-5541 launionmedicalcenter@ymail.com NAZARENO AGOO 01/01/2021 12/31/2021 G DR. GLENN ERNEST M. FONBUENA


58 NAGUILIAN DISTRICT HOSPITAL
(072) 609 
1018/09189273392 ndh@launion.gov.ph NATIVIDAD NAGUILIAN 01/01/2021 12/31/2021 G DR. EDUARDO G. POSADAS


59 ROSARIO DISTRICT HOSPITAL 687-0456 rdh@launion.gov.ph CONCEPCION ROSARIO 01/01/2021 12/31/2021 G DR. RODOLFO C. TONGSON
PANGASINAN


60 ALCALA RURAL HEALTH UNIT ABTC 075-5934992 rhualcalapangasinan@yahoo.com POBLACION EAST ALCALA 01/01/2021 12/31/2021 G DR. SHIRANTE C. PARAYNO


61 BASISTA MUNICIPAL HEALTH OFFICE 09175080123/09227900248 mhobasistapang@yahoo.com MAGSAYSAY ST., POBLACION BASISTA 01/01/2021 12/31/2021 G DR. LILIBETH A. FERMIN


62 BAYAMBANG DISTRICT HOSPITAL 592-2958
bayambang_districthospital80@yaho
o.com BICAL NORTE BAYAMBANG 01/01/2021 12/31/2021 G DR. STACHYS NEIL E. ESPINO


63 BAYAMBANG RURAL HEALTH UNIT I
075-6330169/075-
6961653/09987936994 rhubayambang2016@gmail.com ROXAS ST., POBLACION BAYAMBANG 01/01/2021 12/31/2021 G DR. PAZ F. VALLO


64 BOLINAO COMMUNITY HOSPITAL
0917-
5089178/09338785203 bolinao_c_h@ymail.com SAMPALOC BOLINAO 01/19/2021 12/31/2021 G DR. GENEVIEVE S. RIVERA


65 BOLINAO RURAL HEALTH UNIT 6324657 rhu_bolinao@yahoo.com GERMINAL BOLINAO 01/01/2021 12/31/2021 G DR.PANGILALO D. DEL FIERRO JR.


66 BURGOS RURAL HEALTH UNIT 09464991137 rhu_burgospang@yahoo.com.ph POBLACION BURGOS 02/16/2021 12/31/2021 G DR. TRINA MARIE M. AQUINO


67 DAGUPAN CITY HEALTH OFFICE 522-8206/09175081238 cityhealth@dagupan.gov.ph HERRERO PEREZ DAGUPAN CITY 01/01/2021 12/31/2021 G DR. AURORA H. CUISON


68 DASOL COMMUNITY HOSPITAL 09236109627/09184591475 dasolcommunityhospital@gmail.com BOBONOT DASOL 01/01/2021 12/31/2021 G DR. EUGENIE E. GUIANG
69 EASTERN PANGASINAN DISTRICT HOSPITAL 572-4339 epdh_tayug@yahoo.com NEW MAGALLANES TAYUG 02/17/2021 12/31/2021 G DR. DAVID BEN E. GURION


70 MALASIQUI RURAL HEALTH UNIT 09253254202/09338678423 rhumalasiqui@gmail.com BURGOS ST. POBLACION MALASIQUI 01/01/2021 12/31/2021 G DR. MARLO P. DE GUZMAN


71 MANGATAREM DISTRICT HOSPITAL 09173362614/0917834425
mangataremdistricthospital@gmail.c
om BARANGAY CASILAGAN MANGATAREM 01/12/2021 12/31/2021 G DR. MONA LISA N. PALISOC


72 PANGASINAN PROVINCIAL HOSPITAL 5313263/09499445141 pphscgh@yahoo.com BARANGAY BOLINGIT, SAN CARLOS CITY 01/01/2021 12/31/2021 G DR. AURELIO O. CARIÑO
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73 POZORRUBIO - RURAL HEALTH UNIT 075-6321502 rhupozorrubio@yahoo.com SISON ST. , POBLACION DISTRICT III POZORUBIO 02/15/2021 12/31/2021 G DR. MA. LUSIANA M. BAUTISTA
74 REGION I MEDICAL CENTER 075-523-4103/5158916 region1mc@gmail.com ARELLANO ST., DAGUPAN CITY 01/01/2021 12/31/2021 G DR. JOSEPH ROLAND O. MEJIA
75 UMINGAN COMMUNITY HOSPITAL 5765033/09156675800 uminganch@yahoo.com BURGOS STREET UMINGAN 01/01/2021 12/31/2021 G DR. TRACY LOU T. BITOY


76 WESTERN PANGASINAN DISTRICT HOSPITAL 632-3810 wpdhalaminosnew@yahoo.com
SAN JOSE DRIVE PUROK SABARO 
POBLACION ALAMINOS 01/01/2021 12/31/2021 G DR. EDGARDO C. ESPINOSA


REGION II
BATANES
CAGAYAN


77 APARRI MUNICIPAL HEALTH CENTER - EAST
09175853471/(078) 888-
2001 lguaparriphil@yahoo.com CENTRO 3, APARRI 01/01/2021 12/31/2021 G MARIA ROWENA G. MARANTAN, MD


78 BAGGAO RHU 09175926431 rhubaggao@gmail.com SAN JOSE, BAGGAO 01/01/2021 12/31/2021 G EVELYN A. GAMATA, MD
79 CAGAYAN PHO CLINIC 09175878708 phocagayan@yahoo.com BAGAY ROAD, TUGUEGARAO CITY 01/01/2021 12/31/2021 G CARLOS D. CORTINA III, MD
80 GONZAGA RURAL HEALTH UNIT 09178853132 mhogonzaga@gmail.com SMART, GONZAGA 01/01/2021 12/31/2021 G LOUIE S. SUNICO, MD
81 STA. TERESITA RHU 09564175662 doccyn35@yahoo.com CENTRO EAST, STA. TERESITA 01/01/2021 12/31/2021 G CYNTHIA LYN T. MELCHOR, MD


82 TUAO RURAL HEALTH UNIT 09175656561/09173100602 tuaorhu1@yahoo.com CENTRO, TUAO 01/01/2021 12/31/2021 G EXSUPERIO B. YUAGA, MD
ISABELA


83 ALICIA RHU 09177741179 rhualicia_isabela@yaho..com MAGSAYSAY ALICIA 01/01/2021 12/31/2021 G JENIFER S. RAMOS
84 ANGADANAN RURAL HEALTH UNIT 09175741693 CENTRO 3 ANGADANAN 01/01/2021 12/31/2021 G DR. BELINDA MIGUEL VISPO
85 CAUAYAN CITY HEALTH OFFICE 2 09178856936 mkvap0226@yahoo.com.ph P 14, BRGY  VILLA LUNA, CAUAYAN 01/01/2021 12/31/2021 G MARY KRISTIN A. PURUGGANAN
86 CAUAYAN DISTRICT HOSPITAL 09278363747 cdh_isabela@yahoo.com ROSEMARIE REYES ST., DISTRICT 1 CAUAYAN 01/01/2021 12/31/2021 G HERRISON O. ALEJANDRO
87 CAUAYAN MEDICAL SPECIALIST HOSPITAL 09175742629 cmshinc1401@yahoo.com 27 BURGOS ST., DISTRICT II CAUAYAN 01/01/2021 12/31/2021 P DR. MARIA CORAZON D. ACOSTA


88 CHO SANTIAGO CITY
09178244134 / 
09452176090


cho.santiago@gmail.com / 
manalogenaro@yahoo.com CITY HALL COMPOUND, SAN ANDRES, SANTIAGO CITY 01/01/2021 12/31/2021 G GENARO N. MANALO


89 FAUSTINO N. DY SR. MEMORIAL HOSPITAL 09275674782/09657157632 gfndsmh@yahoo.com.ph MAHARLIKA RD.,  CALAMAGUI 2ND, ILAGAN 01/01/2021 12/31/2021 G DR. NELSON O. PAGUIRIGAN


90 MANUEL A. ROXAS DISTRICT HOSPITAL 09053476576/078-6420152 mardh_rxs@yahoo.com.ph SAN ANTONIO ROXAS 02/09/2021 12/31/2021 G DR. EDENCITA R. PAGUIRIGAN
91 MILAGROS ALBANO DISTRICT HOSPITAL 09178901320 mdh_cabagan@yahoo.com NGARAG, CABAGAN 01/01/2021 12/31/2021 G DR. ARLENE M. LAZARO


92 SAN MARIANO RURAL HEALTH UNIT
0906-
1288715/09061288715 rhusanmariano@gmail.com STA. FILOMENA, SAN MARIANO 01/01/2021 12/31/2021 G DR. ALMIRA L. REYES


93 SAN MATEO RURAL HEALTH UNIT 09212259072 rhusanmateoisabelar2@gmail.com CENTRO, SAN MATEO 01/01/2021 06/30/2021 G DR. RUTH A. CANTORNA
NUEVA VIZCAYA


94
PROVINCIAL INTEGRATED HEALTH OFFICE ANIMAL 
BITE TREATMENT CENTER


09175875111/09057006925
/09175096761 abtc_piho01@yahoo.com CAPITOL COMPOUND, DISTRICT IV, BAYOMBONG 01/01/2021 12/31/2021 G EDWIN B. GALAPON, MD


95 REGION II TRAUMA AND MEDICAL CENTER
078-8053561 to 
64/09209226658 r2tmc2019@gmail.com BARANGAY MAGSAYSAY, BAYOMBONG 01/01/2021 12/31/2021 G NAPOLEAON A. OBAÑA, MD


96 SOLANO RURAL HEALTH UNIT 09533006860/09678004068
mhosolanonv@gmail.com/mho_sola
nonv@yahoo.com LGU- COMPOUND, BRGY. ROXAS, SOLANO 01/01/2021 12/31/2021 G CLARITA EGMIN EPI, MD


QUIRINO


97 MADDELA DISTRICT HOSPITAL 09064997805/09178650834 maddeldistricthospitalyahoo.com DIDUYON MADDELA 01/01/2021 12/31/2021 G RONALDO E. SANCHEZ, MD


