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Update – CDC Recommendations for Managing and Reporting Shigella
Infections with Possible Reduced Susceptibility to Ciprofloxacin

Distributed via the CDC Health Alert Network

June 7, 2018, 1100 ET (11:00 AM ET)

CDCHAN-00411

Summary

This Health Alert Network (HAN) Update provides current recommendations on management and reporting of

Shigella  infections that have been treated with ciprofloxacin or azithromycin and resulted in possible clinical

treatment failure. This is a follow-up to HAN 401: CDC Recommendations for Diagnosing and Managing Shigella

Strains with Possible Reduced Susceptibility to Ciprofloxacin (https://emergency.cdc.gov/han/han00401.asp).

The Centers for Disease Control and Prevention (CDC) continues to identify an increasing number of Shigella

isolates that test within the susceptible range for the fluoroquinolone antibiotic ciprofloxacin (minimum inhibitory

concentration [MIC] values of 0.12-1 μg/mL), but harbor one or more resistance mechanisms. CDC remains

concerned about potential clinical failures with fluoroquinolone treatment.

Clinicians should carefully monitor patients with Shigella infections who require fluoroquinolone treatment and

report any possible treatment failures. If treatment failure is suspected, clinicians should submit a stool specimen

for antimicrobial susceptibility testing, and consider consulting an infectious disease specialist to identify best

treatment options.

CDC has also identified an increasing number of Shigella  isolates with azithromycin MICs that exceed the

epidemiological cutoff value (ECV), and is requesting reports of any possible treatment failures occurring among

patients with Shigella  infections treated with azithromycin (see below).

Shigellosis is a nationally notifiable condition; all cases should be reported to local health departments.

https://www.cdc.gov/
https://emergency.cdc.gov/han/index.asp
https://emergency.cdc.gov/han/han00401.asp
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Recommendations for Clinicians

1. If antibiotic treatment is necessary, monitor patients carefully.

2. If you identify or receive a report of a patient with Shigella  infection and possible fluoroquinolone or

azithromycin treatment failure:

Consider consulting an infectious disease specialist to identify other treatment options, because some

Shigella  isolates with susceptible ciprofloxacin MICs may harbor one or more quinolone resistance

mechanisms.

Contact your local health department to coordinate reporting treatment failure information. This

information should be reported to CDC at EntericBacteria@cdc.gov (mailto:EntericBacteria@cdc.gov).

Collect a stool specimen for culture, and work with your clinical microbiology laboratory to submit for

additional antimicrobial susceptibility testing.

Request that your laboratory expedite submission of the Shigella  isolate to your state public health

laboratory. Your state laboratory should notify CDC at EntericBacteria@cdc.gov

(mailto:EntericBacteria@cdc.gov) to coordinate additional laboratory testing and/or shipment of the isolate

to CDC.

Background

In April 2017, CDC identified an increase in the percentage of Shigella  isolates in the United States with MIC

values of 0.12–1 μg/mL for the fluoroquinolone antibiotic ciprofloxacin; this percentage continues to rise.

Preliminary surveillance data from 2016 show that 8.2% of Shigella  isolates tested by the National Antimicrobial

Resistance Monitoring System laboratory (https://www.cdc.gov/narms (https://www.cdc.gov/narms)) had a

ciprofloxacin MIC in the 0.12–1 μg/mL range, and 9.5% had an azithromycin MIC greater than the ECV (i.e., non-

wild-type; reduced susceptibility). Testing of 2017 surveillance isolates is ongoing. Among those tested, 16.5% have

a ciprofloxacin MIC in the 0.12–1 μg/mL range, and 22.1% have reduced susceptibility to azithromycin. Molecular

data indicate that most Shigella  isolates with ciprofloxacin MICs in the noted range harbor at least one quinolone

resistance mechanism. Shigella  isolates without a quinolone resistance mechanism typically have a ciprofloxacin

MIC of ≤0.015 μg/mL. Clinical and Laboratory Standards Institute (CLSI) criteria categorize Shigella  isolates with a

ciprofloxacin MIC of ≤1 μg/mL as susceptible to ciprofloxacin. Currently, clinical laboratories have limited ability to

differentiate the ciprofloxacin MIC values within the reduced susceptibility range, ≤1 μg/mL. Additionally, CLSI

does not have established azithromycin clinical breakpoints for Shigella  isolates, only ECVs, which do not predict

clinical outcome (2).

