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Hepatitis A 
 Communicable 
 Virulent 

Health Protection and Promotion Act: 
Ontario Regulation 558/91 – Specification of Communicable Diseases 
Health Protection and Promotion Act: 
Ontario Regulation 559/91 – Specification of Reportable Diseases 

1.0 Aetiologic Agent 
Hepatitis A infection is caused by the hepatitis A virus (HAV), a 27-nanometer 
picornavirus, positive-strand RNA virus. It has been classified as a member of the family 
Picornaviridae.1 

2.0 Case Definition 
2.1 Surveillance Case Definition 
See Appendix B 

2.2 Outbreak Case Definition 
Outbreak case definitions are established to reflect the disease and circumstances of 
the outbreak under investigation. For example, confirmed outbreak cases must at a 
minimum, meet the criteria specified for the provincial surveillance confirmed case 
classification. Consideration should also be given to the following when establishing 
outbreak case definitions: 

• Clinical and/or epidemiological criteria; 

• The time frame for occurrence (i.e. increase in endemic rate); 

• A geographic location(s) or place(s) where cases live or became ill/exposed; 

• Special attributes of cases (e.g., age, underlying conditions); and 

• Further strain characterization and typing as appropriate, which may be used to 
support linkage. 

Outbreak cases may be classified by levels of probability (i.e., confirmed, probable 
and/or suspect). 
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3.0 Identification 
3.1 Clinical Presentation 
Typically, hepatitis A is an acute, self-limiting liver infection. Clinical presentation varies 
with age of infection.2 Infection is usually asymptomatic or inapparent in children, and 
jaundice develops in < 10% of children 6 years and under.3 Adults are typically 
symptomatic, with more severe disease. Symptoms may range from mild flu-like illness; 
to 1 to 2 weeks of mild, self-limited disease with jaundice; to fulminant hepatitis. 
Typically, acute clinical illness is characterized by a 1 to 7 day prodrome of abrupt onset 
fever, malaise, anorexia, nausea and abdominal pain followed by jaundice.3, 2 Dark 
urine and light-coloured stools, as well as pruritis may occur, and an enlarged liver may 
be seen. Extra-hepatic complications may occur.4 It has been reported that between 3% 
and 20% of cases may experience relapsing disease.2 Fulminant hepatitis and death 
are rare. There is usually complete recovery without complications or sequelae.1 
Chronic infection is not known to occur. 

3.2 Diagnosis 
See Appendix B for diagnostic criteria relevant to the Case Definition. 
Note: Serology tests indicating IgM anti-HAV antibodies confirms recent infection. 
Antibodies are generally detectable in serum 5-10 days after infection and usually 
decrease to undetectable levels within 6 months after onset of infection.1, 5 In rare 
cases, they may persist for longer. 
For further information about human diagnostic testing, contact the Public Health 
Ontario Laboratories or refer to the Public Health Ontario Laboratory Services webpage: 
http://www.publichealthontario.ca/en/ServicesAndTools/LaboratoryServices/Pages/defa
ult.aspx 

4.0 Epidemiology 
4.1 Occurrence 
Worldwide, sporadic and epidemic. In endemic areas, adults are usually immune. 
In Ontario, hepatitis A occurs throughout the year with no clear seasonal pattern. 
Between 2007 and 2011, an average of 120 cases were reported annually. The disease 
is most common among school-aged children and young adults. 
Please refer to the Public Health Ontario Monthly Infectious Diseases Surveillance 
Reports and other infectious diseases reports for more information on disease trends in 
Ontario.6, 7 

http://www.publichealthontario.ca/en/DataAndAnalytics/Pages/DataReports.aspx 
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4.2 Reservoir 
Humans; rarely chimpanzees and other primates.1 

4.3 Modes of Transmission 
HAV infection is transmitted primarily by the fecal-oral route, through direct contact with 
infected people or indirectly through ingestion of contaminated water or foods (e.g. 
seafood harvested from contaminated water).1 
Fecal-oral transmission has been reported as the mode of transmission in outbreaks 
associated with daycare center employees or attendees.1 
In recent years, contaminated produce (such as green onions, blueberries, frozen 
strawberries, sun dried tomatoes, salad and lettuce) along with oysters and orange 
juice, have been associated with community-wide outbreaks (see additional resources). 
On rare occasions, transmission has been reported after exposure to HAV-
contaminated blood or blood products obtained from viremic donors during the 
incubation period of their infection.1 Transmission may also occur through sexual 
activities that include direct or indirect oral-anal contact but not through exposure to 
saliva, semen or urine.3 For example, several outbreaks have been associated with 
injecting and non-injecting drug use and men with multiple male sex partners.1 
Transmission from mother to newborn infant (that is, vertical transmission) is rare.5 
The virus may persist for days or weeks in the environment.3 