98 QUIRINO PROVINCE MEDICAL CENTER 091775746660 qphhealth@yahoo.com
NATIONAL HIGHWAY, 
MANGANDINGAY CABARROGUIS 01/01/2021 12/31/2021 G ROGER T. BAGUIOEN, MD


REGION III
AURORA


99
CASIGURAN RURAL HEALTH UNIT ANIMAL BITE 
TREATMENT CENTER 09209571640 GOMEZ ST., BRGY. 03, CASIGURAN 01/01/2021 12/31/2021 G MERILL A. DANAY, MD


100 DINALUNGAN RURAL HEALTH UNIT 09209080759 dinalungan.lgu1966@yahoo.com POBLACION ZONE II, DINALONGAN 01/01/2021 12/31/2021 G NYDA S. BARRERA, MD
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101
MARIA AURORA RURAL HEALTH UNIT ANIMAL 
BITE TREATMENT CENTER 09178223666 mhomaria070@gmail,com 675 SILVESTRE ST., BRGY 3, MARIA AURORA 01/01/2021 12/31/2021 G HEZER E. NECESITO, MD


102
ROSAURO R. TANGSON SR. MEMORIAL CLINIC 
ANIMAL BITE TREATMENT CENTER 09499387954 rtangson@gmail.com MONDALA ST., BRGY. 2, SAN LUIS 01/01/2021 12/31/2021 G ROSALILIA C. TANGSON, MD
BATAAN


103
BATAAN GENERAL HOSPITAL AND MEDICAL 
CENTER 047 237 1274 loc 210 bataanghmc2020@gmail.com MANAHAN ST., TENEJERO BALANGA 01/01/2021 12/31/2021 G GLORY V. BALTAZAR, MD


104
HERMOSA LYING-IN AND HEALTH CENTER- 
ANIMAL BITE TREATMENT CENTER 047 - 612 0547 hermosa_rhu@yahoo.com.ph


NEW PUBLIC MARKET, BRGY. 
PALIHAN, HERMOSA 01/01/2021 12/31/2021 G JOSE BISMARCK Z. ABAD, MD


105 JOSE C. PAYUMO JR. MEMORIAL HOSPITAL 047 481 1724 jcpayumo@bataan.gov.ph SAN RAMON, DINALUPIHAN 01/01/2021 12/31/2021 G GENA A. ABARA, MD


106
MARIVELES RURAL HEALTH UNIT I ANIMAL BITE 
TREATMENT CENTER 047 653 4630


MUNICIPAL COMPOUND, 
POBLACION, MARIVELES 01/01/2021 12/31/2021 G KRISTINE S. SANTOS, MD


107 ORANI DISTRICT HOSPITAL 0917 106 8908 oranidh@bataan.gov.ph
LOURDES STREET. MA. FE 
SUBDIVISION, ORANI 01/01/2021 12/31/2021 G ROSALIE P. MANUBAY, MD


108 ORION RURAL HEALTH UNIT 047-2444284 WAWA, ORION 01/01/2021 12/31/2021 G CORAZON M. CRUZ, MD
BULACAN


109
ACSA-DIVINE MERCY MEDICAL, DIAGNOSTIC AND 
ANIMAL BITE CLINIC 0917 703 6318 divinemercymedical@gmail.com STA. ROSA 1, MARILAO 01/01/2021 12/31/2021 P MARIA RACHEL T. SANTOS, MD


110
ANGAT RURAL HEALTH UNIT ANIMAL BITE 
TREATMENT CENTER 09228329085 eagustinbartolome@yahoo.com


POBLACION, STA. CRUZ, ANGAT, 
BULACAN ANGAT 01/19/2021 12/31/2021 G GUILLERMA A. BARTOLOME,MD


111 BALIUAG DISTRICT HOSPITAL 044 766 2364 bdhospital1970@gmail.com CARPA VILLAGE, SABANG, BALIUAG 01/01/2021 12/31/2021 G ANGELITO D. TRINIDAD, MD


112 BULACAN MEDICAL CENTER 044 791 0630 pho_bulacan@yahoo.com MOJON ROAD, MALOLOS 01/01/2021 12/31/2021 G HJORDIS MARUSHKA B. CELIS, MD
113 GREGORIO DEL PILAR DISTRICT HOSPITAL 762 3748 gdpdh@yahoo.com.ph BAGUMBAYAN, BULACAN 01/13/2021 12/31/2021 G JOSEPH PAUL R. CRUZCOSA


114
GUIGUINTO RHU II ANIMAL BITE TREATMENT 
CENTER 09178694632 dra_chua@yahoo.com BARANGAY TIAONG, GUIGUINTO 01/01/2021 12/31/2021 G PRIMA LEA L. CHUA, MD


115 MVS MEDICAL AND ANIMAL BITE CLINIC 0933 927 7567 mvsclinic1125@gmail.com BUNSURAN 1, PANDI 01/01/2021 12/31/2021 P MARIA RACHEL T. SANTOS, MD


116 OSPITAL NG LUNGSOD NG SAN JOSE DEL MONTE 0922 845 2200 olsjdm@gmail.com BAGONG BUHAY I, SAN JOSE DEL MONTE 01/01/2021 12/31/2021 G CATHERINE E. MISOLES-BELTRAN, MD


117 ROGACIANO M. MERCADO MEMORIAL HOSPITAL 0922 832 2591 rmmmh@bulacan.gov.ph
JOSE CORAZON DE JESUS STREET, 
POBLACION, STA. MARIA 01/01/2021 12/31/2021 G


DAVID RAWLAND M. DOMINGO, MD, 
MBA-H


118 SAN ILDEFONSO RHU I 09239418039 rhu1sib@gmail.com E. VIUDEZ ST., POBLACION, SAN ILDEFONSO 01/01/2021 12/31/2021 G JEANETTE Z. DELA CRUZ, MD


119 SAN MIGUEL DISTRICT HOSPITAL 044 764 0130
sanmiguel_districthospital@yahoo.c
om STA. RITA OLD, SAN MIGUEL 01/01/2021 06/30/2021 G EDWIN P. TECSON, MD


NUEVA ECIJA


120
CABANATUAN CHO ANIMAL BITE TREATMENT 
CENTER 044 - 463-5900 cho_cabanatuan@yahoo.com


CITY HALL COMPOUND, KAPITAN 
PEPE,  CABANATUAN CITY 01/01/2021 12/31/2021 G ARMINDA A. ADECER, MD


121
DR. PAULINO J. GARCIA MEMORIAL RESEARCH 
AND MEDICAL CENTER


044 463 8286 / 044 463 
9937


dr.pjgmrmc85cabanatuan@gmail.co
m MABINI ST., CABANATUAN CITY 04/08/2021 12/31/2021 G


HUBERTO F. LAPUZ, MD, MHA, FICS, 
FPCHA, CEO VI


122 GABALDON MEDICARE & COMMUNITY HOSPITAL 0950 986 8815 gabaldonmch19722@gmail.com
SAMPAGUITA STREET, SOUTH 
POBLACION, GABALDON 01/01/2021 12/31/2021 G CHRISTIAN M. SALAZAR, MD


123 GUIMBA COMMUNITY HOSPITAL 0998 862 1273
guimbacommunityhospital@gmail.c
om DE OCAMPO STREET, SARANAY, GUIMBA 01/01/2021 12/31/2021 G MANUEL L. GALAPON III, MD, MHA


124 SCIENCE CITY OF MUÑOZ CITY HEALTH OFFICE 044 - 456 5505 /456 5921 etr_moo2@yahoo.com T. DELOS SANTOS ST., MUNOZ 03/19/2021 12/31/2021 G ABIGAIL P. BARET. MD


125 TALAVERA GENERAL HOSPITAL
044 940 7726 / 044 940 
7990` talaverageneralhospital@gmail.com MASTRANG KIKAY DIST., TALAVERA 01/01/2021 12/31/2021 G MA. ISABEL S. GALLARDO, MD


126
TALAVERA RURAL HEALTH UNIT II ANIMAL BITE 
TREATMENT CENTER 09971109043 rhu2sanricardo@gmail.com PINAGPANAAN, TALAVERA 01/01/2021 12/31/2021 G YOLANDA C. LUCAS, MD
PAMPANGA


127
ANGELES CITY HEALTH OFFICE ANIMAL BITE 
TREATMENT CENTER 09228524347 hbtmdfm@yahoo.com  PULUNG MARAGUL, ANGELES CITY 01/26/2021 12/31/2021 G HERNAND B. TULUD M.D.


128 APALIT DOCTOR'S HOSPITAL INC.
0943 131 8819 / 0917 864 
3071 apalithospmds@yahoo.com GONZALES AVENUE, SAN JUAN, APALIT 01/01/2021 12/31/2021 P CATHERINE JANE Y. CAYLAO, MD
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129 DOMINGO B. FLORES DISTRICT HOSPITAL 0920 968 4084 dbfdh.hospital@gmail.com BRGY. BATASAN, MACABEBE 01/01/2021 12/31/2021 G RACHELL P. GUTIERREZ, MD


130 DR. EMIGDIO C. CRUZ SR. MEMORIAL HOSPITAL 045 885 0737 eccsmh@gmail.com SAN AGUSTIN NORTE, ARAYAT 01/01/2021 12/31/2021 G ALICE T. BUAN, MD


131 ESCOLASTICA ROMERO DISTRICT HOSPITAL 0933 814 9811 escolastica_hospital@yahoo.com SAN NICOLAS 1ST, LUBAO 03/22/2021 12/31/2021 G ZENON V. PONCE, MD


132 JOSE B. LINGAD MEMORIAL GENERAL HOSPITAL
045 961 409 6688 / 961 
3544 mcc@jblmgh.com.ph DOLORES, SAN FERNANDO 01/01/2021 12/31/2021 G MONSERRAT S. CHICHIOCO, MD


133 MABALACAT DISTRICT HOSPITAL 045 331 2801 mdh_mabalacat@yahoo.com.ph CAMACHILES, MABALACAT 03/04/2021 12/31/2021 G DANILO D. NAGUIT, MD


134 ROMANA PANGAN DISTRICT HOSPITAL 045 409 3097 romanapangan_district@yahoo.com SAN JOSE, FLORIDABLANCA 02/24/2021 12/31/2021 G MERLYN L. BAQUIRAN, MD, MBM


