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Outbreak of Hepatitis A Virus (HAV) Infections among Persons
Who Use Drugs and Persons Experiencing Homelessness

Summary

The Centers for Disease Control and Prevention (CDC) and state health departments are
investigating hepatitis A outbreaks in multiple states among persons reporting drug use and/or
homelessness and their contacts. This Health Alert Network (HAN) Advisory alerts public health
departments, healthcare facilities, and programs providing services to affected populations
about these outbreaks of hepatitis A infections and provides guidance to assist in identifying and
preventing new infections.

Background

Hepatitis A infection is a vaccine-preventable illness. The primary means of hepatitis A virus
(HAV) transmission in the United States is typically person-to-person through the fecal-oral
route (i.e., ingestion of something that has been contaminated with the feces of an infected
person).! Symptoms include fever, fatigue, loss of appetite, nausea, vomiting, abdominal pain,
dark urine, clay-colored bowel movements, joint pain, and jaundice. Although rare, atypical extra
hepatic manifestations include rash, pancreatitis, renal disease, arthritis, and anemia.? Severe
infections can result in cholestatic hepatitis, relapsing hepatitis, and fulminant hepatitis leading
to death.® Average incubation of HAV is 28 days, but illness can occur up to 50 days after
exposure.* An HAV-infected person can be viremic up to six weeks through their clinical course
and excrete virus in stool for up to two weeks prior to becoming symptomatic, making identifying
exposures particularly difficult.>” lliness from hepatitis A is typically acute and self-limited;
however, when this disease affects populations with already poor health (e.g., hepatitis B and C
infections, chronic liver disease), infection can lead to serious outcomes, including death.

The best way to prevent hepatitis A infection is through vaccination with the hepatitis A vaccine.
The number and timing of the doses depends on the type of vaccine administered. Vaccines
containing HAV antigen that are currently licensed in the United States are the single-antigen
vaccines HAVRIX® (manufactured by GlaxoSmithKline, Rixensart, Belgium) and VAQTA®
(manufactured by Merck & Co., Inc., Whitehouse Station, New Jersey) and the combination
vaccine TWINRIX® (containing both HAV and hepatitis B virus antigens; manufactured by



GlaxoSmithKline). All are inactivated vaccines. GamaSTAN S/D (Grifols Therapeutics, Inc.,
Research Triangle Park, North Carolina) immune globulin (IG) for intramuscular administration
is the only IG product approved for HAV prophylaxis. The efficacy of IG or vaccine when
administered >2 weeks after exposure has not been established. Additionally, practicing good
hand hygiene—including thoroughly washing hands after using the bathroom, changing diapers,
and before preparing or eating food—plays an important role in preventing the spread of
hepatitis A.

From January 2017 to April 2018, CDC has received more than 2,500 reports of hepatitis A
infections associated with person-to-person transmission from multiple states. Of the more than
1,900 reports for which risk factors are known, more than 1,300 (68%) of the infected persons
report drug use (injection and non-injection), homelessness, or both.®1! During this time,
responses conducted in various states resulted in increased vaccine demand and usage,
resulting in constrained supplies of vaccine. As available vaccine supply has increased and
progress has been made towards controlling ongoing outbreaks in some jurisdictions, vaccine is
more readily available. However, both CDC and vaccine manufacturers continue to closely
monitor ongoing demand for adult hepatitis A vaccine in the United States.

During the mid-1980s, drug use was a risk factor for >20% of all hepatitis A cases reported to
CDC, but no large outbreaks have occurred among persons who use drugs since adoption of
the recommendation for hepatitis A vaccination of persons who use injection and non-injection
drugs was made in 1996.1212 Qutbreaks of hepatitis A infections among homeless persons have
occurred in other countries, but large outbreaks among the homeless have not been described
previously in the United States.4!’

Person-to-person transmission of HAV between persons who report drug use and/or
homelessness could result from contaminated needles and other injection paraphernalia,
specific sexual contact and practices, or from generally poor sanitary conditions.!® Transience,
economic instability, limited access to healthcare, distrust of public officials and public
messages, and frequent lack of follow-up contact information makes this population difficult to
reach for preventive services such as vaccination, use of sterile injection equipment, and case
management and contact tracing. These challenges make outbreaks among these groups
difficult to control.