4.4 Incubation Period 
The incubation period ranges from 15 to 50 days with an average of 28 to 30 days.1 

4.5 Period of Communicability 
Maximum communicability occurs during the latter part of the incubation period with 
peak levels in the 2 weeks before clinical illness. Communicability diminishes rapidly 
thereafter and ends shortly after the onset of jaundice.3 
Cases are considered non-infectious 7 days after onset of jaundice although prolonged 
viral excretion up to 6 months has been documented in infants and children.1 Chronic 
shedding of HAV in feces does not occur.1 

4.6 Host Susceptibility and Resistance 
Seroprevalence of hepatitis A virus (HAV) antibody (indicating protection from natural 
infection or previous vaccination) has been assessed nationally by several studies and 
has been shown to increase with increasing age reflecting secular trends in the HAV 
transmission dynamics.8-10 Among those aged 14-19 years, it was estimated at 17.3%, 
rising to 64.6% among those 60-79 years.8 HAV seroprevalence in Canadian children 
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aged 8-13 years residing within Canadian provinces was found to be only 2-3% in this 
age group, demonstrating the extent of this age group's susceptibility.10 
Immunity following natural infection is thought to be life-long (1). Protective antibody 
levels following vaccination will persist for at least 20 years or longer and protection 
likely persists even when antibodies are no longer measurable due to immune 
memory.3 
The risk of hepatitis A infection for non-immune travellers to developing countries had 
been estimated to be as high as 1 to 5/1,000 per month, cases in males being 1.5 times 
higher than in females. More recent data on Swiss travellers suggest that the risks of 
acquiring hepatitis A infection have markedly decreased over the last 10 to 15 years, 
with more recent estimates of 0.1 to 1/1,000 per month. This still represents a significant 
risk of illness. In addition, the risk may be much higher for low-budget travellers, 
volunteer humanitarian workers and immigrants visiting friends and relatives in their 
homelands, who may be eating in settings with poor hygiene.11 

5.0 Reporting Requirements 
5.1 To local Board of Health 
Individuals who have or may have HAV infection shall be reported as soon as possible 
the medical officer of health by persons required to do so under the Health Protection 
and Promotion Act, R.S.O. 1990 (HPPA).12 

5.2 To the Ministry of Health and Long-Term Care (the ministry) 
or Public Health Ontario (PHO), as specified by the ministry 
Report only case classifications specified in the case definition using the integrated 
Public Health Information System (iPHIS), or any other method specified by the ministry 
within one (1) business day of receipt of initial notification as per iPHIS Bulletin 
Number 17: Timely Entry of Cases.13 
The minimum data elements to be reported for each case are specified in the following: 

• Ontario Regulation 569 (Reports) under the Health  Protection and Promotion Act 
(HPPA);14, 13 

• The iPHIS User Guides published by PHO; and, 

• Bulletins and directives issued by PHO. 

6.0 Prevention and Control Measures 
6.1 Personal Prevention Measures 
Proper personal hygiene and hand washing hygiene are key to prevent transmission. As 
well, travellers going to developing countries should be aware of how to carefully select 
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food and drink to avoid infection. Pre-travel counselling may also include 
recommendation for Hepatitis A vaccination, depending on destination and itinerary. 
More information for travellers can be found at:  
The Government of Canada’s Travel Health and Safety Page: 
http://travel.gc.ca/travelling/health-safety/diseases/hepatitis-a 
The Canadian Immunization Guide recommends hepatitis A vaccination for additional 
groups:3 

• Travelers to or immigrants from HAV endemic areas; 

• Household or close contacts of children adopted from HAV endemic countries; 

• Residents of communities that have high endemic rates of HAV or are at risk of 
HAV outbreaks; 

• People with life-style risks for infection, including people engaging in illicit drug 
use (injectable and non-injectable) and men who have sex with men (MSM) 
People who have chronic liver disease, including persons infected with hepatitis 
C. While these persons may not be at increased risk of infection, they are at 
increased risk of more severe disease if infection occurs; 

• People with hemophilia A or B receiving plasma-derived replacement clotting 
factors; 

• Military personnel and humanitarian relief workers likely to be posted to areas 
with high rates of HAV; 

• Zoo-keepers, veterinarians and researchers who handle non-human primates; 

• Workers involved in research on HAV or production of hepatitis A vaccine who 
may be exposed to HAV; and 

• Any person who wishes to decrease his or her risk of HAV. 
However, in Ontario, only the following high risk groups are eligible to receive publicly-
funded hepatitis A vaccine, for primary prevention of infection:15 

• Persons with chronic liver disease (including Hepatitis B and C); 

• Persons engaging in intravenous drug use; and 

• Men who have sex with men. 