135
SAN SIMON RHU ANIMAL BITE TREATMENT 
CENTER 091779146283 sansimonrhu@gmail.com SAN PEDRO, SAN SIMON 01/01/2021 12/31/2021 G MARLINE B. DELA ROSA, MD
TARLAC


136
CAMILING MUNICIPAL HEALTH UNIT ANIMAL BITE 
TREATMENT CENTER 045-9341258 camilingrhu2008@yahoo.com QUEZON AVENUE, POBLACION H, CAMILING 01/01/2021 12/31/2021 G


DALISAY T. RIGONAN-TANGONAN, 
MD


137 CENTRAL LUZON DOCTORS' HOSPITAL, INC. 045 925 2534/045 982 4430 mail@cldh.com.ph HOSPITAL DRIVE, SAN VICENTE, TARLAC 01/01/2021 12/31/2021 P GODOFREDO V. DUNGCA III, MD


138 MRVD ANIMAL BITE CENTER 0916 943 8492 mrvdanimalbitecenter@gmail.com
DELA PATRIA ST. NICOLAS 
POBLACION CONCEPCION 01/01/2021 12/31/2021 P ALAIN JESUS P. FLORES, MD


139 TARLAC CITY ANIMAL BITE TREATMENT CENTER 0908-8993409 cho_tarlac@yahoo.com HILARIO ST., LIGTASAN, TARLAC 01/01/2021 12/31/2021 G MA. CARMELA L. GO, MD


140
TARLAC PROVINCIAL HEALTH OFFICE ANIMAL BITE 
TREATMENT CENTER 045 - 982 1872 tarlacpesu_gmail.com SAN VICENTE, TARLAC 01/01/2021 12/31/2021 G JEANETTE A. LAZATIN, MD
ZAMBALES


141
STA. CRUZ RURAL HEALTH UNIT II ANIMAL BITE 
TREATMENT CENTER 09175039120 rhu2stacruz@gmail.com BRGY. BAYTO, SANTA CRUZ 01/01/2021 12/31/2021 G MARIA VICTORIA BAGOOD, MD


REGION IVA
CAVITE


142
ALFONSO RURAL  HEALTH UNIT ANIMAL BITE 
TREATMENT CENTER


046-4198250 loc. 234-241/ 
0916-6191088 alfonsorhu.health@gmail.com 71 BURGOS ST., POBLACION I ALFONSO 01/01/2021 12/31/2021 G MA. CECILIA A. SERGENTO, MD


143
CHO TRECE MARTIRES CITY ANIMAL BITE 
TREATMENT CENTER


0917-652-5841/046-419-
0091 cho_trececavite@yahoo.com SAN AGUSTIN TRECE MARTIRES CITY 01/01/2021 12/31/2021 G MARIA CECILIA C. TEJEDOR, MD


144
DASMARIÑAS CITY HEALTH OFFICE 2 ANIMAL BITE 
TREATMENT CENTER 046-416-5638 dasma_cho2pidsr@yahoo.com BRGY. STA. CRUZ I DASMARINAS 01/01/2021 12/31/2021 G DR. MINERVA M. CAZEÑAS


145
GEN. EMILIO AGUINALDO MEMORIAL HOSPITAL 
ANIMAL BITE TREATMENT CENTER 046-4190063/09175611411 pho1_cavite@yahoo.com BRGY. LUCIANO TRECE MARTIRES CITY 01/01/2021 12/31/2021 G NONIE JOHN DALISAY, MD


146 GEN. TRIAS CHO ANIMAL BITE TREATMENT CENTER 046-4339884 BRGY SAMPALOCAN GEN. TRIAS 01/01/2021 12/31/2021 G JONATHAN P. LUSECO, MD


147
GEN. TRIAS CITY HEALTH OFFICE MANGGAHAN 
ANIMAL BITE TREATMENT CENTER 046-4339884


SUNSHINE VILLAGE, BRGY. 
MANGGAHAN GEN. TRIAS 01/01/2021 12/31/2021 G JONATHAN P. LUSECO, MD


148 IMUS CHO I ANIMAL BITE TREATMENT CENTER 046-434-4057 imuscityhealthone@gmail.com MEDICION I-C IMUS 01/01/2021 12/31/2021 G FERDINAND P. MINA, MD


149
IMUS CITY HEALTH OFFICE II ANIMAL BITE 
TREATMENT CENTER 0917-536-13570 imuscityhealthtwo@gmail.com


PLARIDEL SUBDIVISION, BAYAN 
LUMA 7 IMUS 01/01/2021 12/31/2021 G MA. RODORA CORONADO, MD


150
IMUS CITY HEALTH OFFICE III ANIMAL BITE 
TREATMENT CENTER 0927-878-7777 imuscityhealththree@gmail.com


GREENGATE HOMES MALAGASANG 
II-A IMUS 01/01/2021 12/31/2021 G RONALDO I. CALINGASAN, MD


151 INDANG RHU ANIMAL BITE TREATMENT CENTER 046-8401705 rosaalegre317@yahoo.com BRGY 4 DIMABILING ST INDANG 01/01/2021 12/31/2021 G ROSA C. ALEGRE, MD


152
MAGALLANES RURAL HEALTH UNIT & LYING-IN 
ANIMAL BITE TREATMENT CENTER 0917-551-2852 rhumagallanes@gmail.com BRGY KABULUSAN MAGALLANES 01/01/2021 12/31/2021 G JOSE JEMMEL B. BACOLOD, MD


153
MENDEZ RURAL HEALTH UNIT ANIMAL BITE 
TREATMENT CENTER


046-4130601/0917-831-
0723 rhumendez@gmail.com J.P. RIZAL ST., POB 2 MENDEZ-NUNEZ 01/01/2021 12/31/2021 G ROSALINA N. VERIDIANO,MD
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154
OSPITAL NG IMUS ANIMAL BITE TREATMENT 
CENTER (046)419-8300 oni.cavite.ph@gmail.com PEDRO REYES ST, MALAGASANG I-G IMUS 01/01/2021 12/31/2021 G EDGARDO R. FIGUEROA, MD


155
PAGAMUTAN NG DASMARIÑAS ANIMAL BITE 
TREATMENT CENTER


(046) 481-4400 LOC. 703, 
705 pagamutangdasma@gmail.com BUROL 2 DASMARINAS 01/01/2021 12/31/2021 G MA. LUISA CAMPOS-CAGINGIN, MD


156
R.S. PUNZALAN MULTISPECIALTY AND DIAGNOSTIC 
CLINIC ANIMAL BITE CENTER 046-423-9508/09178630757 ruthpunzalan@yahoo.com BRGY SAN AGUSTIN TRECE MARTIRES CITY 01/01/2021 12/31/2021 P RUTH S. PUNZALAN MD


157
TAGAYTAY CITY HEALTH OFFICE ANIMAL BITE 
TREATMENT CETER


046-483-0604/0917-846-
3888 chotagaytay@yahoo.com


AKLE ST., BRGY. KAYBAGAL SOUTH 
TAGAYTAY CITY, CAVITE TAGAYTAY CITY 01/01/2021 12/31/2021 G LIZA FE F. CAPUPUS, MD


158
TANZA MUNICIPAL HEALTH CENTER ANIMAL BITE 
TREATMENT CENTER 0917-863-0757 ruth.tanza@gmail.com


A. SORIANO HI-WAY, DAANG AMAYA 
I TANZA 01/01/2021 12/31/2021 G RUTH S. PUNZALAN,MD


LAGUNA


159
BIÑAN CITY HEALTH OFFICE 1 ANIMAL BITE 
TREATMENT CENTER 049-51188142 rhubinan@yahoo.com BRGY., STO. DOMINGO BINAN 01/01/2021 12/31/2021 G MIRABELLE M. BENJAMIN,MD,MPH


160 CABUYAO RHU I ANIMAL BITE TREATMENT CENTER
049-531-1153/0949-457-
3078 rhu1cabuyao@yahoo.com ROSARIO VILLAGE, SALA CABUYAO 01/27/2021 12/31/2021 G DR. ELENA C. DIAMANTE


161 CALAMBA CHO ANIMAL BITE TREATMENT CENTER 049-545-6597 ginamalabanan@gmail.com BARRETO ST., BRGY. VII CALAMBA 01/01/2021 12/31/2021 G ADELINO C. LABRO,MD


162 CALAMBA CHO ANIMAL BITE TREATMENT CENTER 049-576-4964 cubaemergencyclinic@gmail.com BRGY. PUNTA CALAMBA 01/01/2021 12/31/2021 G ADELINO C. LABRO, MD


163 CALAMBA MEDICAL CENTER ANIMAL BITE CENTER
049-545-1740/0961-539-
9045 calambamed@cmc.ph CROSSING BRGY. REAL CALAMBA 01/01/2021 12/31/2021 P


MARIE CATHERINE GRACE JULIANO-
REMOLLINO,MD


164
CITY HEALTH OFFICE II BIÑAN ANIMAL BITE 
TREATMENT CENTER 0917-520-2436 binan2healthclaims@gmail.com


ROMANA SUBD., BRGY. SAN 
ANTONIO BINAN 01/01/2021 12/31/2021 G JENALYN C. MENDOZA, M.D.


