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Welcome to a further edition of Travel Wise. It is the aim 
of the Executive Committee to provide our members with 
both education and interest in our quarterly newsletter. We 
are keen to publish articles about over seas charities that 
members are personally involved with. I would also like to 
bring attention to the links to all charities that have been 
featured in Travel Wise on the BTHA  web-site. This edition 
we are featuring the Alliance for Rabies Control, who I have 
very strong links with. For any information about rabies it is 
most worthwhile visiting the Alliance’s excellent web site at 
www.rabiescontrol.net. The BTHA is delighted to be the first 
in the UK to publish information about the new international 
Blue print document for dealing with a rabies out break. 
This document has been endorsed by both the W.H.O and 
the C.D.C.While we in the UK will hopefully never been in 
need of such a document, some of our members working 
over seas could find this document invaluable. You will find 
an excellent summary of travel vaccines and their charges 
on the central pages of this edition of Travel Wise. This is a 
clear, comprehensive and up to date chart ,clarifying what  
can and cannot be charged for regarding travel vaccinations.  
The annual BTHA conference is taking place in the beautiful 
city of Edinburgh .We hope as many members as possible 
will attend this meeting. It promises to be a very good day 
with a lot of hands on practical experience. The Conference 
also offers opportunities to network and meet other Travel 
Medicine Practitioners.  

We realise that some members have been having difficulties 
logging onto the new web site and we apologise for this. 
Our web designers have now assured us that the database 
is working well. Please contact Diane at info@btha.org or tel                          
if you have any further problems or need a note of your 
membership number. The British Travel Health Association 
has a wide and diverse distribution list . If you have any 
articles you would like to submit for publication in either 
Travel Wise or the Journal please contact Diane at info@
btha.org . Ju
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  C o u r s e s   a n d   C o n f e r e n ces
Q & A
Travel Wise Q&A Autumn 2010 Hep A & Twinrix

A BTHA member has contacted me with the following question.

A female adult UK traveller to Thailand received one dose of Hepatitis A vaccine in 2007. She is now consulting the GP 
Travel Clinic and is requesting hepatitis B immunisation as well as the reinforcing dose for hepatitis A. She is leaving in 5 
days and wants to ensure she can at least start a course of hepatitis B immunisation before she travels.
This traveller is well informed as she goes on to request that she is now given Twinrix® in order that she ensures she will 
not be asked to pay for hepatitis B immunisation. Our member is asking whether she can go ahead and give this practice 
patient the first dose of Twinrix®. 

The straight forward answer is No. Giving now Twinrix® will not give an adequate dose of hepatitis A vaccine antigen. 
The hepatitis A single-antigen vaccine contains 1440 ELISA units/1ml of hepatitis A virus antigen, while in one dose of 
Twinrix® the antigenic content is half of that - 720 ELISA units/1ml. This patient should be offered a single dose of 
Hepatitis A vaccine and a course of Hepatitis B vaccine.

George Kassianos

Tania John

Health Protection Agency Conference - Health Protection 
2010
University of Warwick
14-15 September 2010
http://www.healthprotectionconference.org.uk/

RCN Travel Health Conference
18 September 2010
London
http://www.rcn.org.uk/newsevents/event_details/rcn_events/
rcn_travel_health_conference_and_exhibition

BTHA Annual Scientific Meeting
30 October 2010
Royal College of Physicians, Edinburgh
http://www.btha.org/conference_2010.asp

WMS Travel, Dive and Marine Medicine Conference
The Westin Maui Resort & Spa, Ka’anapali, Maui
30 October - 2 November 2010
http://wms.org/conferences/maui10/

18th International Travel Insurance Conference, 
8-11 November 2010
Ritz-Carlton, Istanbul, Turkey
http://www.itic.org.uk/istanbul/

Royal College of Physicians and Surgeons of Glasgow 
Annual Travel Medicine Symposium
5 October 2010
Royal College of Physicians and Surgeons, Glasgow

21st National Immunisation Conference for Health Care 
Workers
Manchester Conference Centre

4 December 2010
Contact: Trish Sykes,  0161 419 4685  0161 419 4685 

12th Conference of the International Society of Travel 
Medicine (CISTM12)
8-12 May 2011
Boston, Massachusetts, USA

Courses & Qualifications

Mountain Medicine
11-12 September 2010
North Wales
http://www.wildernessmedicaltraining.co.uk/courses_doctors.
htm#mountainmedicine

Jungle Medicine
25-26 September 2010
Oxfordshire
http://www.wildernessmedicaltraining.co.uk/courses_doctors.
htm#taste

ECP Expedition Medicine course
24-25 September 2010
Liverpool School for Tropical Medicine
http://www.expeditioncareprogram.com/index.html

The Diploma in Travel Medicine
The Foundation Course in Travel Medicine
http://www.travelcourses.hps.scot.nhs.uk/home.aspx