Rapid identification, a comprehensive response, and novel public health approaches may be
required to address needs unique to these populations. Urgent action is needed to prevent
further HAV transmission among these risk groups.

Recommendations for Health Departments

1. Review the most recent sources of data on hepatitis A diagnoses. Attributes of communities
at risk for unrecognized clusters of hepatitis A infection may include the following:

0 Recent increases in the:
= Number of hepatitis A infections in persons who report drug use;
= Number of hepatitis A infections in persons who report homelessness;
= Number of hepatitis A infections in men who have sex with men; and
= Number of hepatitis A infections in persons who report recent incarceration.



o0 High rates of drug use, drug-related overdose, drug treatment admission, or drug
arrests.

0 High rates of homelessness.

2. Ensure standard operating procedures to identify and interview cases, perform contact
tracing for all new hepatitis A diagnoses, and provide post-exposure vaccination of contacts
as soon as the diagnosis is made.

3. Ensure persons who report drug use (injection and non-injection) or are at high-risk for drug
use (e.g., participating in drug substitution programs, receiving substance abuse counseling
or treatment, recently or currently incarcerated) are vaccinated against hepatitis A virus, and
specifically:

o Consider programs to provide hepatitis A vaccinations in jails, syringe service
programs, substance abuse treatment programs, and to at-risk persons in
emergency departments, homeless shelters, warming centers, food distribution
centers, and any venues where the at-risk populations may congregate or seek
medical care.

= Engage in “Participatory Planning.” Ask the facility what they feel is the best
way to provide outreach to their population and what is the best way to
provide vaccinations or improve vaccination uptake.

= Have a consistent presence at the service provider if vaccinations are
planned on-site. If repeat visits must occur, they should occur on scheduled
days and times.

= Adequately advertise vaccination events beforehand.

0 Engage stakeholders who care for persons who use drugs or may interact more
frequently with facilities serving this population (e.g., behavioral specialists, disease
intervention specialists).

o0 Provide education to persons who report drug use and/or homelessness through
targeted media campaigns encouraging vaccination and proper hand hygiene.

4. Remind venues that may encounter undiagnosed infections, such as emergency
departments and community-based clinical practices (e.g., family medicine, general
medicine) of the importance of reporting hepatitis A infections to the health department.'®

5. Local health departments should notify their state health department and CDC
(viralhepatitisoutbreak@cdc.gov) of any suspected clusters of acute hepatitis A.

Recommendations for Health Care Providers

1. Consider hepatitis A as a diagnosis in anyone with jaundice and clinically compatible
symptoms.

2. Encourage persons who have been exposed recently to HAV and who have not been
vaccinated to be administered one dose of single-antigen hepatitis A vaccine or immune
globulin (IG) as soon as possible, within 2 weeks after exposure. Guidelines vary by age
and health status (please see
https://www.cdc.gov/hepatitis/outbreaks/InterimOutbreakGuidance-HAV-VaccineAdmin.htm
for additional information).



https://www.cdc.gov/hepatitis/outbreaks/InterimOutbreakGuidance-HAV-VaccineAdmin.htm

3. Consider saving serum samples for additional testing to assist public health officials in the
investigation of transmission (i.e., confirmation of antibody test, HAV RNA test, genotyping,
and sequencing). Contact the public health department for assistance with submitting
specimens for molecular characterization.

4. Ensure all persons diagnosed with hepatitis A are reported to the health department in a
timely manner.

5. Encourage hepatitis A vaccination for homeless individuals in areas where hepatitis A
outbreaks are occurring.

6. Encourage hepatitis A vaccination for persons who report drug use or other risk factors for
hepatitis A.

7. CDC recommends the following groups be vaccinated against hepatitis A:
e All children at age 1 year
e Persons who are at increased risk for infection:

0 Persons traveling to or working in countries that have high or intermediate
endemicity of hepatitis A,

Men who have sex with men;

Persons who use injection and non-injection drugs;
Persons who have occupational risk for infection;
Persons who have chronic liver disease;

Persons who have clotting-factor disorders;
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Household members and other close personal contacts or adopted children
newly arriving from countries with high or intermediate hepatitis A endemicity;
and

o0 Persons with direct contact with persons who have hepatitis A.

e Persons who are at increased risk for complications from hepatitis A, including
people with chronic liver diseases, such as hepatitis B or hepatitis C.

e Any person wishing to obtain immunity.