6.2 Infection Prevention and Control Strategies 
Strategies: 

• Advise cases with confirmed HAV not to donate blood for six months or as 
required by Canadian Blood Services; 

• Routine practices and contact precautions are recommended. 

6 
 

http://travel.gc.ca/travelling/health-safety/diseases/hepatitis-a


 Health and Long-Term Care 

Refer to Public Health Ontario’s website at www.publichealthontario.ca to search for 
the most up-to-date Provincial Infectious Diseases Advisory Committee (PIDAC) 
best practices on Infection Prevention and Control (IPAC). 
PIDAC best practice documents can be found at: 
https://www.publichealthontario.ca/en/BrowseByTopic/InfectiousDiseases/PIDAC/Pa
ges/PIDAC_Documents.aspx 

6.3 Management of Cases 
Investigate cases of hepatitis A to determine the source of infection, and to inform case 
and contact management. Refer to Section 5: Reporting Requirements above for 
relevant data to be collected during case investigation. In accordance with HPPA 
Regulation 569 (Reports),14 the following disease-specific information should also be 
obtained: 

• Symptoms and date of symptom onset, including date of onset of jaundice; 
• Determine the dates of the infectious period (from 14 days prior to onset of 

symptoms to 7 days after onset of jaundice); 
• Identify potential contacts during the infectious period; 
• Determine if received hepatitis A vaccine in the two weeks prior to the blood test 

to rule out false positives; 
• Determine possible source of infection, by identifying risk factors including: 

o travel history, 
o detailed food history, 
o contact with a symptomatic person / person with hepatitis A, including 

household/close contact, 
o attendee or employee of child care centre, resident or staff in an institution 
o men who have sex with men, 
o intravenous drug users (IDU), and 
o attendance at any large functions in previous 50 days. 

Education 
Provide education to cases regarding transmission and personal hygiene. Emphasis 
should be placed on proper hand hygiene practices (e.g. after using the bathroom) in 
household settings. Encourage limiting food handling activities and the sharing of 
common food items with household and close contacts for the duration of the infectious 
period. 
Exclusion 
Exclude cases such as food handler, child care staff and attendees and health care 
workers*  from high risk settings for 14 days after onset of symptoms, or 7 days after 
onset of jaundice, whichever comes earlier. 
*If the healthcare setting is a hospital, use the “Enteric Diseases Surveillance Protocol 
for Ontario Hospitals” (OHA and OMA Joint Communicable Diseases Surveillance 
Protocols Committee, revised December 2015, or as current) for exclusion criteria. 
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http://www.oha.com/Services/HealthSafety/Pages/CommunicableDiseasesSurveillance
Protocols.aspx  

6.4 Management of Contacts 
Contact identification 
A contact is defined as a person who has had exposure to a case during the time the 
case is infectious. The contact may acquire infection by the fecal-oral route by either 
person to person contact or ingestion of contaminated food or water.16 
Identify contacts, in particular:  

• Those living in same household; 

• Persons who are close non-household contacts such as sexual partners or drug 
sharing partners; 

• Contacts who are food handlers; 

• Food establishment patrons if case is a food handler who worked during the 
period of communicability. Day care and institutional attendees or staff (e.g. 
correctional facilities, institutions for the developmental disabled, etc). 

Education 
Provide education about proper hygiene, disease transmission and symptoms; advise to 
seek medical care if symptoms develop. 
Exclusion 
Determine if any of the contacts are ill. Exclusion of symptomatic contacts from high risk 
settings is the same as for cases. In addition, ensure contact is screened to confirm if 
acutely ill with hepatitis A (i.e.anti-HAV IgM positive). 
Exclusion is generally not warranted for asymptomatic contacts of hepatitis A cases. 
However, there may be exceptional circumstances in which the MOH may consider, on 
a case-by-case basis, excluding an asymptomatic close/household contact from food 
handling duties IF: 

• the contact does not receive timely post-exposure prophylaxis (PEP, see below) 
or does not have serological evidence of immunity, AND  

• the contact is assessed to be at high risk of both acquiring and/or transmitting 
hepatitis A via handling of food that is uncooked / after it is cooked (i.e., ready-
to-eat). 