Travel Medicine online course
London School of Hygiene & Tropical Medicine
http://www.lshtm.ac.uk/prospectus/cpd/travel_med.html
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Change of reimbursement status for oral travel 
vaccines
 Dear BTHA,
 Please find attached a press release detailing 
important information on a change of reimbursement 
status for Crucell’s travel health vaccine portfolio.
United Kingdom (20 July 2010) Crucell UK Ltd 
today announced that its oral typhoid and cholera 
vaccines – Vivotif® and Dukoral® – are now both 

P R E S S  R E L E A S E
reimbursed by the NHS in England. These are the first 
oral travel health vaccines in England to be eligible for 
reimbursement, following successful discussions with 
the Department of Health around reimbursement for 
oral vaccines.
For further information  please contact 
Natalie Stevens
NStevens@Medicomgroup.com

Ordering copies of the 
Yellow Book
Yellow Fever Vaccination Centres (YFVCs) administered 
by NaTHNaC can order a complimentary copy of the 
Yellow Book by contacting NaTHNaC’s distribution 
centre on  0191 203 2329  0191 203 2329 .  You will 
be asked to quote your UKYFVC number and confirm 
your practice name and address. A charge of £5.20 to 
cover postage and packaging will be made. 

Sanofi Pasteur MSD has purchased enough copies to 
provide one free of charge to each practice that is not 
a YFVC. These copies can be ordered via the Sanofi 
Pasteur MSD website at: http://www.spmsd.co.uk/cat.
asp?catid=101 
Orders for additional copies (priced at £19.95 each) 
can be placed at NaTHNaC’s newly opened online 
shop from: https://connect3.communisis.com/NHS/
Public/Catalogue.aspx
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Polio  up date           

Abridged from New England Journal of 
Medicine  article 362/25/2351                                        
The final stages of a disease elimination 
have to be managed very careful as polio is 
demonstrating. As the wild type poliovirus 
is eradicated, there is the danger of the oral 
vaccine mutating into a circulating vaccine-
derived poliovirus. It is thus important that 
the inactivated vaccine remains available to 
countries in need. This, however is an expensive 
vaccine  for the countries involved. A recent 
study published in the New England Journal 
of Medicine[see reference below] found that 
through utilising  intra dermal delivery, it was 
possible using only a fifth of the normal dose of inactivated polio vaccine to achieve similar levels of seroconversion 
in those vaccinated . The article concludes  “ that once eradication of WPV [wild poliovirus] is assured, the use of 
live poliovirus vaccines will need to cease globally in a coordinated manner.”.  
 http://content.nejm.org/cgi/content/abstract/362/25/2351
Further information about circulating vaccine-derived poliovirus can be found in the case report in NEJM detailing 
the outbreak in Nigeria.
http://content.nejm.org/cgi/content/abstract/362/25/2360  Julie Gallagher



‘Yellow Book’‘Yellow Book’
Health Information for Overseas Travel 
Prevention of illness in travellers from the UK

Editors: V. Field, L. Ford, D. Hill
Editorial Assistant: T. Corrigan
Authors: M. Gawthrop, A. Jordan, C. Wong, H. Simons
Contributors: sixteen contributors from the UK ate 
listed. 

Published by the National Travel Health Network & 
Centre (NaTHNaC)
ISBN: 978-095657920-1
Price: £ 19.95 (+ £5.20 p & p in UK)
Obtainable from NaTHNaC: http://www.nathnac.
org/pro/news/revised_edition_yb_030610.htm
NaTHNaC is it available from booksellers, Amazon?

It was with great pleasure that I received a copy of 
the new Yellow Book to review. Other than the words 
“Yellow Book” on the back cover, nothing else resembles 
the old Yellow Book, last published in 2001. This is a 
completely different book, concept, and presentation. 
You might think the whole book is bulky (3.3 cm in 
thickness, 1.23 kg in weight). Once you open it, you 
very much welcome what contributes to its thickness 
and weight. The paper is of superb, thickness that 
allows perfect quality reproduction of colour and icons 
that this book uses extensively to make it easy for the 
reader to quickly find the information sought. 

Further, the book is bound on a large spiral that makes 
it easy to find quickly the section or page you want 
and keep it there. You can even secure the page with 
an elastic band that is secured to the back cover and 
can be applied to any page, including the front cover. 
This makes accessing information and also returning to 
a specific part of the book very easy. The use of colour 
is well balanced with the text and the icons enhanced 
the readability and consistency of the book.

The new Yellow book is divided in 6 sections. In section 
1, there is an introduction to UK Travel Health with 
information on the provision of travel health services, 
the UK travel and Tourism industry, travel medicine and 
disease surveillance.