CDC is particularly concerned about people who are at high risk for multidrug-resistant Shigella  infections and are

more likely to require antibiotic treatment, such as men who have sex with men, patients who are homeless, and

immunocompromised patients. These patients often have more severe disease, prolonged shedding, and recurrent

infections.

In response to data and concerns presented by CDC, CLSI formed an ad hoc  working group in June 2017 to assess

any available and relevant clinical, pharmacologic, and microbiologic data. The workgroup found that no data are

available on the high-risk populations of concern. CDC has not received any reports of clinical treatment failures in

patients with Shigella  infections. Therefore, it is unclear whether fluoroquinolone treatment of a Shigella  infection

mailto:EntericBacteria@cdc.gov
mailto:EntericBacteria@cdc.gov
https://www.cdc.gov/narms
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with a ciprofloxacin MIC of 0.12–1 μg/mL is associated with a worse clinical outcome or whether such treatment

increases the risk of transmission. At this time, CLSI ciprofloxacin MIC breakpoints for the Enterobacteriaceae

family (excluding Salmonella ) will continue to apply to Shigella  isolates.

CDC is working with CLSI and other partners to collect isolates and clinical information from people with Shigella

infection and possible clinical treatment failure occurring after treatment with a fluoroquinolone or azithromycin.

If treatment failure is suspected, clinicians should consider consulting an infectious disease specialist to identify

best treatment options, and submit a stool specimen for antimicrobial susceptibility testing. Clinicians should

monitor patients carefully and report cases of possible clinical treatment failure to CDC.

For More Information

1. For general information about Shigella  or shigellosis, visit https://www.cdc.gov/shigella/index.html

(https://www.cdc.gov/shigella/index.html).

2. For general information about Shigella  or shigellosis in Spanish, visit

https://www.cdc.gov/shigella/esp/index.html (https://www.cdc.gov/shigella/esp/index.html)

3. For technical information about Shigella  or shigellosis, including information about national surveillance and

other educational resources for medical and public health professionals, visit

https://www.cdc.gov/shigella/resources.html (https://www.cdc.gov/shigella/resources.html).

4. For information about prevention and control of shigellosis, including recommendations for men who have sex

with men, visit https://www.cdc.gov/shigella/audience-sexually-active.html

(https://www.cdc.gov/shigella/audience-sexually-active.html).

5. For more information about the serious public health threat posed by antimicrobial-resistant Shigella , refer to

“Antibiotic Resistance Threats in the United States, 2013” available at

https://www.cdc.gov/drugresistance/threat-report-2013/pdf/ar-threats-2013-508.pdf

(https://www.cdc.gov/drugresistance/threat-report-2013/pdf/ar-threats-2013-508.pdf).

6. For specific inquiries related to this HAN Update, email EntericBacteria@cdc.gov

(mailto:EntericBacteria@cdc.gov).

References
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The Centers for Disease Control and Prevention (CDC) protects people's health and safety by preventing and

controlling diseases and injuries; enhances health decisions by providing credible information on critical health

issues; and promotes healthy living through strong partnerships with local, national and international

organizations.
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HAN Message Types

Health Alert: Conveys the highest level of importance; warrants immediate action or attention. Example:

HAN00001

Health Advisory: Provides important information for a specific incident or situation; may not require

immediate action. Example: HAN00346

Health Update: Provides updated information regarding an incident or situation; unlikely to require

immediate action. Example: HAN00342

Info Service: Provides general information that is not necessarily considered to be of an emergent nature.

Example: HAN00345

### 

This message was distributed to state and local health officers, state and local epidemiologists, state and local

laboratory directors, public information officers, HAN coordinators, and clinician organizations. 