165
HEALTHSERV LOS BAÑOS MEDICAL CENTER 
ANIMAL BITE CENTER


049-536-4858/0927-889-
5349 aonia@healthserv.com.ph


8817 NATIONAL HI-WAY , BATONG 
MALAKE LOS BANOS 01/01/2021 12/31/2021 P ALMIRA FLORES ONIA, MD


166
LAGUNA MEDICAL CENTER ANIMAL BITE 
TREATMENT CENTER 049-543-3333 lagunamedcenter@gmail.com J. DE LEON ST. STA. CRUZ 01/01/2021 12/31/2021 G JUDY A. RONDILLA, MD


167


LAGUNA PROVINCIAL HOSPITAL-LUISIANA 
DISTRICT HOSPITAL ANIMAL BITE TREATMENT 
CENTER 049-503-6250 ldhlaguna@ymail.com FABRICANTE ST. LUISIANA 01/01/2021 12/31/2021 G IGNACIA M. FLORES, MD


168


LAGUNA PROVINCIAL HOSPITAL-MAJAYJAY 
DISTRICT HOSPITAL ANIMAL BITE TREATMENT 
CENTER


049-573-6385/0920-925-
3308


majayjaymedicarehospital@yahoo.c
om BRGY. TALORTOR MAJAYJAY 01/01/2021 12/31/2021 G


MA THERESA V. LAPITAN, FPSMS, 
MHA, CHA, FPCHA


169


LAGUNA PROVINCIAL HOSPITAL-SAN PABLO CITY 
DISTRICT HOSPITAL ANIMAL BITE TREATMENT 
CENTER 049-521-1677 spcdh@yahoo.com GENERAL LUNA ST.,  BRGY. 4A SAN PABLO CITY 01/01/2021 12/31/2021 G EDGAR M. PALACOL, MD


170
LILIW RURAL HEALTH UNIT ANIMAL BITE 
TREATMENT CENTER


049-563-3055/0977-338-
5390 liliwrhu@gmail.com  BRGY., PAG-ASA, LILIW 01/01/2021 12/31/2021 G JOHN CALVIN G. LAGUTIN, MD


171
NAGCARLAN DISTRICT HOSPITAL ANIMAL BITE 
TREATMENT CENTER 049-563-1014 F. BALTAZAR ST., POB. 3 NAGCARLAN 01/01/2021 12/31/2021 G DR. MONA LISA F. COSME


172
PAGSANJAN RHU  ANIMAL BITE TREATMENT 
CENTER


049-501-3183/0918-944-
2768 pagsanjanrhu_laguna@yahoo.com SITIO I BRGY. BINAN PAGSANJAN 01/01/2021 12/31/2021 G  LYRA L. TORRES, MD


173 SAN PABLO  ANIMAL BITE TREATMENT CENTER
049-800-4554/049-527-
4267 chosanpablo@yahoo.com BRGY. SAN JOSE SAN PABLO CITY 01/01/2021 12/31/2021 G MARIA VICTORIA L. GUIA, MD


174
SAN PEDRO RHU 1 ANIMAL BITE TREATMENT 
CENTER


02-856-5086/0917-709-
6322 splrhu10211@gmail.com STO. NIÑO ST. BGY. STO. NIÑO SAN PEDRO 01/01/2021 12/31/2021 G PABLO G. MARCIAL JR, MD


175 SINILOAN RHU ANIMAL BITE TREATMENT CENTER
049-501-6753/0917-831-
4590 siniloanrhu@gmail.com BAGUMBARANGAY ST. SINILOAN 01/01/2021 12/31/2021 G DR. GIRANY A. FARIÑAS


176
STA. ROSA CHO I ANIMAL BITE TREATMENT 
CENTER


049-530-0015/0917-544-
1246 santarosa_cho1@yahoo.com.ph


CHO I BLDG., CITY GOVERNMENT 
COMPOUND, RIZAL BLVD., MARKET 
AREA STA. ROSA 01/01/2021 12/31/2021 G SOLEDAD ROSANNA C. CUNANAN,MD


177
STA. ROSA CHO II ANIMAL BITE TREATMENT 
CENTER


049-5300015/0919-405-
4960 cityhealthofficetwo@yahoo.com


PUROK 4 MARASIGAN,BGY. 
BALIBAGO STA. ROSA 01/01/2021 12/31/2021 G ERWIN M. ESCAL,MD


178
THE MEDICAL CITY SOUTH LUZON ANIMAL BITE 
CENTER


049-544-0120/0917-584-
3322 jsancheta@themedicalcity.com


UNITED BOULEVARD STA ROSA 
BUSINESS PARK STA. ROSA 01/01/2021 12/31/2021 P JESUS JULIO S. ANCHETA, MD
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QUEZON


179
CANDELARIA RURAL HEALTH UNIT ANIMAL BITE 
TREATMENT CENTER 042-5854205 rhucandelaria_quezon@yahoo.com NADRES ST. BRGY. POBLACION CANDELARIA 01/01/2021 12/31/2021 G CLEMENTE I. ALCALA,JR,MD


180 LUCENA CHO ANIMAL BITE TREATMENT CENTER 0922-6112635 cholucena2017@gmail.com


LUCENA CITY GOVERNMENT 
COMPLEX, DIVERSION ROAD, BRGY. 
KANLURANG MAYAO LUCENA CITY 01/01/2021 12/31/2021 G JOCELYN B. CHUA,MD


181
QUEZON MEDICAL CENTER ANIMAL BITE 
TREATMENT CENTER 710-34444


quezon.medicalcenter@yahoo.com.
ph QMC COMPOUND BRGY. XI LUCENA CITY 01/01/2021 12/31/2021 G ROLANDO A. PADRE, MD


182 RHU DOLORES ANIMAL BITE TREATMENT CENTER 042-7856765 rubylaroza@yahoo.com BRGY., BULAKIN II DOLORES 03/16/2021 12/31/2021 G RUBY ANA L. DIMAANO,MD


183 TAYABAS CHO ANIMAL BITE TREATMENT CENTER 042-7880925 cityhealthtayabas01@gmail.com JP RIZAL ST.,  BRGY. SAN DIEGO TAYABAS 01/01/2021 12/31/2021 G HERNANDO C. MARQUEZ,MD


REGION IVB
BATANGAS


184 BATANGAS MEDICAL CENTER (043) 723-0165 mcc@batmc.doh.gov.ph KUMINTANG IBABA BATANGAS CITY 01/01/2021 12/31/2021 G LOUIELEI F. MACTAL, MD


185 BATANGAS PROVINCIAL HOSPITAL (043) 409-0573 t batprohospital@yahoo.com.ph BRGY.  PALANAS LEMERY 01/01/2021 06/30/2021 G JOSE JESSE I. VILLANUEVA, MD


186
CALATAGAN RURAL HEALTH UNIT/ MUNICIPAL 
GOVERNMENT OF CALATAGAN (043) 277-6107 calataganrhu@yahoo.com BURGOS ST., POBLACION 2 CALATAGAN 01/01/2021 06/30/2021 G ROBERT JOHN M. TURNO, MD


187 CUENCA RURAL HEALTH UNIT 0919-617-3487 / 342-1202 cuencarhu@gmail.com BARANGAY 2 CUENCA 01/01/2021 12/31/2021 G CAROLINA C. CUEVAS, MD


188
LOBO MUNICIPAL HOSPITAL ANIMAL BITE 
TREATMENT CENTER 0917-886-4297


lobo_municipal_hospital@yahoo.co
m FABRICA LOBO 01/01/2021 06/30/2021 G PRISCILLA S. SULIT, MD, MHA


189
RHU I SAN JUAN BATANGAS ANIMAL BITE 
TREATMENT CENTER


(043) 575-5194 / (043) 575-
4058


rhu1sanjuanbatangas@yahoo.com.p
h GEN. LUNA ST., POBLACION, SAN JUAN 01/01/2021 12/31/2021 G NESTOR Q. ALIDIO JR, MD


190
TANAUAN RURAL HEALTH UNIT I ANIMAL BITE 
TREATMENT CENTER (043) 778-1001 tanauancityhealthoffice@gmail.com MAYAPIS ST., BARANGAY 3 TANAUAN 01/01/2021 12/31/2021 G ADEL S. BAUTISTA, MD
OCCIDENTAL MINDORO


191 OCCIDENTAL MINDORO PROVINCIAL HOSPITAL 0917-529-1662 omph_mamburao@yahoo.com BRGY. TAYAMAAN MAMBURAO 01/01/2021 12/31/2021 G REYNALDO A. FERATERO, MD


192
SAN JOSE PUBLIC HEALTH AND DIAGNOSTIC 
CENTER 0920-981-8469 mhosanjose2018@gmail.com


M.L. QUEZON ST. COR. HIDALGO ST. 
POBLACION BRGY. 7 SAN JOSE 02/01/2021 12/31/2021 G DR. ENID M. ASUNCION


193 SAN SEBASTIAN DISTRICT HOSPITAL 0917-850-9122
sansebastiandistricthospital@yahoo.
com SITIO MACAMBANG SABLAYAN 01/29/2021 12/31/2021 G ROMUALDO SALAZAR


ORIENTAL MINDORO


194
CITY HEALTH & SANITATION DEPARTMENT SOUTH - 
 SUB - OFFICE 288-2330 chsd_g@yahoo.com BONIFACIO DRIVE, IBABA EAST CALAPAN 01/01/2021 12/31/2021 G BASILISA M. LLANTO, MD


195 NAUJAN MUNICIPAL HEALTH OFFICE (043) 208-3424 naujanhealthoffice@yahoo.com MABINI ST. SANTIAGO NAUJAN 01/01/2021 06/30/2021 G MARY JEAN ILAGAN-MANALO


196 ORIENTAL MINDORO CENTRAL DISTRICT HOSPITAL 284-3564 / 0928-5058-526 dr.bobotgonzales@yahoo.com
STRONG NAUTICAL HIGHWAY BRGY. 
PAPANDAYAN, PINAMALAYAN 01/01/2021 12/31/2021 G GUILLERMO  A. GONZALES, MD


197 ORIENTAL MINDORO PROVINCIAL HOSPITAL 286-2627 omphpgom@yahoo.com STA. ISABEL, CALAPAN 01/01/2021 12/31/2021 G DANTE A. NUESTRO


198 RURAL HEALTH UNIT PUERTO GALERA 0917-632-0758 rhupuertogalera@yahoo.com.ph POBLACION PUERTO GALERA 01/01/2021 12/31/2021 G RODEL B. GABAYAN JR., MD. MPA


199 VICTORIA RURAL HEALTH UNIT 285-5427 RHUVICTORIA2018@GMAIL.COM POBLACION I VICTORIA 01/14/2021 12/31/2021 G ARLENE I. UMALI VIVERO
PALAWAN


200 CORON MUNICIPAL HEALTH OFFICE
0918-248-3685 / 0917-770-
4697 alanguintapan@yahoo.com REAL ST. BRGY. POBLACION 2 CORON 01/01/2021 12/31/2021 G ALAN R. GUINTAPAN


201 CULION SANITARIUM AND GENERAL HOSPITAL
0909-560-
7350/09471417354 doh_culsan@yahoo.com.ph TIZA CULION 01/01/2021 12/31/2021 G ARTURO C. CUNANAN JR., MD