The Pre-travel Consultation occupies section 2. Here, 
the reader will find advice on risk assessment and risk 
management, enhanced with suggested charts that 
can be used in the travel clinic. In the Risk Assessment 
chart, epilepsy has been included so I would have also 
included psoriasis, an important condition to take into 
consideration when advising malaria chemoprophylaxis. 
In Medical preparation, you will find advice on 
the contents of a travel kit, journey risks including 
contraindications to flying. Safety risks are listed as well 
as environmental risks. Practical advice is given on food-, 
water-, vector-, air-borne risks, enhanced by clear tables. 
Sexual health, blood-borne viral risks as well as skin 
health and psychological health are also covered with 
good references to other sites of the book where the 
reader can find further information. The book contains 
changes in the advice we give, including the new 
European Union directive on the non-use of iodine for 
disinfecting drinking water. This section is completed 
with a good summary of the principles of vaccination.

 Section 3 is dedicated to the Traveller at risk.  This is a 
very comprehensive section setting clearly the advice 
we need to give to travelling patients at risk such as 
those with cardiovascular disease, diabetics, children, 
disabled, HIV/AIDS, gastrointestinal, haematological, 
liver, neurological, psychological, renal, respiratory, 
rheumatological conditions,  the immunocompromised, 
the elderly, women as well as advice for the period 
of pre-conception, pregnancy and breastfeeding. 
The second part of this section deals with special 
travel risks such as adventure, altitude, cruises, diving, 
last minute traveller, long-term traveller, healthcare 
workers, medical tourism, natural disasters, pilgrimage 
(Hajj/Umrah), and visiting friends and relatives. In the 
last-minute traveller, an accelerated course for rabies 
vaccines (Rabies vaccine BP® and Rabipur®) is given 
as 0, 7, 21 days. According to the vaccine licences, in 
fact this only applies to Rabipur® but I will not have 
any hesitation in using the Rabies vaccine BP® this way 
and off-licence, with the full agreement of my patient, if 
time did not allow for the 3rd dose to be given at 28 
days. This accelerated course is suggested in the Green 
Book for both vaccines, so it is fortunate that the Yellow 
Book complies with advice given in the Green Book.

4



Advice on the Post-Travel consultation is given in section 
4. The editors use algorithms for guiding the reader and 
divide this section in two parts; the ill returned traveller 
and the well returned traveller. The latter deals with 
asymptomatic screening of the returned traveller as 
well as screening for specific situations such as fresh 
water contact in schistosomiasis endemic areas, post-
travel eosinophilia, and HIV-post-exposure prophylaxis.

Section 4 forms the largest part of the new Yellow 
book, 160 pages in all. Here, the reader will fine 
information on diseases, which are 
set in alphabetical order to aid 
our searching for information. 
The information given for each 
disease includes risk assessment 
(epidemiology and exposure), 
information on imported to the 
UK cases, signs and symptoms, 
risk management (how to avoid 
the infectious disease), diagnosis, 
treatment, and whether the disease 
is notifiable. There follows on one 
page information about vaccination 
with brief but down to the point 
information on the type of vaccine, 
schedules, who is recommended f o r , 
contraindications and precautions as well as adverse 
reactions. 

Eleven endemicity maps are provided on a double-
page spread. Reading this sections requires the reader 
to have a working knowledge of the vaccines and it is 
not meant to be, from what I can see, a comprehensive 
guide to vaccination. For example, under hepatitis B 
vaccine the reader is informed of the accelerated 
course of 0, 7, 21 days and 12 months, from the age 
of 18 years, but only one of the two vaccines available 
is licensed for this super-accelerated schedule. In renal 
insufficiency, hepatitis B vaccine is suggested at 0, 1, 2 
and 6 months but this only refers to one of the two 
available vaccines that use higher antigenic dose. The 
recommended dose is a double dose of one vaccine 
(Engerix B®). The dose of the other available vaccine 
(HBxaxPro®) is four times the adult dose in a special 
formulation for this indication at 40 mcgs and the 
schedule is 0, 1, 6 months. The schedule mentioned 
in the yellow book can only apply to Fendrix®, an 
adjuvanted version of Engerix B®. The meningococcal 
meningitis endemicity map shows only the meningitis 
belt of Africa, a golden opportunity lost to insert also 
the prevalence of the various serotypes that exist 
around the world, particularly now that we have two 
vaccines covering serotypes A. C. W135, Y. 

The reader needs to exercise caution when interpreting 
the malaria risk areas map, which is adapted from the 
WHO. The Advisory Committee on Malaria Prevention 
in UK Travellers of the Health Protection Agency issues 
malaria maps that should be consulted at the time of 
the travel consultation. These can be found on TRAVAX 
and Fit for Travel (http://www.fitfortravel.nhs.uk). As an 
example of the differences, the reader can look at the 
ACMP and the WHO maps for travel to south India. 
The Yellow book published map points out the areas 

where malaria transmission occurs, not the 
areas where one should consider malaria 
chemoprophylaxis. These limitations do not 
reduce the value of the new Yellow Book 
but they indicate the difficulties authors of 
books in travel medicine have in trying to 
give comprehensive advice and cater for 
every eventuality. I found section 5 of the 
book an excellent way for revising on the 
infectious diseases and their prevention.