Considerations may include whether the case had poor hygiene practices or diarrhea or 
was diapered by the contact while infectious and whether the contact has been 
educated about hepatitis A (signs and symptoms of hepatitis A and what to do if they 
occur, and the incubation period).  
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Post-exposure Prophylaxis Recommendations: 
The Provincial Infectious Diseases Advisory Committee, Immunization (PIDAC-I) 
has post-exposure prophylaxis (PEP) for hepatitis A recommendations as 
follows:17 
PEP should be offered to household and close contacts of HAV case. Non-household 
close contacts include, sexual contacts, individuals who have handled diapers or who 
have assisted with the toileting or other personal care of individuals infected with HAV, 
and individuals who have shared illicit drugs with a case. 
PEP interventions include the administration of monovalent hepatitis A vaccine or the 
administration of serum immunoglobulin (IG) or both, depending on the age and 
underlying health of the contact. 
Susceptible household and close contacts should receive the following for 
hepatitis A PEP: 

• Infants < 12 months: IG 

• Healthy children and adults 1-49 years of age: vaccine  

• Healthy adults ≥ 50 years of age: vaccine plus IG* 

• Immuno-compromised: vaccine plus IG 

• Chronic liver disease: vaccine plus IG* 
The asterisks denote where the advice of PIDAC-I differs from that of the Canadian 
Immunization Guide (CIG).3 The evidence and rationale for alternate advice is 
summarized in the PIDAC-I document on HA PEP.17 Concurrent administration of 
vaccine plus IG is delivered via separate needles/syringes and separate anatomical 
sites. Only one dose of monovalent vaccine is indicated for PEP. For long-term 
immunity, two doses total must be administered 6-12 months apart as per the routine 
schedule.  
Timeframe for offering PEP 
Contacts of a HAV case should receive PEP as soon as possible, and ideally, within 14 
days after exposure to a HAV case. 
Hepatitis A in childcare settings and kindergartens 
Special consideration should be given to cases of HAV occurring in childcare settings 
including daycares, pre-schools, and kindergartens as young children are recognized to 
be very efficient at transmitting HAV infection, in relation to the need for diapering, 
developmental toileting behaviors and poor hand hygiene. Consultation with the medical 
officer of health is recommended in these scenarios.  
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PIDAC-I recommends the following for HAV exposure in childcare settings: 
Hepatitis A index case(s) observed in childcare setting: 

• If index case attends a childcare setting and the source of infection is obvious 
(e.g. recent travel of the case or of a household contact), all attendees and staff 
should receive PEP, ideally within 14 days of symptom onset in the index case. 
The purpose of providing prophylaxis to attendees and staff is to prevent cases 
due to secondary transmission of HAV. 

• If more than 14 days have elapsed since symptom onset in the case, or where 
the source of the index case is unknown secondary transmission may have 
already occurred within the facility and a broader range of contacts should be 
offered PEP to prevent cases of tertiary transmission. These contacts include: all 
attendees, all household contacts of attendees, and all staff. Family members of 
attendees who are > 50 years of age may receive HAV vaccine alone for 
PEP, unless they are a household/ close contact of a case in which case 
they would also receive IG. 

• Note: If there are two or more cases that occur in a childcare setting, please refer 
to the next section on Management of Outbreaks. 

Childcare attendee is exposed to hepatitis A (i.e. a contact): 
In scenarios where a childcare attendee is a close contact of a case of HAV (for 
example, is a household contact) and attends a childcare setting, PIDAC-I 
recommends: 

• If the contact received PEP within 14 days of symptom onset in the index case 
and asymptomatic transmission within the household is unlikely to have already 
occurred (eg. index case recently returned from travel), supervised hand washing 
and increased surveillance should occur within any childcare settings the contact 
attends. 

• If the contact did not receive PEP within 14 days of symptom onset in the index 
case, or if there is concern that unrecognized asymptomatic transmission in the 
household may have occurred, this would support a strategy to reduce the risk of 
further transmission: offering PEP should be considered for all close contacts of 
the exposed child (including fellow day care attendees and staff). 