202 CUYO DISTRICT HOSPITAL 0918-951-5417 cuyodistricthospital@yahoo.com CATADMAN, CUYO 01/01/2021 12/31/2021 G KENNETH I. ANTONIO
203 NARRA MUNICIPAL HEALTH OFFICE 0947-355-9213 narramho2014@gmail.com MAGSAYSAY STREET POBLACION, NARRA 01/01/2021 12/31/2021 G GINA R. TAGYAB, MD
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204 NORTHERN PALAWAN PROVINCIAL HOSPITAL 0917- 577-7100 palawannorthern@gmail.com POBLACION, TAYTAY 01/04/2021 12/31/2021 G JUVELITO C. ANG


205 OSPITAL NG PALAWAN (048) 434-2148 ospital.palawan@yahoo.com 220 MALVAR ST., BRGY. SAN MIGUEL PUERTO PRINCESA CITY 01/01/2021 12/31/2021 G MELECIO N. DY, MD


206 PUERTO PRINCESA CITY HEALTH OFFICE (048) 433-0042
cityhealthptoprincesa@yahoo.com.p
h


OLD CITYHALL BLDG.,  BRGY STA. 
MONICA PUERTO PRINCESA CITY 01/01/2021 06/30/2021 G


RICARDO B. PANGANIBAN, MD, RN, 
RMT


207 SOFRONIO ESPAÑOLA MUNICIPAL HEALTH OFFICE 0920-923-6090 sepmho@yahoo.com.ph GUBAT ROAD, BRGY. PULOT CENTER SOFRONIO ESPANOLA 01/01/2021 12/31/2021 G RHODORA B. TINGSON


208 SOUTHERN PALAWAN PROVINCIAL HOSPITAL 0915-522-5789 spphpalawaan2018@GMAIL.COM TUBTUB BROOKE'S POINT 01/01/2021 12/31/2021 G AMABEL B. LABOR, MD
209 TAYTAY RURAL HEALTH UNIT 0917-543-2173 delrosariodan@gmail.com BRGY. POBLACION, TAYTAY 01/01/2021 12/31/2021 G DAN A.DEL ROSARIO,MD


ROMBLON


210
DON MODESTO FORMILLEZA SR. MEMORIAL 
HOSPITAL 0949-195-6373 dmfsmh_looc1992@yahoo.com PUNTA LOOC 01/01/2021 12/31/2021 G LENNIE G. MANAYAM, MD


211
ROMBLON PROVINCIAL HOSPITAL ANIMAL BITE 
TREATMENT CENTER 567-5151 odrph@yahoo.com BRGY. LIWANAG ODIONGAN 01/01/2021 12/31/2021 G BENEDICT G. ANATALIO MD


212
SAN AGUSTIN RURAL HEALTH UNIT ANIMAL BITE 
TREATMENT CENTER 09478972453


dsmuleta@sanagustinromblon.gov.p
h SAN AGUSTIN SAN AGUSTIN 01/01/2021 12/31/2021 G DEOGRACIAS MULETA


213
SAN JOSE RURAL HEALTH UNIT AND FAMILY 
PLANNING CLINIC 0920-963-6467 health.sanjose@gmail.com


CARABAO ISLAND PROVINCIAL 
ROAD, BRGY.POBLACION, SAN JOSE 02/11/2021 12/31/2021 G RHEY IAN N. BULUAG, MD


REGION V
ALBAY


214 BICOL REGIONAL TRAINING & TEACHING HOSPITAL
(052)483-0017; 0977-
8370794 brtth_cares@yahoo.com RIZAL ST., 4500 LEGAZPI CITY 01/01/2021 12/31/2021 G SALVACION S. MACINAS, MD


215
DR. LORENZO P. ZIGA MEMORIAL DISTRICT 
HOSPITAL 0917-1665300


zigamemorialdistricthospital@gmail.
com KARANGAHAN BLVD., PANAL 4511 TABACO 02/22/2021 12/31/2021 G GLENN THADDEUS D. ISIP, MD


216
JOSEFINA BELMONTE DURAN ALBAY PROVINCIAL 
HOSPITAL jbdmdh@gmail.com P2 TUBURAN 4504 LIGAO 01/01/2021 12/31/2021 G RANDIE M. ASUNCION, MD


217
UNIVERSITY OF SANTO TOMAS (UST) - LEGAZPI 
HOSPITAL, INC. - ANIMAL BITE CENTER 0917-6263148 ustlegazpihospital@yahoo.com


CAPT. F. AQUENDE DRIVE, LEGAZPI 
CITY, 4500 LEGAZPI CITY 03/05/2021 12/31/2021 P


WALTER RANDOLPH C. JALGALADO, 
MD


CAMARINES NORTE


218 CAMARINES NORTE PROVINCIAL HOSPITAL
0917-7102664; 0998-
9967021 cnph.pho.camnorte@yahoo.com BAGASBAS ROAD, BRGY. V 4600 DAET 01/01/2021 12/31/2021 G ARNEL E. FRANCISCO, MD


219 LABO DISTRICT HOSPITAL 0920-9465923 ldh_hospital@yahoo.com TALOBATIB, 4604 LABO 01/01/2021 12/31/2021 G MARIA TERESA V. CORTES, MD
CAMARINES SUR


220 BICOL MEDICAL CENTER (054)472-3434 bmc.nagacity@gmail.com CONCEPCION PEQUEÑA 4400 NAGA CITY 01/01/2021 12/31/2021 G FRANCISCO DJ. SALES III, MD


221


BICOL REGION GENERAL HOSPITAL AND GERIATRIC 
MEDICAL CENTER - ANIMAL BITE TREATMENT 
CENTER


(054)473-2244; 0919-
3210904 brghgmc@gmail.com SAN PEDRO 4406 CABUSAO 01/01/2021 12/31/2021 G EDGARDO R. SARMIENTO, MD


222 IRIGA CITY HEALTH OFFICE
(054) 299-2465; 0949-
8892076 choiriga@gmail.com STA. CRUZ SUR 4431 IRIGA CITY 01/01/2021 12/31/2021 G RONALD G. PEREÑA, MD


223 NABUA RHU I
(054)288-3506; 0915-
4049464 parcemarilou@yahoo.com SAN ROQUE POBLACION 4434 NABUA 01/01/2021 12/31/2021 G TEODORA H. PORNILLOS, MD


224 RAGAY DISTRICT HOSPITAL 0917-5239234 mcdelgallego@yahoo.com POBLACION ILAWOD 4410 RAGAY 01/01/2021 06/30/2021 G MA. CECILIA C. DEL GALLEGO, MD


225
TIGAON PRIMARY HOSPITAL - ANIMAL BITE 
TREATMENT CENTER


0917-9579810; 0948-
9312615


tigaoninfirmary_hospital@yahoo.co
m CARAYCAYON 4420 TIGAON 01/01/2021 12/31/2021 G ELIANE MADELLE B. TEXON, MD


CATANDUANES
226 EASTERN BICOL MEDICAL CENTER 0918-9673133 ebmc1718@yahoo.com SAN ISIDRO VILLAGE 4800 VIRAC 01/01/2021 12/31/2021 G VIETREZ D. ABELLA, MD


227 PANDAN DISTRICT HOSPITAL
0936-5972978; 0999-
8887482 pdhthehealer@yahoo.com.ph VERA ST., NAPO 4809 PANDAN 02/16/2021 12/31/2021 G RAFAEL I. MARIANO, MD


MASBATE
228 CATAINGAN DISTRICT HOSPITAL 0920-9144678 karl_pilapil@yahoo.com POBLACION, 5405 CATAINGAN 03/23/2021 12/31/2021 G KARL A. PILAPIL, MD


229 CLAVERIA DISTRICT HOSPITAL
0908-1056540; 0998-
2879272


claveriadistricthospital_masbate@ya
hoo.com POBLACION DISTRICT NO.1 5419 CLAVERIA 01/01/2021 12/31/2021 G GLENN M. ANDUEZA, MD
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230 MASBATE PROVINCIAL HOSPITAL
(056) 582-2255; 0999-
5812550


masbateprovincialhospital@yahoo.c
om PHO ROAD, J.T. FERNANDEZ 5400 MASBATE 01/01/2021 12/31/2021 G LUISITO R. CO, MD


SORSOGON


231 CASTILLA DISTRICT HOSPITAL
0917-8744855; 0919-
0081041


cdh@sorsogon.gov.ph; 
vlpmdh@yahoo.com SUNFLOWER ST., CUMADCAD 4713 CASTILLA 01/29/2021 12/31/2021 G FRANCIS DOMINIC A. AGRIPA, MD


232 DONSOL DISTRICT HOSPITAL 0908-8851077 donsol_district_hospital@yahoo.com TRES MARIA DRIVE 4715 DONSOL 01/01/2021 12/31/2021 G SHERWIN P. AMISOLA, MD


233 IROSIN DISTRICT HOSPITAL 0920-2187538
irosindistricthospital_idh@yahoo.co
m


MAHARLIKA HIGHWAY, SAN PEDRO 
4707 IROSIN 01/01/2021 12/31/2021 G LUDOVIC G. TAN, MD


234 SORSOGON PROVINCIAL HOSPITAL 056-3118904 sph@sorsogon.gov.ph BRGY. MACABOG, 4700 SORSOGON 01/01/2021 12/31/2021 G ROBERTO A. CHACON JR., MD


REGION VI
AKLAN


235
NEW WASHINGTON RHU ANIMAL BITE 
TREATMENT CENTER 09178093222 rhu1.nw@gmail.com OQUENDO ST., POBLACION NEW WASHINGTON 01/01/2021 12/31/2021 G DAYSTAR S. SEDILLO, MD


236
PANAY HEALTH CARE MULTI-PURPOSE 
COOPERATIVE ANIMAL BITE CENTER 09173080978 phcmpc@yahoo.ccom ESTANCIA KALIBO 01/01/2021 12/31/2021 P GILDA L. VILLANUEVA, MD
ANTIQUE


237 ANGEL SALAZAR MEMORIAL GENERAL HOSPITAL 09177166255 asmgh19@yahoo.com BRGY. ATABAY SAN JOSE 01/01/2021 12/31/2021 G RIC NOEL A. NACIONGAYO, MD