Section 6 is the last part of the book 
and contains key resources mentioned 
in the book, including the website, 
resources for travellers, and sources 

of specialist advice. There follows a resource guide 
of all references contained in the other book sections, 
including website links, divided into the various sections 
of the book for easy reference. Appendix 1 is a vaccine 
compendium with the brand names of vaccines and 
the manufacturer/distributor. These can some time 
change, as in the case of Vivotif®, highlighting the 
difficulties book publishers face in giving fast changing 
information. A list of abbreviations is followed by a very 
comprehensive and accurate Index.

It will be unwise to try and practice Travel Medicine 
or run a Travel Clinic in the UK without the use of 
this book. In the past, I have recommended books 
that must command a place in our travel clinics’ 
bookshelves. This book should be placed at the front 
but only after it has been thoroughly read and enjoyed.  
I give the new Yellow Book full marks in presentation, 
readability, quality of information and the ease at which 
this can be accessed. The NaTHNaC Team should be 
congratulated. Their book puts the UK at the front 
of the countries where official information in the 
prevention of illness in travellers is excellent and up-
to-date, thus clearly competing and, in my view, supper 
passing the Yellow Book of the CDC in the USA. 

George Kassianos
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Table: Travel Vaccines – when to charge Travellers registered with a NHS Practice
From the forthcoming 5th edition Kassianos G:

 “Paediatric – Adult Immunisations  & Travel Health”  

Vaccine 

 

 

 

NHS Private 

Central 
Supply† 

NHS 
Prescription or 
reimbursed* 

In the Global Sum 

(free to NHS 
registered with 

the Practice 
patients) 

Charge 
patient 

vaccine costs 
and 

administration 

Diphtheria/Tetanus/Polio 
(Td/IPV) Repevax® 

✓ 

Td/IPV 
for 1st 

booster, 
and 2nd 
booster 
if aged  

≥ 10 
years 

✓ 

 

- From age 10 
years 

 

- For second 
booster, 10+ 

years after the 
first booster 

 

- For travellers to 
endemic areas 

every 10 or more 
years 

- Poliomyelitis:  ✓ 

All countries 
(free) except 

Europe (includes 
Cyprus and 

Turkey), North 
America, 

Australia/New 
Zealand 

- If immunisation 
is a condition for 

entry 

- For travel to an 
endemic area 

- For primary 
immunisation of 
individuals aged 
6 to 40 years of 

age 

Note: 
DTaP/IPV/Hib for 

✓ 

If not in the 
Global Sum 

and vaccine 
purchased 
privately 

 

If not 
qualifying in 
the UK (first 5 

doses of 
vaccine) or 
for high risk 

patients e.g. 
farmers [every 

≥ 10 years 
(tetanus)] 

 

Every 10+ y          
for Polio           

and 
diphtheria 

p.c. <10years 

dTaP/IPV for 1st 
booster to 10 

years 

Td/IPV for 1st or 
2nd booster and 
primary course if 
>10 years of age 

Haemophilus           
influenzae b                          

& Meningococcal C       
combined [Menitorix®] 

✓ X ✓ 

For asplenic 
patients 

X 

(vaccine 
centrally 
supplied) 

Hepatitis A X ✓ ✓  All countries 

(free) except  
Australia, New 
Zealand and 

Northern Europe 

If not in the 
Global Sum 

and vaccine 
purchased 
privately 

Hepatitis A and B 

combined 

X ✓ If traveller 
qualifies for 

Hepatitis A as 
above 

If not in the 
Global Sum 
(Hepatitis A) 
and vaccine 
purchased 
privately 

Hepatitis B X ✓ X 

Exception: in the 
Global Sum  for 
protection on the 
NHS of those with 
"at risk" medical 
or lifestyle 
conditions as 
defined by 
Green Book-  
independent of 
travel intentions 

 

If vaccine 
purchased 
privately 

and patient 
not in a 

‘group at 

risk’ (see 
Green Book) – 
see previous 

column 

Japanese B encephalitis x X JE-vax 
(unlicensed) 

✓ Ixiaro 

x ✓ 
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† by Movianto on behalf of the Department of Health
* under ‘Personal dispensing of vaccines’ available in England and Wales for non-dispensing GPs
Pc = primary course