Staff who are > 50 years of age may receive HAV vaccine alone, unless they are a 
household/close contact of a case in which case they would also receive IG. 
Contacts are generally referred to their health care provider to receive the vaccine as 
prophylaxis. The vaccine can be provided to the physician by the local health unit. In 
outbreak scenarios, the local board of health may decide to provide the vaccine and 
offer immunization clinics. Serum immune globulin (IG) must be accessed through 
Canadian Blood Services.  
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PEP considerations for potential contacts of a hepatitis A case who is a food 
handler 
If the case is a food handler, a risk assessment should inform PEP considerations (i.e., 
whether to recommend post-exposure HAV vaccine and/or immune globulin) for 
potential contacts who may have been exposed to contaminated food/water (e.g., food 
premise patrons). Consideration may be given as to whether, in a particular context: 

• the case was infectious while working, AND 

• handled foods prior to consumption which were not cooked after handling, AND 

• the food handler’s practices were not hygienic, OR the food handler had 
diarrhea, AND 

• the contacts can be identified/alerted and be offered immunoprophylaxis within 
14 days of the last exposure to the case while the case was in the infectious 
period.16 

Of note, the PIDAC-I recommendations on hepatitis A PEP for susceptible household 
and close contacts do not address potential contacts of a hepatitis A case who is a food 
handler. If a decision is taken to recommend PEP for this group (e.g., food premise 
patrons), consider both the context-specific risk assessment and the PIDAC-I guidance 
to determine which specific PEP intervention(s) to recommend to individual contacts. 
For healthy adults 50 years of age or above in this group, MOH consultation should be 
undertaken to determine whether to recommend hepatitis A vaccine and/or immune 
globulin. 
Other non-household, non-close contacts 
PEP is not routinely recommended for school or workplace contacts, or health care 
workers caring for HAV cases, unless an outbreak is suspected (ref to CIG). 
Note: Only one dose of HAV vaccine is indicated for PEP efficacy and in Ontario, only 
one dose is publicly funded for PEP, unless an individual is otherwise eligible for 
publicly funded HAV vaccine for primary prevention.17 

6.5 Management of Outbreaks 
Provide public health management of outbreaks or clusters in order to identify the 
source of illness, stop the outbreak and limit secondary spread. 
Two or more cases linked in time and place to a common exposure is suggestive 
of an outbreak. 
As per this Protocol, outbreak management shall be comprised of but not limited to, the 
following general steps: 

• Confirm diagnosis and verify the outbreak; 

• Establish an outbreak team; 
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• Develop an outbreak case definition. These definitions should be reviewed during 
the course of the outbreak, and modified if necessary, to ensure that the majority 
of cases are captured by the definitions; 

• Implement prevention and control measures; 

• Implement and tailor communication and notification plans depending on the 
scope of the outbreak;  

• Conduct epidemiological analysis on data collected; 

• Conduct environmental inspections of implicated premise where applicable; 

• Coordinate and collect appropriate clinical specimens where applicable; 

• Prepare a written report; and  

• Declare the outbreak over in collaboration with the outbreak team. 
Note: If two or more cases occur in association with a childcare setting (including staff, 
attendees and/or household members of attendees), this should be treated as an HAV 
outbreak with control measures implemented based on relevant features and 
epidemiology of the outbreak. In these scenarios, offering PEP to all staff, attendees 
and household members of attendees would generally be recommended.  
Refer to Ontario’s Foodborne Illness Outbreak Response Protocol (ON-FIORP) for 
multi-jurisdictional foodborne outbreaks which require the response of more than two 
Parties (as defined in ON-FIORP) to carry out an investigation.  The ON-FIORP can be 
found here: http://health.gov.on.ca/en/pro/programs/publichealth/enviro/ 

7.0 References 
1. Heymann DL, editor. Control of communicable diseases manual. 20th ed. 

Washington, DC: American Public Health Association; 2015. 
2. Bell BP, Kruszon-Moran D, Shapiro CN, Lambert SB, McQuillan GM, Margolis 

HS. Hepatitis A virus infection in the United States: serologic results from the 
third persons with no recent history of acute hepatitis---United States, 2002--
2004. MMWR National Health and Nutrition Examination Survey. Vaccine. 
2005;23:5798--806. 