238 BUGASONG MEDICARE COMMUNITY HOSPITAL 09167729818 bugasongmch@yahoo.com ILAURES BUGASONG 01/01/2021 12/31/2021 G SIMMY P. TAGLE, MD
239 CALUYA RURAL HEALTH UNIT 09176345872 mho_caluya@yahoo.com POBLACION CALUYA 01/01/2021 12/31/2021 G ANNA MARIE M. VILLALOBOS, MD


240 RAMON MAZA SR. MEMORIAL DISTRICT HOSPITAL 09173017095 rmsmdh@ymail.com POBLACION DISTRICT 1 SIBALOM 01/01/2021 12/31/2021 G GILFRED M. JARDENIL, MD


241 SEBASTE COMMUNITY HOSPITAL 036-2782002 sebastehospital@yahoo.com AZUCENA EXTENSION POBLACION SEBASTE 01/01/2021 12/31/2021 G ULDARICO L. BABAYEN-ON JR., MD
CAPIZ


242
SENATOR GERARDO M. ROXAS MEMORIAL 
DISTRICT HOSPITAL 036-6580037 marites_1213@yahoo.com BARANGAY BALUCUAN DAO 01/26/2021 12/31/2021 G MA. LUISA B. MAGSILA, MD
GUIMARAS
ILOILO


243 ALEOSAN DISTRICT HOSPITAL 3310602 aleosaniloilo@yahoo.com BRGY. BANCAL ALIMODIAN 01/01/2021 12/31/2021 G PAZ V. CALOPIZ, MD


244 CARLES RHU & BIRTHING CLINIC 09179106932 carlesbirthingclinic@yahoo.com A. BETITA AVENUE, GUA POBLACION CARLES 01/01/2021 12/31/2021 G RONALD T. BETITA, MD


245
DON VALERIO PALMARES SR. MEMORIAL DISTRICT 
HOSPITAL 5115453 dvpsmdhofficial@yahoo.com ALFELOR ST., PASSI 01/01/2021 12/31/2021 G ROBERTO J. ALFABETO, MD


246
DR. RICARDO S. PROVIDO SR. MEMORIAL DISTRICT 
HOSPITAL 3300557 drspamdhcalinog@yahoo.com.ph BRGY. DALID CALINOG 01/01/2021 12/31/2021 G ARMANDO S. DUMDUM, MD


247 DR. RICARDO Y. LADRIDO MEMORIAL HOSPITAL 3300559 drylmhlambunao@yahoo.com POBLACION ILAWOD LAMBUNAO 01/01/2021 12/31/2021 G ALICIA Y. CORDERO, MD


248
FEDERICO ROMAN TIRADOR SR. MEMORIAL 
DISTRICT HOSPITAL 033-3171319 frtsmdh_06@yahoo.com BRGY. JIBOLO, JANIUAY 01/01/2021 12/31/2021 G JESERYL S. VILLA, MD


249 GOVERNOR NIEL D. TUPAS SR. DISTRICT HOSPITAL 3236366 gndtsdn20@yahoo.com SAN LUCAS BAROTAC VIEJO 01/01/2021 12/31/2021 G CENON C. GUIBAN, JR., MD
250 ILOILO PROVINCIAL HOSPITAL 033-5297496 iph_pototan@ymail.com BRGY. RUMBANG, POTOTAN 01/01/2021 12/31/2021 G ALBERTO S. CORDERO, MD


251 JESUS M. COLMENARES DISTRICT HOSPITAL 09205929625 JMColmenares15@gmail.com
SITIO MALBOG, BARANGAY TINGUI-
AN BALASAN 01/16/2021 12/31/2021 G GENE O. BALTAZAR, MD


252 OTON RURAL HEALTH UNIT 3383761 omoppmd@yahoo.com MABINI ST., POBLACION SOUTH OTON 01/01/2021 12/31/2021 G SALLY C. TICAO, MD
253 PAVIA RURAL HEALTH UNIT 033-3297496 paviarhu@yahoo.com SUMAKWEL ST., PAVIA 02/01/2021 12/31/2021 G CARLEONE L. BORDA, MD
254 RAMON D. DUREMDES DISTRICT HOSPITAL 3612229/3612429 ddh.dumangas@gmail.com ILAYA 1ST DUMANGAS 01/01/2021 12/31/2021 G DENNISE ROY M. PASADILLA, MD


255 RAMON TABIANA MEMORIAL DISTRICT HOSPITAL 033-5228211 hospital.cabatuan.iloilo@gmail.com BRGY. PUNGTOD, CABATUAN 01/01/2021 12/31/2021 G FRANCISCO RONNEL J. QUIÑON, MD
256 REP. PEDRO  G. TRONO MEMORIAL HOSPITAL 3155172/3270188 rpgtmh@yahoo.com GARRIEL ST. GUIMBAL 01/01/2021 12/31/2021 G LILY ANN C. ESLABRA, MD
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257 SARA DISTRICT HOSPITAL 033-3920201 sara_dh@iloilo.gov.ph BRGY. ANORING, SARA 01/01/2021 12/31/2021 G DR. RODOLFO S. DUMAYAS, JR.


258 STO. ROSARIO HEALTH CENTER 3152253 storosariohc@gmail.com DURAN STREET, BRGY. STO. ROSARIO ILOILO CITY 03/17/2021 12/31/2021 G MAILA G. BUYCO, MD


259 WESTERN VISAYAS MEDICAL CENTER 3212841 wvmc@gmail.com
TRESMAVICA BUSINESS PARK, 
MANDURRIAO, ILOILO CITY 01/01/2021 12/31/2021 G JOSEPH DEAN NICOLO, MD


260 ZARRAGA RURAL HEALTH UNIT 3330474 zarragarhu2017@gmail.com POBLACION ILAYA ZARRAGA 01/01/2021 12/31/2021 G CLEMENCIA D. BONDOC, MD
NEGROS OCCIDENTAL


261 BACOLOD CITY HEALTH DEPARTMENT 4313673 cityhealthbacolod@gmail.com A.B. PARREÑO ST., BRGY. 20, BACOLOD CITY 01/01/2021 12/31/2021 G EDWIN J.MIRAFLOR, JR., MD


262 CAUAYAN RHU-ANIMAL BITE TREATMENT CENTER 09425005723 cauayanMHO@gmail.com
SAN NICHOLAS ST., BRGY. 
POBLACION CAUAYAN 03/22/2021 12/31/2021 G MA. AYESSA B. HUGNATAN, MD


263 ESCALANTE CITY HEALTH OFFICE 034-4354038/034-4350026 escalantecho@yahoo.com EAST AVENUE, BRGY. BALINTAWAK ESCALANTE 01/01/2021 12/31/2021 G ROFELIA B. DOLOSA, MD


264 LA CARLOTA CITY HEALTH OFFICE 4602683 lccchono@yahoo.com JEREZA ST., BRGY 1, POBLACION LA CARLOTA CITY 01/01/2021 12/31/2021 G ERWINA FRANCES B. JALANDONI, MD


265 SAN CARLOS CITY HEALTH OFFICE (034) 3125447 sancarloshealth@yahoo.com CORNER S. CARMONA-YLAGAN STS. SAN CARLOS CITY 01/01/2021 12/31/2021 G
ARNIEL LAURENCE Q. PORTUGUEZ, 
MD


266 SIPALAY CITY HEALTH OFFICE 09365742829 cityhealthoffice_sipalay@yahoo.com BARANGAY 2 SIPALAY 01/01/2021 12/31/2021 G FLORENCIO O. JUPLO, 2ND, MD
267 TALISAY CITY HEALTH OFFICE talisayncho@yahoo.com BONIFACIO ST., BRGY ZONE 4-A TALISAY 01/01/2021 12/31/2021 G JOY GLADYS T. GUANZON, MD


268 TERESITA L. JALANDONI PROVINCIAL HOSPITAL 7146422 tljph_silay@yahoo.com BRGY. LANTAD SILAY CITY 01/01/2021 12/31/2021 G MA. ESTRELLA R. LEDESMA, MD


REGION VII
BOHOL


269
ALLIED CARE EXPERTS (ACE) MEDICAL CENTER-
BOHOL, INC. (038) 412-8888 0368 CPG EAST AVE., MANSASA DIST., TAGBILARAN CITY 01/01/2021 12/31/2021 P RONALD L. RAMIRO, M.D.


270 BILAR RURAL HEALTH UNIT
(038) 535-0012/(0920) 981-
3608 birthing55bilar@gmail.com POBLACION BILAR 02/02/2021 12/31/2021 G EVANGELINE BRIONES DELFIN, M.D.
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Ref 5. Euthanasia (NRPCP) 


 


 


Source: National Rabies Prevention and Control Program (2019). Manual of Procedures. p. 61 
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programmes focused on appropriate dog-directed behaviour have been demonstrated to be effective in reducing
dog bite prevalence and these programmes should be encouraged. Authorities should seek advice from dog
behaviour experts in developing dog safety education programmes.


11. Euthanasia


When euthanasia is practised, the general principles in the Terrestrial Code should be followed, with the emphasis
on using the most practical, rapid and humane methods and ensuring operator safety. Regardless of the method
used, it is important to minimise distress, anxiety and pain by ensuring that operators are appropriately trained.
Table 1 shows a summary analysis of methods for the euthanasia of dogs.
Comments on methods for the euthanasia of dogs:
a) Restraint


When a dog needs to be restrained for any procedure, including euthanasia, this should always be done with
full regard for operator security and animal welfare. Some euthanasia methods should be used in association
with sedation or anaesthesia in order to be considered humane.


b) Special equipment
When special equipment is needed to perform euthanasia (e.g. gas chamber), the system should be designed
for the purpose and regularly maintained in order to achieve operator security and animal welfare.


c) The following methods, procedures and practices are unacceptable on animal welfare grounds:
i) Chemical methods:


– Embutramide +Mebezonium +Tetracaine without sedation or by other than IV injection
– Chloral hydrate
– Nitrous oxide: may be used with other inhalants to speed the onset of anaesthesia, but alone it


does not induce anaesthesia in dogs
– Ether
– Chloroform
– Cyanide
– Strychnine
– Neuromuscular blocking agents (nicotine, magnesium sulphate, potassium chloride, all curariform


agents): when used alone, respiratory arrest occurs before loss of consciousness, so the dog may
perceive pain


– Formalin
– Household products and solvents.


ii) Mechanical methods:
– Air embolism on conscious animal
– Burning
– Exsanguination of conscious animal
– Decompression: expansion of gas trapped in body cavities may be very painful
– Drowning
– Hypothermia, rapid freezing
– Stunning: stunning is not a euthanasia method, it should always be followed by a method which


ensures death
– Kill-trapping
– Electrocution of conscious animal.