Travel Vaccines: NHS or Private?
Three travel vaccines are free to NHS patients:
Hepatitis A: for travel anywhere in the world except Northern Europe, Australia and New Zealand.                                                                                                                               
Typhoid: for travel anywhere in the world except Northern Europe, North America, Australia and New Zealand.                                                                                                          
Poliomyelitis: for travel anywhere in the world except Europe (includes Cyprus & Turkey), North America, Australia and New 
Zealand.                                                                                                          
Under the terms of the GPs’ primary medical services contracts Contractors (GPs) are not allowed to charge their patients 
for the provision of any treatment whether under their contract or otherwise [regulation 24(2)(a) of the General Medical 
Services Regulations 2004] . 
An exception to this rule is set out in Schedule 5, which indicates that a GP may demand or accept a fee “for treatment 
consisting of an immunisation for which no remuneration is payable by the Primary Care Trust (PCT) and which is requested in 
connection with travel abroad”. It is, therefore, left up to the GP to decide whether to charge the patient a fee of perform the 
vaccination on the NHS. If the GP charges a fee for a travel vaccination, the vaccine must be purchased privately. This means 
the vaccine cannot be put on a NHS prescription, nor can a centrally supplied (by Movianto) vaccine be used.  
Non-dispensing GPs in England & Wales can purchase vaccines and administer them to patients qualifying for NHS travel 
immunisations . In this case, they act and get paid as dispensing practices or retail Pharmacists do. Up to last May, the Department 
of Health was refusing to reimburse GPs for oral vaccines, such as Dukoral®, Vivotif®. This anomaly no longer exists so as a 
general rule on vaccine reimbursement, the following applies:

1. All licensed vaccines are reimbursable by the Prescription Pricing Authority, with the exemption of Stamaril® (supplied only 
to approved Yellow Fever Centres) and Cervarix® (which is centrally supplied for the Department of Health’s immunisation 
campaign for girls aged 12 to 18 years).

2. All unlicensed vaccines are not reimbursable. An example is JE-vax® (unlicensed), while Ixiaro® (licensed) is reimbursable. 
An exemption can be made where a GP obtains the permission of the PCT to use an unlicensed vaccine free on the NHS.  

(licensed) 

Meningococcal 
polysaccharide ACWY 

& 

Conjugate ACWY 

X ✓ X 

 

Free for patients 
with asplenia or 

close contacts of 
confirmed 

serogroup A 
infection cases 

✓ If vaccine 

purchased 
privately 

and patient 
not asplenic 

 

Meningococcal C 
conjugate 

✓ X ✓ 

 

Free for children 
& young adults 

<24years, 

and travellers 
with asplenia 

X 

 

(vaccine 
centrally 
supplied) 

Pneumococcal 
polysaccharide 

x ✓ X 

 

But fee claimable 
for the over 65s 
as per Green 

Book and CMO’s 
letters 

If vaccine 
purchased 
privately 

and patient 
not in a 

‘group at 

risk’ (Green 
Book & 

CMO’s letter) 

Rabies X 

 

[✓ from 

HPA 

for post-
exposure 
but not 
always] 

✓  

 

X 

 

✓ ‘occupational 

groups at risk’ 
(see ‘Green 

Book’) 

 

 

✓ all travellers 

 

X cannot 
charge 
special 

groups a risk 

(defined in 

Green Book) 

Tick-borne encephalitis X ✓ X ✓  

† by Movianto on behalf of the Department of Health 

Typhoid Vi antigen 

& 

Oral Typhoid 

X ✓ ✓ 

All countries 
(free) except 

Northern Europe, 

USA, Canada, 

Australia & New 
Zealand 

- Infected 

area 

-Condition 

of entry. 

 

✓ 

If not in the 
Global Sum 

and vaccine 
purchased 
privately 

Typhoid and hepatitis A 

Combined 

X ✓ ✓ for both (see 

under individual 

vaccines) 

 

X Countries not 
qualifying (see 

under individual 

vaccines) 

 

✓  

If not in the 
Global Sum 

and vaccine 
purchased 
privately 

Yellow Fever X X X ✓ from 

approved 
Centres 

Cholera oral vaccine X ✓  

 

X ✓  

if vaccine 
purchased 
privately 

 

George Kassianos



Is there a doctor onboard?

Being a medical Good Samaritan is not without risk and 
it’s best to be clear on what’s expected, says Yueyue 
Fitzgerald

NO DOUBT most doctors would not hesitate in 
stepping forward in an unexpected emergency situation. 
This is borne out in a 2003 survey from Sheffield in which 
91 per cent of medical practitioners said they would 
be willing to offer voluntary treatment in emergencies.1 
The main reason cited was a professional responsibility 
to assist anyone in need of emergency medical care, 
regardless of whether an existing patient or a complete 
stranger.

This attitude is consistent with GMC guidance to doctors 
as stated in Good Medical Practice: “In an emergency, 
wherever it arises, you must offer assistance, taking 
account of your own safety, your competence, and the 
availability of other options for care”.

Doctors may not be overly concerned that a claim may 
be brought against them while acting voluntarily in an 
emergency situation – but there can be risks.