3. National Advisory Committee on Immunization; Public Health Agency of 
Canada.. Canadian immunization guide. Evergreen ed. Part 4 active vaccines: 
Hepatitis A vaccine. Ottawa, ON: Her Majesty the Queen in Right of Canada; 
2013. Available from: http://www.phac-aspc.gc.ca/publicat/cig-gci/p04-hepa-
eng.php 

4. Schiff ER.  Atypical clinical manifestation of hepatitis A. Vaccine. 1992;10 Suppl 
1:S18-20. 

5. American Academy of Pediatrics. Section 3: summaries of infectious diseases. 
In: Pickering LK, Baker CJ, Long SS, McMillan JA, editors. Red book: 2012 

12 
 

http://health.gov.on.ca/en/pro/programs/publichealth/enviro/
http://www.phac-aspc.gc.ca/publicat/cig-gci/p04-hepa-eng.php
http://www.phac-aspc.gc.ca/publicat/cig-gci/p04-hepa-eng.php


 Health and Long-Term Care 

report of the Committee on Infectious Diseases. 29th ed. Elk Grove Village, IL: 
American Academy of Pediatrics; 2012:326-35. 

6. Ontario Agency for Health Protection and Promotion (Public Health Ontario). 
Monthly infectious diseases surveillance report. Toronto, ON: Queen’s Printer for 
Ontario; 2014. Available from: 
http://www.publichealthontario.ca/en/ServicesAndTools/SurveillanceServices/Pa
ges/Monthly-Infectious-Diseases-Surveillance-Report.aspx 

7. Ontario Agency for Health Protection and Promotion (Public Health Ontario). 
Reportable disease trends in Ontario, 2011. Toronto, ON: Queen’s Printer for 
Ontario; 2014. Available from: 
https://www.publichealthontario.ca/en/BrowseByTopic/InfectiousDiseases/Pages/
Reportable-Disease-Trends.aspx  

8. Statistics Canada [Internet]. Ottawa, ON: Statistics Canada; 2011. Canadian 
Health Measures Survey (CHMS) data user guide: cycle 1; [updated 2014 Apr 4; 
cited 2014 Jun 5]. Available from:  
http://www23.statcan.gc.ca/imdb-bmdi/document/5071_D2_T1_V1-eng.htm#a1 

9. Scheifele DW, De Serres G, Gilca V, Duval B, Milner R, Ho M, et al. A nationwide 
survey of past hepatitis A infections among canadian adults. Vaccine. 
2010;28(32):5174-8. 

10. Duval B, De Serres G, Ochnio J, Scheifele D, Gilca V. Nationwide Canadian 
study of hepatitis a antibody prevalence among children eight to thirteen years 
old. Pediatr Infect Dis J. 2005;24(6):514-9. 

11. Committee to Advise on Tropical Medicine and Travel. An Advisory Committee 
Statement (ACS). Statement on hepatitis vaccines for travelers. Can Commun 
Dis Rep. 2008;34(ACS-2). Available from:  
http://www.phac-aspc.gc.ca/publicat/ccdr-rmtc/08vol34/acs-2/ 

12. Health Protection and Promotion Act, R.S.O. 1990, c. H.7. Available from: 
http://www.e-laws.gov.on.ca/html/statutes/english/elaws_statutes_90h07_e.htm. 

13. Ontario. Ministry of Health and Long-Term Care. Timely entry of cases. iPHIS 
Bulletin. Toronto, ON: Queen’s Printer for Ontario; 2014:17. 

14. Reports, R.R.O. 1990, Reg. 569. Available from:  
http://www.e-laws.gov.on.ca/html/regs/english/elaws_regs_900569_e.htm 

15. Ontario. Ministry of Health and Long-Term Care. Publicly funded immunization 
schedules for Ontario: October 2015 [Internet]. Toronto, ON: Queen’s Printer for 
Ontario; 2015 [cited 2016 Jun 21]. Available from: 
http://www.health.gov.on.ca/en/pro/programs/immunization/schedule.aspx  

16. BC Centre for Disease Control. Communicable disease control: Hepatitis A. 
Vancouver, BC: BCCDC; 2008 [cited 2013 Oct 15]. Available from: 
http://www.bccdc.ca/health-professionals/clinical-resources/communicable-
disease-control-manual/communicable-disease-control  