Because neonatal animals and adults with impaired breathing or low blood pressure are resistant to hypoxia,
methods that depend upon achieving a hypoxic state (e.g. CO2, CO, N2, Ar) should not be used. These
methods should not be used in animals aged less than two months, except to produce loss of consciousness
and should be followed by another method to cause death. Concussion and cervical dislocation may be used
in very small neonatal dogs and only in cases of emergency.
Operators should be well trained in the use of physical techniques to ensure that they are correctly and
humanely carried out. The dog should be exsanguinated immediately after concussion or cervical dislocation.


d) Confirmation of death
For all methods of euthanasia used, death should be confirmed before animals are disposed of or left
unattended. If an animal is not dead, another method of euthanasia should be performed.


Ref 6. Euthanasia (OIE) 
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e) Carcass disposal
Carcasses should be disposed of in a manner that complies with legislation. Attention should be paid to the
risk of residues occurring in the carcass. Incineration is generally the safest way of carcass disposal.


Table 1. Summary analysis of methods for the euthanasia of dogs


Euthanasia 
method


Specific
method


Animal
welfare


concerns/
implications


Key
animal
welfare 


requirements


Considerations
relating to 
operator 
security


Advantages Disadvantages


 Chemical
via injection


Barbiturates Correct restraint 
is needed.
IP is slow and 
may be irritant.
IC injection is a 
painful 
procedure.


Recommend to 
use IV injection.
When using IP 
injection, the 
solution may be 
diluted or local 
anaesthetic 
agent used in 
conjunction.
IC should only be 
performed on 
unconscious 
animal and by 
skilled operator.


Correct restraint is 
needed.
Administered under 
veterinary 
supervision and 
requires trained 
personnel.


Speed of action 
generally 
depends on the 
dose, 
concentration, 
route and rate of 
injection.
Barbiturates 
induce 
euthanasia 
smoothly, with 
minimal 
discomfort to the 
animal. 
Barbiturates are 
less expensive 
than many other 
euthanasia 
agents.


These drugs 
persist in the 
carcass and may 
cause sedation or 
death in animals 
that consume the 
cadaver.


Embutramide 
+Mebezonium 
+Tetracaine


Muscle paralysis 
may occur before 
loss of 
consciousness if 
injection given 
rapidly.


Use slow IV 
injection with 
sedation to 
permit slow rate 
of injection.


Correct restraint is 
needed.
To be administered 
under veterinary 
supervision and by 
trained personnel.


Quite low cost. Unavailable/
unlicensed in 
some countries.


Anaesthetic agent 
overdose 
(thiopentone or 
propofenol) 


Underdosing 
may lead to 
recovery.


IV injection of a 
sufficient dose.


Correct restraint is 
needed.
To be administered 
under veterinary 
supervision and by 
trained personnel.


Generally quick 
action and 
minimal 
discomfort to 
animal.


Large volume 
required (cost 
implications).


Potassium 
chloride (KCl)


K+ is cardiotoxic 
and very painful 
if used without 
anaesthetic 
agent.


Only use on 
anaesthetised 
animals, IV 
injection.


Requires trained 
personnel.


Readily available 
without 
veterinary 
control.


Prior need for 
anaesthetic (cost 
and availability 
implications).


 Mechanical Free bullet Can be 
inhumane if shot 
is inaccurate and 
dog is only 
wounded; dog 
may also 
escape.


Skilled operator 
essential.


Risk of injury to 
operators and 
spectators.


Not necessary to 
handle or 
capture dog.


Brain tissue may 
be unavailable for 
rabies diagnosis. 
Risk of injury to 
bystanders. Legal 
constraints on use 
of firearms.


Penetrating 
captive bolt 
followed by 
pithing where 
necessary to 
ensure death


Can be 
inhumane if shot 
is inaccurate and 
dog is only 
wounded.


Skilled operator 
essential.


Animal should be 
restrained. Skilled 
operator essential.


No risk to 
operator (see 
free bullet) 
unless risk of dog 
infected with 
rabies, due to 
potential contact 
with brain tissue.


Brain tissue may 
be unavailable for 
rabies diagnosis. 
Legal constraints 
on use of firearms. 
May raise 
aesthetic 
objections.


Exsanguination Onset of 
hypovolaemia 
may cause dog 
to become 
anxious.


Only use on 
unconscious 
animal.


Danger to operator 
through use of sharp 
instrument.


Material 
requirements 
minimal.


Need to render 
animal 
unconscious. 
Aesthetically 
objectionable.
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 Gaseous Carbon monoxide 
(CO)


Inadequate 
concentration of 
CO is not lethal 
and can cause 
suffering. Signs 
of distress 
(convulsions, 
vocalization and 
agitation) may 
occur.


Compressed CO 
in cylinders 
should be used 
to achieve and 
maintain 
adequate 
concentration, 
which should be 
monitored. Note: 
fumes from 
gasoline engines 
are an irritant 
and this source 
of CO is not 
recommended.


Very hazardous for 
operator - gas is 
odourless and 
causes toxicity at 
both acute high 
levels and chronic 
low levels. 


Dog dies quite 
rapidly if 
concentration of 
4 to 6% used.
No odour 
(therefore no 
aversive effect).
Gas is not 
flammable or 
explosive except 
at a 
concentration 
greater than 
10%.


Carbon dioxide 
(CO2)


Gas is aversive. 
Inadequate 
concentration of 
CO2is not lethal 
and can cause 
suffering. CO2 is 
heavier than air, 
so when 
incomplete filling 
of the chamber 
occurs, dogs 
may raise their 
head and avoid 
exposure. Few 
studies on 
adequate 
concentration 
and animal 
welfare.


Compressed 
CO2 gas 
chamber is the 
only acceptable 
method because 
the concentration 
can be monitored 
and regulated.


Minimal hazard to 
operator when 
properly designed 
equipment used.


Gas is not 
flammable or 
explosive and 
causes quite 
rapid 
anaesthesia 
when correct 
concentrations 
used. Low cost.
Readily available 
as compressed 
gas.


Unconsciousness 
can occur in 
minutes, but death 
may take some 
time. Likelihood of 
suffering before 
unconsciousness. 


Inert gas 
(nitrogen, N2; 
argon, Ar)


Loss of 
consciousness is 
preceded by 
hypoxemia and 
ventilatory 
stimulation, 
which may be 
distressing to the 
dog.
Re-establishing a 
low 
concentration of 
O2 (i.e. greater 
than or equal to 
6%) in the 
chamber before 
death will allow 
immediate 
recovery.


Concentration 
above 98% 
should be 
achieved rapidly 
and maintained. 
Properly 
designed 
equipment 
should be used.


Minimal hazard to 
operator when 
properly designed 
equipment used.


Gas is not 
flammable or 
explosive and is 
odourless.
Readily available 
as compressed 
gas.


High cost.
Little data on 
animal welfare 
implications in 
dogs.


Anaesthetic gas 
overdose 
(halothane or 
enflurane)


Animal may 
struggle and 
become anxious 
during induction. 
Vapours may be 
irritating and can 
induce 
excitement.


Supplementation
with air or O2 
required to avoid 
hypoxemia 
during induction 
phase.


Some gases may be 
hazardous, 
especially for 
pregnant women. 
General 
recommendation: 
avoid human 
exposure to greater 
than or equal to 2 
ppm to avoid 
narcosis.


Gas is not 
flammable or 
explosive.
Valuable for use 
with small 
animals (<7 kgs) 
and animals that 
are already 
anesthetised with 
gas.


High cost. 
Anaesthetic and 
euthanasia 
properties of the 
gas used should 
be known. 
Isoflurane has a 
pungent odour. 
Methoxyflurane's 
action is slow and 
dog may become 
agitated.


Euthanasia 
method


Specific
method


Animal
welfare


concerns/
implications


Key
animal
welfare 


requirements


Considerations
relating to 
operator 
security


Advantages Disadvantages
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Article 7.7.7.


Monitoring and evaluation of dog population control programmes


1) Monitoring and evaluation allows for comparison of important indicators against the baselines measured during
initial assessment (see Article 7.7.5.). The three main reasons for carrying out monitoring and evaluation are:


a) to help improve performance, by highlighting both problems and successful elements of interventions;


b) for accountability, to demonstrate that the programme is achieving its aims;


c) assuming methods are standardised, to compare the success of strategies used in different locations and
situations.


2) Monitoring is a continuous process that aims to check the programme progress against targets and allows for
regular adjustments. Evaluation is a periodic assessment, usually carried out at particular milestones to check the
programme is having the desired and stated impact. These procedures involve the measurement of “indicators”
that are chosen because they reflect important components of the programme at different stages. Selection of
suitable indicators requires clear planning of what the programme is aiming to achieve, the best selection of
indicators will be one that reflects the interest of all relevant stakeholders. Standardised methodology will facilitate
comparison of data from subsequent evaluations and performance between different projects. Indicators can be
direct measurements of an area targeted to change (e.g. population of free roaming dogs on public property) or
indirect measures that reflect change in a targeted area.


 Electrical Electrocution Cardiac 
fibrillation occurs 
before onset of 
unconscious-
ness, causing 
severe pain if 
dog is conscious. 
Pain can also be 
caused by violent 
extension of the 
limbs, head and 
neck.
Method may not 
be effective if 
insufficient 
current applied.


Only use on 
unconscious 
dogs. This can 
be accomplished 
by electrical 
stunning (current 
through the brain 
to produce an 
instantaneous 
stun) or 
anaesthesia. 
Electrodes 
should span the 
brain in order 
that the current 
passed through 
the brain in order 
to achieve an 
effective stun.
Death would 
result from 
current passed 
through the heart 
of an 
unconscious 
animal.
Proper 
equipment and 
trained operator 
is essential.


May be hazardous 
for operator, who 
should use 
protective 
equipment (boots 
and gloves).


Low cost. Need to render 
animal 
unconscious. 
May raise 
aesthetic 
objections. 