What is a Good Samaritan act?
Dr B walks into a local supermarket and notices someone 
having a seizure on the floor. The patient’s wife explains 
that he is being treated for epilepsy. Dr B announces that 
he is a doctor and offers basic emergency treatment. 
He cushions the patient’s head with a jacket and, when 
the convulsions stop, rolls the man into the recovery 
position. He checks airways and pulse and remains with 
the patient until he recovers.

This scenario can be regarded as a typical example 
of a Good Samaritan act. It occurs when an off-duty 
medical practitioner provides medical treatment in an 
emergency to someone who is not his existing patient. 
The treatment is administered in good faith, without 
asking nor having any intention to ask for fee or reward.

Most doctors will have at sometime been asked to 

GOOD SAMARITAN
act in a professional capacity outside of the working 
environment but involvement in serious emergencies is 
rare. In-flight incidents are perhaps the most familiar and 
dreaded scenarios. A recent Lancet review highlighted 
a growing number of such emergencies with the trend 
toward longer flights and an increasing number of older 
passengers with pre-existing medical conditions.2 Data 
suggest that there are some 50 to 100 in-flight medical 
events daily on US air carriers.

Legal liability
In general, Good Samaritan acts are unlikely to lead 
to litigation. Most doctors’ endeavours to ‘step up’ in 
difficult circumstances will be appreciated. Current tort 
laws in the USA and Australia have excluded Good 
Samaritan and certain volunteer acts from liability, in 
order to encourage medical assistance at accidents or 
emergencies. Many countries, including a number of 
states in the USA, also have Good Samaritan legislation 
which provides people offering emergency first aid 
various levels of immunity from legal liability. No 
such legislation exists in the UK nor is there yet clear 
precedent in the law.

The common law has a long history of endorsing the ‘No 
duty’ rule, which means in English law there is no legal 
duty to act as a Good Samaritan by aiding a stranger in 
distress. In other words, a doctor who witnesses a road 
accident is not bound by law to stop and help. Even if he 
does volunteer, his “only duty is not to make the victim’s 
condition worse”.3

Some GPs have a contractual duty under the core 
General Medical Services contract to attend at 
emergencies within their practice area no matter 
whether it is to a patient or not. But the most clearcut 
guidance can be found in professional ethical standards. 
In Good Medical Practice the GMC makes it clear that 
doctors are required to assist anyone in an emergency, 
except in situations posing real personal danger. Failure 
to act could prompt a charge of impaired fitness to 
practise.

Some general rules
In order to minimise potential legal risks, there are some 
general rules doctors should follow regarding Good 
Samaritan medical practice.
‘Proper care’ principle. Given special circumstances 
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in some medical situations, such as lack of equipment, 
emergency training/experience and access to previous 
medical records, it is unreasonable to expect that 
medical Samaritans should fully exhibit the skills of an 
experienced accident and emergency specialist. The 
British Medical Association noted that volunteer doctors 
should recognise that just calling for help may be the 
most appropriate action in an emergency situation.4 
In most cases, stopping blood loss, administering pain 
relief or even simply arranging transfer of the casualty 
to a hospital as soon as possible would be sufficient to 
show proper care of the casualty and, thus, an adequate 
defence against unmeritorious claims.

Acting within the limits of experience and qualifications. 
Researchers writing in a 2002 BMJ article commented 
that “even if well trained in hospital trauma management, 
a doctor will not be able to perform well at the roadside 
without considerable extra training”.5 The GMC advises 
in Good Medical Practice that: “In providing care you 
must recognise and work within the limits of your 
competence”. This would apply in providing emergency 
treatment but obviously it can become a ‘judgement call’.

Make a record. Whether emergency treatment is 
provided or just help to make the patient comfortable 
it would be wise to make some notes at or near the 
time of the incident to account for your actions. This 
could help counter any potential claims in future. You 
should also give your details to those at the scene such 
as police or airline crew.

Seek clarification from your medical defence organisation. 
It is important that doctors are aware of the level of 
cover being provided by their MDO in regard to Good 
Samaritan medicine. MDDUS policy is to offer members 
assistance and access to indemnity in respect of world-
wide Good Samaritan acts, which are defined as “the 
provision of medical and dental services in emergency 
situations outside the scope of an individual’s normal 
contractual obligations or clinical practice”. Instant access 
to your MDO is unlikely in most critical emergencies 
but MDDUS advisers can provide guidance should any 
questions arise after the event.
Yueyue Fitzgerald has a PhD in Law and is a research 
assistant at MDDUS
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GMC and Good Samaritan acts
IN AUTUMN 2009 the GMC will be introducing the 
licence to practise. No longer will GMC registration 
alone signify that a doctor has the legal authority to 
practise medicine in the UK, and licences will require 
periodic renewal by revalidation. Doctors will be 
allowed to remain on the register without a licence but 
this has raised questions about their standing in regard 
to Good Samaritan acts. The GMC has now confirmed 
that the lack of a licence will not prevent doctors from 
“providing assistance in emergencies”.