13 
 

http://www.publichealthontario.ca/en/ServicesAndTools/SurveillanceServices/Pages/Monthly-Infectious-Diseases-Surveillance-Report.aspx
http://www.publichealthontario.ca/en/ServicesAndTools/SurveillanceServices/Pages/Monthly-Infectious-Diseases-Surveillance-Report.aspx
https://www.publichealthontario.ca/en/BrowseByTopic/InfectiousDiseases/Pages/Reportable-Disease-Trends.aspx
https://www.publichealthontario.ca/en/BrowseByTopic/InfectiousDiseases/Pages/Reportable-Disease-Trends.aspx
http://www23.statcan.gc.ca/imdb-bmdi/document/5071_D2_T1_V1-eng.htm%23a1
http://www.phac-aspc.gc.ca/publicat/ccdr-rmtc/08vol34/acs-2/
http://www.e-laws.gov.on.ca/html/statutes/english/elaws_statutes_90h07_e.htm
http://www.e-laws.gov.on.ca/html/regs/english/elaws_regs_900569_e.htm
http://www.health.gov.on.ca/en/pro/programs/immunization/schedule.aspx
http://www.bccdc.ca/health-professionals/clinical-resources/communicable-disease-control-manual/communicable-disease-control
http://www.bccdc.ca/health-professionals/clinical-resources/communicable-disease-control-manual/communicable-disease-control


 Health and Long-Term Care 

17. Ontario Agency for Health Protection and Promotion (Public Health Ontario), 
Provincial Infectious Diseases Advisory Committee. Hepatitis A post-exposure 
prophylaxis. Toronto, ON: Queen’s Printer for Ontario; 2013. Available from: 
https://www.publichealthontario.ca/en/pages/Results.aspx?k=Provincial%20Infect
ious%20Diseases%20Advisory%20Committee.%20Hepatitis%20A%20post-
exposure%20prophylaxis  

8.0 Additional Resources 
Advisory Committee on Immunization Practices, Centers for Disease Control and 
Prevention. Update: Prevention of hepatitis A after exposure to hepatitis A virus and in 
international travelers. Updated recommendations of the Advisory Committee on 
Immunization Practices (ACIP). MMWR Morb Mortal Wkly Rep. 2007;56(41):1080-4. 
Available from: http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5641a3.htm  
Calder L, Simmons G, Thornley C, Taylor P, Pritchard K, Greening G, et al. An outbreak 
of hepatitis A associated with consumption of raw blueberries. Epidemiol Infect. 
2003;131(1):745-51. Available from: http://www.ncbi.nlm.nih.gov/pubmed/12948375  
Donnan EJ, Fielding JE, Gregory JE, Lalor K, Rowe S, Goldsmith P, et al. A multistate 
outbreak of hepatitis A associated with semidried tomatoes in Australia, 2009. Clin 
Infect Dis. 2012;54(6):775-81. Available from: 
http://cid.oxfordjournals.org/content/54/6/775.full.pdf+html 
Fiore A. Hepatitis A transmitted by food.  Clin Infect Dis. 2004;38(5):705-15. Available 
from: http://cid.oxfordjournals.org/content/38/5/705.full.pdf+html 
Frank C, Walter J, Muehlen M, Jansen A, van Treeck U, Hauri AM, et al. Major outbreak 
of hepatitis A associated with orange juice among tourists, Egypt, 2004. Emerg Infect 
Dis. 2007;13(1):156-8. Available from: 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2725821/  
Gallot C, Grout L, Roque-Afonso AM, Couturier E, Carrillo-Santisteve P, Pouey J, et al. 
Hepatitis A associated with semidried tomatoes, France, 2010. Emerg Infect Dis. 
2011;17(3):566-7. Available from: http://www.ncbi.nlm.nih.gov/pubmed/21392466  
Gregg MB, editor. Field epidemiology. 2nd ed. New York, NY: Oxford University Press; 
2002. 
Guillois-Bécel Y, Couturier E, Le Saux JC, Roque-Afonso AM, Le Guyader FS, Le Goas 
A, et al.,  An oyster-associated hepatitis A outbreak in France in 2007. Euro Surveill. 
2009;14(10):19144. Available from: 
http://eurosurveillance.org/ViewArticle.aspx?ArticleId=19144 
Hutin YJ, Pool V, Cramer EH, Nainan OV, Weth J, Williams IT, et al. A multistate, 
foodborne outbreak of hepatitis A. National Hepatitis A Investigation Team. N Engl J 
Med. 1999;340(8):595-602. Available from: 
http://www.nejm.org/doi/pdf/10.1056/NEJM199902253400802 