The Bureau of Communicable Disease Prevention and Control is actively developing a
proactive plan to prevent a Hepatitis A outbreak in the identified high risk populations in South
Carolina. For more information contact: bullarpd@dhec.sc.gov.

For More Information

1. Centers for Disease Control and Prevention. Division of Viral Hepatitis A Outbreak Website.
https://www.cdc.gov/hepatitis/outbreaks/2017March-HepatitisA.htm

2. Centers for Disease Control and Prevention’s Hepatitis A Virus Website.
https://www.cdc.gov/hepatitis/hav/index.htm

3. Centers for Disease Control and Prevention. Viral Hepatitis Surveillance — United States,
2016.
https://www.cdc.gov/hepatitis/statistics/2016surveillance/pdfs/2016HepSurveillanceRpt.pdf
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4. Centers for Disease Control and Prevention. Hepatitis A General Information Fact Sheet.
https://www.cdc.gov/hepatitis/hav/pdfs/hepageneralfactsheet.pdf

5. Centers for Disease Control and Prevention. The Pink Book. Chapter 9: Hepatitis A.
https://www.cdc.gov/vaccines/pubs/pinkbook/downloads/hepa.pdf
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DHEC contact information for reportable diseases and reporting requirements

Reporting of Hepatitis A virus is consistent with South Carolina Law requiring the reporting of
diseases and conditions to your state or local public health department. (State Law # 44-29-10
and Regulation # 61-20) as per the DHEC 2018 List of Reportable Conditions available at:
http://www.scdhec.gov/Library/CR-009025.pdf

Federal HIPAA legislation allows disclosure of protected health information, without consent of
the individual, to public health authorities to collect and receive such information for the purpose
of preventing or controlling disease. (HIPAA 45 CFR 8§164.512).

Regional Public Health Offices — 2018

Mail or call reports to the Epidemiology Office in each Public Health Region

MAIL TO:

Lowcountry
4050 Bridge View Drive, Suite 600
N. Charleston, SC 29405
Fax: (843) 953-0051

Midlands
2000 Hampton Street
Columbia, SC 29204
Fax: (803) 576-2993

Pee Dee
145 E. Cheves Street
Florence, SC 29506
Fax: (843) 661-4859

Upstate
200 University Ridge
Greenville, SC 29602
Fax: (864) 282-4373

CALL TO:

Lowcountry
Berkeley, Charleston, Dorchester
Phone: (843) 953-0043
Nights/Weekends: (843) 441-1091

Beaufort, Colleton, Hampton, Jasper
Phone: (843) 549-1516 ext. 218
Nights/Weekends: (843) 441-1091

Allendale, Bamberg, Calhoun, Orangeburg
Phone: (803) 268-5833
Nights/Weekends: (843) 441-1091

Midlands
Kershaw, Lexington, Newberry,
Richland
Phone: (803) 576-2749
Nights/Weekends: (888) 801-1046

Chester, Fairfield, Lancaster, York
Phone: (803) 286-9948
Nights/Weekends: (888) 801-1046

Aiken, Barnwell, Edgefield, Saluda
Phone: (803) 642-1618
Nights/Weekends: (888) 801-1046

Pee Dee
Chesterfield, Darlington, Dillon,
Florence, Marlboro, Marion
Phone: (843) 661-4830
Nights/Weekends: (843) 915-8845

Clarendon, Lee, Sumter
Phone: (803) 773-5511
Nights/Weekends: (843) 915-8845

Georgetown, Horry,
Williamsburg

Phone: (843) 915-8804
Nights/Weekends: (843) 915-8845

Upstate
Anderson, Oconee
Phone: (864) 260-5581
Nights/Weekends: (866) 298-4442

Abbeville, Greenwood,
McCormick

Phone: (864) 260-5581
Nights/Weekends: (866) 298-4442

Cherokee, Greenville, Laurens
Pickens, Spartanburg, Union
Phone: (864) 372-3133
Nights/Weekends: (866) 298-4442

For information on reportable conditions, see
http://www.scdhec.gov/Health/FHPF/ReportDiseasesAdverse
Events/ReportableConditionsInSC/

DHEC Bureau of Disease Control

Division of Acute Disease Epidemiology
2100 Bull St - Columbia, SC 29201
Phone: (803) 898-0861- Fax: (803) 898-0897
Nights / Weekends: 1-888-847-0902
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