KEY to abbreviations used in Table 1:


IV: intravenous


IP: intraperitoneal


IC: intracardiac


Euthanasia 
method


Specific
method


Animal
welfare


concerns/
implications


Key
animal
welfare 


requirements


Considerations
relating to 
operator 
security


Advantages Disadvantages
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  Ref 7. List of national and regional animal rabies diagnostic laboratories


RADDLs LIST of INFORMATION 


NAME OF LABORATORY ADDRESS CHIEF - ILD CONTACT INFORMATION 


RFO - CAR BPI Compound, Guisad, Baguio City Dr. Arlene M. Sagayo 
integratedlaboratories.dacar@gmail.com 


raddl_car@yahoo.com 
(074) 445-4973 


RFO - Region I 
DA RFO-I, Aguila Road, Sevilla Norte, City of 


San Fernando, La Union 
Dr. Florentino A. Adame 


ilocos@da.gov.ph 
(072) 242 1045-46/ (072) 888 0341 


RFO – Region II 
CVIAL, RGC, Enrile Blvd., Carig Sur, 


Tuguegarao City 
Dr. Gerly T. Zulueta 


ild.fro2@da.gov.ph 
(078) 377-0256 


RFO – Region III 
Capitol Compound, Sto. Niño, San 


Fernando, Pampanga 
Dr. Milagros R. Mananggit 


integlab3financialmonitoring@gmail.com 
region3ild@gmail.com 


(045) 961 1452 


RFO – Region IV-A 
0345 Tanco Drive, Marawoy, Lipa City, 


Batangas 
Eleanor G. de Jesus 


rafis@calabarzon.da.gov.ph 
dacalabarzon.info@gmail.com 


+63 (2) 8920-0116/ 273-24-74 loc. 4480 


RFO – Region IV-B Barcenaga, Naujan, Oriental Mindoro Dr. Nanette M. Rosales 
r.nanette@ymail.com 


8927-4350 


RFO – Region V San Agustin, Pili, Camarines Sur Dr. Lorenzo L. Alvina 
(054) 477-0068 


da5philahis@yahoo.com 


RFO – Region VI WESTVIARC, Buntatala, Jaro, Iloilo City Dr. Lerisa Balopeños (033) 336-9737 


RFO – Region VII 
MES Compound, Estancia St., Maguikay, 


Mandaue City Cebu 
Dr. Wilberto O. Castillo (032) 268-5187; 238-2163 


RFO – Region VIII Magsaysay Blvd., Tacloban City Mr. Reynaldo B. Salamat 
ild_rfo8@yahoo.com 


(053) 522-2182 


RFO – Region IX 
Gen. Vicente Alvarez St., Zamboanga City 


7000 Philippines 
Engr. Silvano D. Corpuz Jr. 


rfu9da@yahoo.com 
(062) 214-4677 


RFO – Region X 
Dept of Agriculture-10, Antonio Luna St., 


Cagayan De Oro 
Dr. Alanita A. Jumalon 


agri10cdo@gmail.com 
(088) 856-6871;2753 


RFO – Region XI F. Bangoy St., Agdao, Davao City Dr. Susan T. Razo 
darfoxi.ored@gmail.com 


aizelrenmar@yahoo.com.ph 
(082) 226-3625 loc 1100 


RFO – Region XII 
Department of Agriculture RFO XII 


Regional Center, Barangay Carpenter Hill, 
Koronadal City  


Dr. Jeneffer R. Bulawan 
jenefferbulawan@yahoo.com 


ildrfo12@gmail.com 
(083) 228-3413/ 0915-717-3036/IP No. 1224 



mailto:raddl_car@yahoo.com

mailto:ilocos@da.gov.ph

mailto:region3ild@gmail.com

mailto:dacalabarzon.info@gmail.com

mailto:r.nanette@ymail.com

mailto:ildrfo12@gmail.com





RFO – Region XIII 


ARMM Compound, Governor Gutierrez 


Avenue 


9600 Cotabato City, Philippines 


Gemma A. Asufre 
da_ild13@yahoo.com 


Tel. No. (085) 342-4092 / Fax No. (085) 341-2114 


 



mailto:da_ild13@yahoo.com










 


 


 Ref 8. Animal head collection (RITM)


Animal’s head collection 


 


 


1. In every rabies laboratory procedure, following biosafety protocols is utmost important. 


 


2. When collecting animal head, one must wear proper personal protective equipment (PPE). This 


consists of disposable laboratory gown, double gloves, mask, face shield, and boots. 


 


3. Proper donning of PPE must be observed. 


 


4. Collecting an animal’s head for rabies diagnosis only and strict biosafety standards must be 


followed. 


 


5. This method requires the following tools: 


7.1 Bolo or bone saw 


7.2 Mallet 


7.3 Chopping board 


7.4 Plastic bag 


7.5 Permanent Marker 


7.6 Paper 


7.7 Ice 


7.8 Transport box 


 


8. Prior to the specimen collection, disinfect the surface of the necropsy table. Cover the work area with 


plastic or newspapers and lay out the clean instruments.  


 


9. Lay the animal on the working area with the head face down. Place the head over the chopping 


board. 


 


10. Tilt the head up and down, then palpate the atlanto-occipital joint.  


 


11. Just above the joint, position the bolo and cut the head by striking the bolo with the mallet until the 


head is completely severed. 


 


12. Place the animal’s head in a plastic bag. Label the bag with the name and telephone number of 


the owner and animal species. If the animal is a stray, label with the bearer’s name and telephone 


number and the species of the animal.  


 


13. Put the sample in a second plastic bag. Label the bag with the same details.  


 


14. Place the sample in a transport box filled with ice to preserve integrity of sample.  


 


15. Alternatively, keep the sample in the freezer if it cannot be sent to RITM immediately. Follow the triple 


packaging procedure for proper transport of sample.  


16. Label the transport box with the name and contact details of the owner or bearer and address to 


the RITM rabies laboratory. 
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National Rabies Prevention and Control Program 
Manual of Procedures 


1.3. Notification 
 


If a suspect or probable animal case dies within the 14 days observation period: 
• Report immediately to the nearest local veterinarian or trained personnel on animal 


disease control from the local government unit (ex. barangay/municipal agricultural 
office/provincial or city veterinary office). 


• The local veterinarian or trained personnel should be informed and should be the one 
to supervise/ carry out handling and preparation of the dog specimen for laboratory 
confirmation.  


• Submit the animal head or carcass for laboratory confirmation of rabies (See Annex 
for the list of laboratories and rabies submission form) 


 
 


1.4. Preparation/Handling and Packing of Animal Specimen for Rabies Diagnosis 
 
The animal specimen should preferably be collected by a veterinarian in clinic in order to assure 
that the precautionary safety measures in handling potentially infectious materials are strictly 
followed. The basic personal protective equipment (PPE) includes a laboratory gown, 
examination gloves, face masks and shields and disinfectant for decontamination.  
 
In the household setting, a clean table or bench is needed for the decapitation of the animal. The 
following procedures should be followed:  


 
1) The handler should use gloves or wrap their hands with plastic bags to prevent direct 


contact with the specimen. 
2) Eye protection such as optical glasses should be used to prevent any tissue splatter on the 


eyes.  
3) An ordinary butcher’s knife or bolo may be used to cut the animal’s head. 
4) The head should be cut two (2) inches away from the base in order to include important 


tissue components of the brainstem. Dispose the carcass after decapitation by burying or 
cremation. 


5) No attempt should be made to extract the brain tissue because this would cause 
additional risk to the processor 


6) Place the head of the anima in a leak-proof double household plastic bag. This constitutes 
the primary container. 


7) Do not put any ice cubes inside this primary container.  
8) No chemical preservative like 10% formalin or alcohol should be used as this will render 


the specimens inappropriate for examination.  
9) Utensils/ Instruments, clothing and table used in decapitating the specimen should be 


properly and thoroughly cleaned and disinfected with commercially available household 
bleaching agent.  
 


 



owner

Typewriter

Ref 9. Handling and transport of specimen (NRPCP)
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National Rabies Prevention and Control Program 
Manual of Procedures 


1.5. Storage of Animal Specimen before Transport 
 


• Place the primary container into another household plastic bag (secondary container) 
with liberal amounts of ice, enough to sustain the cold temperature during transport to 
the laboratory. 


• The two containers must be placed in a styrofoam box or any leak-proof transport 
container and brought to the nearest rabies diagnostic laboratory. 


• Label the transport container as “Rabies Suspect”. Affix label with the complete name, 
address and phone number of both the shipper and the laboratory recipient. The head 
specimen must be sealed in a plastic bag and labelled “Handle with Care: Rabies Suspect”.  


• A fully accomplished Rabies Submission Form should accompany the sample, available in 
the BAI website or the nearest accredited rabies laboratory. 


• The specimen should be brought to the laboratory immediately and at most within 6 to 8 
hours post-mortem. However, if this is not possible, it should be frozen or stored inside a 
leak-proof Styrofoam or ice box container. Add plenty of ice packs into the container to 
allow overnight cold storage. Replenish the ice/ice packs as often as needed until it is 
transported to the laboratory. 


 
1.6. Specimen Transport 


 
During transport, the specimen should be packed with ice to preserve it. The specimen may be 
sent thru air freight or hand carried to the accredited diagnostic laboratories. 


 
1.7. Disposal of Carcass/Disinfection 


 
Dispose the carcass by burying or cremation. Disinfect the working area with commercially 
available 10% household bleach or 3% Lysol. Consumption of the specimen’s meat is prohibited. 


 
1.8. Laboratory Diagnosis of Rabies in Dogs and Other Animal 
 
The diagnosis of animal rabies is based on laboratory confirmation. Fluorescent Antibody Test 
(FAT) is the gold standard for laboratory diagnosis for animal rabies. Direct Microscopic 
Examination (DME) is also done, but this is further confirmed by FAT.  Please see Annex __ for 
the list of laboratories and available tests.   


 
1.9. Results of Laboratory Examination 
 


A. The diagnostic laboratory should release the results of the examination to the sender of 
the specimen immediately. 


B. For positive samples, the responsible laboratory should immediately notify the following: 
a. Concerned LGU 
b. Concerned Regional DA Office cc’d with concerned Regional DOH Office 
c. BAI – AHWD 