14 
 

https://www.publichealthontario.ca/en/pages/Results.aspx?k=Provincial%20Infectious%20Diseases%20Advisory%20Committee.%20Hepatitis%20A%20post-exposure%20prophylaxis
https://www.publichealthontario.ca/en/pages/Results.aspx?k=Provincial%20Infectious%20Diseases%20Advisory%20Committee.%20Hepatitis%20A%20post-exposure%20prophylaxis
https://www.publichealthontario.ca/en/pages/Results.aspx?k=Provincial%20Infectious%20Diseases%20Advisory%20Committee.%20Hepatitis%20A%20post-exposure%20prophylaxis
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5641a3.htm
http://www.ncbi.nlm.nih.gov/pubmed/12948375
http://cid.oxfordjournals.org/content/54/6/775.full.pdf+html
http://cid.oxfordjournals.org/content/38/5/705.full.pdf+html
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2725821/
http://www.ncbi.nlm.nih.gov/pubmed/21392466
http://eurosurveillance.org/ViewArticle.aspx?ArticleId=19144
http://www.nejm.org/doi/pdf/10.1056/NEJM199902253400802


 Health and Long-Term Care 

Niu MT, Polish LB, Robertson BH, Khanna BK, Woodruff BA, Shapiro CN, et al. 
Multistate outbreak of hepatitis A associated with frozen strawberries. J Infect Dis. 
1992;166(3):518-24. 
Ontario. Ministry of Health and Long-Term Care. Food safety protocol. Toronto, ON: 
Queen’s Printer for Ontario; 2013. Available from: 
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/ophsprotocols
.aspx  
Ontario. Ministry of Health and Long-Term Care. Infectious diseases protocol, 2013. 
Toronto, ON: Queen’s Printer for Ontario; 2013. Available from: 
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/infdispro.aspx 
Petrignani M, Harms M, Verhoef L, van Hunen R, Swaan C, van Steenbergen J, et al. 
Update: a food-borne outbreak of hepatitis A in the Netherlands related to semi-dried 
tomatoes in oil, January-February 2010. Euro Surveill. 2010;15(20). 
Rosenblum LS, Mirkin IR, Allen DT, Safford S, Hadler SC. A multifocal outbreak of 
hepatitis A traced to commercially distributed lettuce. Am J Public Health. 
1990;80(9):1075–9. Available from:  
http://ajph.aphapublications.org/doi/abs/10.2105/AJPH.80.9.1075  
Thomas L; Hepatitis A Guidelines Group. Guidance for the prevention and control of 
hepatitis A infection [Internet]. London: Health Protection Agency; 2009 [cited 2017 Feb 
02]. Available from: https://www.gov.uk/government/publications/hepatitis-a-infection-
prevention-and-control-guidance  
Wheeler C, Vogt T, Armstrong GL, Vaughan G, Weltman A,, Nainan OV, et al. An 
outbreak of hepatitis A associated with green onions. N Engl J Med. 2005;353(9):890-7. 
Available from: http://www.nejm.org/doi/pdf/10.1056/NEJMoa050855  

9.0 Document History 
Table 1: History of Revisions 

Revision Date Document Section Description of Revisions 
March 2017 General New Template 

March 2017 6.3 Management of 
Cases 

“Enteric Diseases Surveillance Protocol for 
Ontario Hospitals” reference updated 

March 2017 7.0 References Updated 

March 2017 8.0 Additional 
Resources 

Updated 

March 2017 9.0 Document 
History 

Updated 

15 

http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/ophsprotocols.aspx
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/ophsprotocols.aspx
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/infdispro.aspx
http://ajph.aphapublications.org/doi/abs/10.2105/AJPH.80.9.1075
https://www.gov.uk/government/publications/hepatitis-a-infection-prevention-and-control-guidance
https://www.gov.uk/government/publications/hepatitis-a-infection-prevention-and-control-guidance
http://www.nejm.org/doi/pdf/10.1056/NEJMoa050855



	Appendix A: Disease-Specific Chapters
	Hepatitis A
	1.0 Aetiologic Agent
	2.0 Case Definition
	2.1 Surveillance Case Definition
	2.2 Outbreak Case Definition

	3.0 Identification
	3.1 Clinical Presentation
	3.2 Diagnosis

	4.0 Epidemiology
	4.1 Occurrence
	4.2 Reservoir
	4.3 Modes of Transmission
	4.4 Incubation Period
	4.5 Period of Communicability
	4.6 Host Susceptibility and Resistance

	5.0 Reporting Requirements
	5.1 To local Board of Health
	5.2 To the Ministry of Health and Long-Term Care (the ministry) or Public Health Ontario (PHO), as specified by the ministry

	6.0 Prevention and Control Measures
	6.1 Personal Prevention Measures
	6.2 Infection Prevention and Control Strategies
	6.3 Management of Cases
	6.4 Management of Contacts
	6.5 Management of Outbreaks

	7.0 References
	8.0 Additional Resources
	9.0 Document History