There has also been recent concern over the decision 
by the GMC to end the exemption for registrants over 
65 from paying the annual retention fee. Retired doctors 
now face the choice to either pay the ARF or allow their 
GMC registration to lapse. Many MDDUS members 
have wondered about their medico-legal status in 
undertaking Good Samaritan acts should they choose 
not to pay the ARF and, in effect, de-register. MDDUS 
has confirmed that retired members giving up GMC 
registration remain entitled to assistance and access to 
indemnity in respect of world-wide Good Samaritan 
acts. 
Contact details
Colin Calder
Media Relations Officer
MDDUS
Mackintosh House
120 Blythswood Street
Glasgow
G2 4EA
Colin Calder [ccalder@mddus.com]

Reproduced with the kind permission of MDDUS
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The traveller with jaundice
Ravi is a student aged 19 of Indian parentage born and living in the U.K. He spent his whole summer vacation on a 
trip to India to stay with his uncle in Mumbai (Bombay) with visits of several days at a time to other relatives living 
in villages in more rural areas. During the last two weeks of his visit he felt unwell and had a fever. A local doctor in 
a clinic in a small town close to the village where he was staying told him that he had probably caught a virus and 
gave him an injection and a prescription for some tablets whose name he does not remember. He began to feel 
much better on his return home about two weeks ago but is now worried because he has become jaundiced. His 
family came to the U.K. as immigrants 25 years ago and have visited India twice since then without any injections or 
tablets of any kind. They did not think it necessary for their son to take any either, so he did not obtain any advice 
or vaccinations prior to travel.

What are the most important possible diagnoses?
Hepatitis A is a strong possibility. It is highly endemic in the Indian subcontinent and virtually all those born and 
spending their childhood there acquire natural immunity from exposure to the virus by the end of their childhood. 
Ravi’s parents would almost certainly have had such immunity and would not have needed protection by vaccination, 
but immunity is not transmitted genetically and Ravi would be susceptible to infection. It is transmitted by faecal-
oral transmission by ingestion of contaminated water or food. Hepatitis E is acquired by a similar route and is also 
a possibility.

What are the most significant differential diagnoses?
Hepatitis B should be included in the differential diagnosis as Ravi may be just within the lower limit of the incubation 
period of the virus. It is a blood-borne infection acquired by contact with blood or other body fluids, and could have 
been acquired by sexual contact, trauma or medical treatment. Although medical facilities in Mumbai are likely to be 
very good Ravi had an injection in a rural clinic where safe use of invasive medical equipment may not have been 
practised. Hepatitis B is also a problem amongst injecting drug users in India, and if Ravi has indulged in this pastime 
he may also have acquired hepatitis C.

Leptospirosis should also be considered. It is acquired from contact with rodents or their urine and Ravi could have 
been at risk, especially when staying in rural areas. It can also be acquired during participation in water sports in 
water contaminated by the urine of rats.

Although malaria can cause jaundice it is not a likely cause in this case. P falciparum is the species likely to cause 
jaundice and it is unlikely that Ravi would have started to feel better at the onset of jaundice. This is more typical 
of hepatitis A; if he had P falciparum malaria he would almost certainly be feeling ill and feverish as well as being 
jaundiced.

How would you deal with him in your practice?
Blood should be sent to the laboratory for liver function tests and serology for hepatitis A, B, C and E. Serological 
testing for leptospirosis should also be carried out, and it would be wise to have thick and thin blood films examined 
for malaria parasites even though this is an unlikely cause of Ravi’s symptoms.

Would he need referral and if so, to whom?
If any diagnosis other than hepatitis A is reached it would be wise for Ravi to be referred to an Infectious Disease 
physician. Hepatitis A can in many cases be handled in the community but referral would be needed if careful 
monitoring did not show a gradual return of liver function to normal or if Ravi were to become more ill at any stage.

Mike Townend
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This year brings exciting new developments in the fight 
against rabies. The recently launched online Blueprint for 
Rabies Prevention and Control (www.rabiesblueprint.
com) is a comprehensive new tool aimed at guiding 
practitioners in implementing canine rabies control 
programs with the overall objective of preventing human 
rabies deaths. The Blueprint is applicable to countries
where canine rabies is endemic or has been re-
introduced.

Global rabies experts have come together to contribute 
to the initiative which has been led by the Global Alliance 
for Rabies Control and Partners for Rabies Prevention
with technical support by FAO’s Regional Central Animal 
Health, Bamako. The substantial online document is not 
meant to replace existing published documents
or national guidelines. Rather, concise take-home 
messages based on key current knowledge on rabies 
control strategies from several parties, including 
international bodies, academic institutions, animal 
welfare organizations, vaccine producers and other 
global stakeholders, are presented in a simple and 
understandable style. The website has been developed 
in a user friendly format and at a resolution that even
countries with low-speed internet connections will be 
able to navigate through it. Hyperlinks connect users to 
more detailed online or paper-based information,
including previously published guidelines and field 
studies. The economical design of the website also 
allows those who connect to the internet via mobile 
phones to access rabies control information. At present 
the Blueprint is available in English and French and a 
number of other languages are being considered.

