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To the Editor—Hepatitis A virus (HAV) is a major cause of acute
hepatitis, transmitted by the fecal–oral route.1,2 Nosocomial HAV
outbreaks usually involve undiagnosed disease of an index patient
and poor hygiene practices of healthcare personnel (HCP).3

In this report, we describe the results of a contact investigation
of a distinctive HAV transmission route in a dental clinic.

Methods

In 2021, the epidemiology department of the Tel-Aviv district of
the Israel Ministry of Health (MOH) received a report of a case
of hepatitis A. An investigation was initiated. The reported case
and 2 additional patients were interviewed using a standardized
questionnaire, and their medical records were reviewed. The
MOH conducted a site investigation of a dental practice based
on the questionnaire findings to assess knowledge and implemen-
tation of infection control practices.

Serum specimens from the 3 cases were tested for anti-HAV
IgM antibodies and HAV RNA by real-time PCR technology.
All HAV RNA-positive samples were sequenced to determine
the viral genotype as previously described.4

This research was exempted from the institutional ethics com-
mittee review requirements.

Results

Case descriptions of infected patients

A 64-year-old woman was admitted to a hospital with fever, weak-
ness, anorexia, and painless jaundice. She was diagnosed with acute
hepatitis A and the case was reported to the MOH. The epidemio-
logical investigation revealed that the patient had had a superficial
routine dental exam including exposure to sterile instruments and
the dentist’s hands a month before her admission. A few days
after this procedure, her dentist informed her that he had been
diagnosed with acute hepatitis A. Because all cases of HAV must
be reported to the MOH with a subsequent epidemiological
investigation, his case was known to local health authorities.
Nevertheless, his work as a dentist was not known to the MOH
until the patient’s case was reported. The epidemiologic investiga-
tion of the dentist found that his spouse had been diagnosed
with HAV 54 days prior to the report of the dental patient’s
HAV infection. The dentist had not been vaccinated against
HAV in the past, and after a serological test found him negative
for IgM antibodies, he was given a dose of HAV vaccine as post-
exposure prophylaxis (PEP) 8 days after the spouse was diagnosed
with HAV. Nevertheless, he became symptomatic and was diag-
nosed with HAV 3 weeks after receiving the HAV vaccine. As a
result, he stopped working and immediately informed his col-
leagues and patients who had had procedures the week before
his symptoms began. Other than the 64-year-old patient, no other
cases of HAV among his patients were reported to the MOH. The
dentist’s spouse had been diagnosed in a hospital while she was
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admitted with malaise, anorexia, and painless jaundice. An epi-
demiologic investigation found that her only potential exposure
was a seafood restaurant. The particular food item was presumed
to be mussels since she was the only diner at her table that con-
sumed them. However, a public health investigation of the restau-
rant did not find conclusive evidence of a foodborne outbreak, and
no other cases of HAV among the restaurant patrons were reported
to the MOH. All 3 cases reported no other potential exposures
to HAV.

Infection control breaches

A dental clinic site investigation was performed, and mismanage-
ment of hand hygiene techniques was found. The dentist described
using nitrile gloves and changing them between patients, however,
washing and application of a disinfectant were on gloved hands,
instead of the dentist’s hands before donning gloves as recom-
mended by guidelines.5 Other infection control measures, such
as the use of personal protective equipment and sterilization of
instruments, were consistent with guideline recommendations.
Following the investigation, the dentistry staff underwent retrain-
ing on the principles of standard precautions and hand hygiene
during dental practice.

Laboratory results

Serum samples from the 3 cases were found to be HAV RNA-pos-
itive. Sequencing analysis of a∼460-nt fragment located within the
VP1/P2A region of the virus revealed complete identity between
the 3 cases, which was demonstrated by the absence of any phylo-
genetic distance between the 3 HAV sequences (Fig. 1). The strains
involved in the cluster are all 1B, the commonly found subtype in
Israel. Unrelated subtypes were all taken from GeneBank and are
representatives of 1B, 1A, and 3A subtypes that were previously

identified in Israel. When these dentist-related infections were
diagnosed, no other HAV cases were reported in this community
or by anyone residing in the same geographic location.

Discussion

The current study reports transmission of HAV in a dental clinic
assumed to be related to poor hand hygiene practices by a dentist
who became infected despite receipt of HAV vaccine as PEP. To
the best of our knowledge, no study to date has described similar
cases.

The persistence of HAV on surfaces and the ability of the virus
to adapt across biological and inanimate environments have been
demonstrated, suggesting that human hands and surfaces consti-
tute important epidemiological factors in HAV dissemination.6

Studies have demonstrated that only a small percentage of oral
health HCPs worldwide perform hygiene practices according to
recommended guidelines.7 Precise information regarding the
spread of infection by contaminated HCPs as a result of poor hand
hygiene is scarce. In a systematic review of outbreaks caused by
HCPs, hand hygiene compliance was considered “insufficient”
in 43.2% of the reports.8

Although proper hand hygiene of HCPs is always essential, it
may be prudent to remind HCPs exposed to HAV of the impor-
tance of relevant infection control guidelines.
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Fig. 1. Phylogenetic analysis of virus strains. Analysis of the 3 hepatitis A cases
(2003503, 2003523, and 2003545), no related local isolates, and 3 reference strains
(denoted by GeneBank nos. HAV 1A. HAV 1B, and HAV3A). Numbers at the nodes indi-
cate bootstrap values.

Hepatitis A virus transmission 693

https://doi.org/10.1017/ice.2023.16 Published online by Cambridge University Press

https://www.cdc.gov/oralhealth/infectioncontrol/pdf/safe-care2.pdf
https://doi.org/10.1017/ice.2023.16