A NEW TOOL FOR RABIES 
CONTROL
The Blueprint currently focuses on canine 
rabies elimination, which is the first of 
two phases. The next phase of the project 
will deal with wildlife rabies control. The 
Blueprint first introduces the users to the 
document and provides basic information 
about rabies and canine rabies control. 
The following section on “Roles and 
Responsibilities” identifies the agencies for 
all activities
related to a dog rabies control program. 
The minimum infrastructure required, 
role of legislation in the fight against 
rabies, resource requirements, costs and 

funding opportunities are provided in the 
section on “Infrastructure, legislative framework, costs 
and funding”. The importance of raising awareness 
on rabies prevention and control and how effective 
communication planning can help achieve this are 
highlighted in the “Communications plan” section. 
Specifically, this section provides a planning framework 
and guidelines for developing a country-specific rabies 
communication plan. Finally, the “Operational activities” 
section contains details of the actual implementation of 
the program including the epidemiological information 
necessary, supplies needed, personnel and training 
requirements, operational activities related to dog rabies 
control, human rabies prophylaxis, indicators that will 
help
determine the success of the program, and mechanisms 
for sustainability. Country-specific case studies are also 
included which illustrate how rabies control programs 
have been successfully implemented and provide useful 
examples as to how problems can be addressed.
We encourage people to visit the site and share it with 
other stakeholders. We welcome comments, suggestions 
and updates.

This new tool will undoubtedly prove to be very useful 
in the coming years for the design and implementation 
of large scale control programs aimed at canine rabies 
elimination.

Contributed by Tiziana Lembo of the Alliance and 
the University of Glasgow, UK who coordinated the 
BlueprintÅfs development.
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WORLD RABIES 
DAY IS SEPTEMBER 28TH

Stand United. End Rabies. World Rabies Day (WRD) 

is in its fourth year and moving forward with

tremendous momentum! Since 2007, more than 

1000 rabies awareness and prevention activities 

have

been held in 125 countries. So far this year, 30 

countries have submitted event details and the 

WRD Team again hopes to educate millions of 

people about the importance of rabies prevention.

Globally, a t-shirt design competition will engage

approximately 100,000 children under 12 years of 

age. In the Philippines, the Philippine Association 

for Veterinary Medical Educators and Students 

(PAVMES) is offering an inter-school essay contest 

for students, with all 20 Veterinary Colleges eligible 

to participate in

this concerted activity. In the U.S., the Alliance and 

the Centers for Disease Control and Prevention 

will broadcast a 24-hour webinar over the internet 

that will deliver rabies education across the world 

in real time. Rabies posters have been developed

for French and Portuguese speaking nations 

throughout Africa and in Makurdi, Nigeria, a three-

day event is being planned that will include a rabies 

awareness walk, educational symposium and free 

vaccination clinic. Throughout India, mass media 

is being planned with the support of celebrities 

and posters for a rural education drive are under 

development. Last year, the Association of Southeast 

Asian Nations (ASEAN) resolved to observe WRD 

each year, recognizing it as an opportunity to

work together and ultimately combat rabies through 

a more coordinated approach. This year the WRD 

Team hopes to see similar announcements across 

the world.

The WRD Shelter and Veterinary Outreach 

Programs have been busy preparing for this year’s 

campaign. The Shelter program which reaches 

out to humane organizations across the world 

has established relationships with 700 animal 

agencies. Last year, the program teamed up with 

The Humane Society of the United States Youth 

to co-write Rabies education articles for the Kind 

News; reaching approximately 1 million children 

across 35,000 classrooms. This year, in observance 

of WRD, the Shelter Outreach Program has 

teamed up with an industry partner to donate and 

distribute 50,000 doses of animal rabies vaccine 

to qualifying humane organizations across the U.S.. 

The Veterinary Outreach Program seeks to engage 

students, professionals and veterinary clinics across 

the world to mobilize as a front line of defense 

against rabies. In 2009, educational packets were sent 

to 10,000 veterinary clinics. This year, the Veterinary 

Outreach program is working through partnerships 

to distribute a rabies clinic toolkit which provides 

information on how to hold a

rabies vaccination clinic, including materials and 

staff needed, talking points for clients and media 

as well as guidance on how to forge community 

partnerships for an effective effort. 

For general information about WRD or the 

upcoming webinar, please contact Peter.Costa@

worldrabiesday.org. For Shelter Outreach, contact 

Mylissia.Stukey@worldrabiesday.org and for 

Veterinary Outreach, contact Robert.Weedon@

worldrabiesday.org.

Contributed by Peter Costa, the WRD coordinator.
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