###
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AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER 

To: North Carolina Clinicians 
From: Zack Moore, MD, MPH, State Epidemiologist 
Subject: Vitamin K-Dependent Coagulopathy Associated with Synthetic Cannabinoid Use 
Date: June 11, 2018 
 
The North Carolina Division of Public Health (NC DPH) recently received a report of a case of 
vitamin K-dependent coagulopathy in a patient who reported using synthetic cannabinoids. The 
source of the exposure has not yet been determined. There is currently a multistate outbreak of 
severe coagulopathy associated with synthetic cannabinoids use. As of May 25, 2018, nine 
states had reported 202 cases, including 5 deaths, to the Centers for Disease Control and 
Prevention (CDC). Most cases (164) have occurred in Illinois. Brodifacoum, a long-acting 
vitamin K-dependent antagonist that is used as rat poison, has been detected in case-patients’ 
drugs and biological samples. Please see the attached CDC Health Advisory for more 
information. 
 
Patients with Vitamin K-dependent coagulopathy may first present to emergency departments or 
urgent care clinics with any of the following symptoms: bruising, nosebleeds, excessively heavy 
menstrual bleeding, hematemesis, hemoptysis, hematuria, flank pain, abdominal pain, and 
bleeding gums or mouth. If a patient presents with signs or symptoms consistent with Vitamin-K 
dependent coagulopathy, NC DPH recommends taking the following steps.  
 

1. Contact the Carolinas Poison Center at 1-800-222-1222 to report the case and discuss 
the treatment and management of the patient. 

2. Ask the patient if they have used synthetic cannabinoids within the last 3 months. Other 
names for these products include K2, Spice, synthetic marijuana, and fake weed/legal 
weed. 

3. If the patient reports synthetic cannabinoids use or you suspect use, check the patient’s 
INR before releasing them.  

 
In addition to these recommendations, additional information about the ongoing outbreak and 
recommendations for clinicians are outlined in the attached CDC Health Advisory. 
 
If you have previously encountered any similar cases since February 1, 2018, or have general 
questions about treatment and management of these cases, please contact the Carolinas 
Poison Center at 1-800-222-1222.  
 
Questions about the ongoing outbreak can be directed to the North Carolina Division of Public 
Health at 919-695-2662. 



 
 

This is an official 

CDC HEALTH ADVISORY 

 

Distributed via the CDC Health Alert Network  
May 25, 2018, 1130 ET (11:30 AM ET)  
CDC HAN-00410 

 

Outbreak of Life-threatening Coagulopathy Associated with Synthetic 

Cannabinoids Use 
 

Summary 

The Centers for Disease Control and Prevention (CDC) is providing information on: 1) the current status 
of a multistate outbreak of coagulopathy from exposure to synthetic cannabinoid products containing a 
vitamin K-dependent antagonist agent, such as brodifacoum; 2) signs and symptoms of presenting 
patients from this outbreak and which patients are at risk; 3) laboratory testing options that are available 
to help identify and classify cases; 4) available resources that may help clinicians make decisions; and 5) 
to whom to report possible cases. 

 
Background 

 

General Background  
Synthetic cannabinoids are not one drug. Hundreds of different synthetic cannabinoid chemicals are 
manufactured and sold (1). New ones with unknown health risks become available each year. These 
chemicals are called cannabinoids because they act on the same brain cell receptors as 
tetrahydrocannabinol (THC), the main active ingredient in marijuana; however, synthetic cannabinoids 
may affect the brain in different and unpredictable ways compared to THC (2). Synthetic cannabinoids are 
used in a variety of ways including: 1) sprayed onto plant material and then smoked; 2) used in electronic 
nicotine delivery devices (such as e-cigarettes); or 3) ingested when added to herbal tea or food.  
 
Synthetic cannabinoids are widely available. Consumers can buy synthetic cannabinoids in convenience 
stores, from individual drug dealers, friends, or online as incense or natural herbal products. They are 
sold under many different brand names, but are commonly referred to as synthetic marijuana, fake weed, 
legal weed, K2, and Spice. Adverse effects from synthetic cannabinoids use vary and can include 
neurological (e.g., agitation, confusion), psychiatric (e.g., hallucinations, delusions), and other physical 
(e.g., tachypnea, tachycardia, gastrointestinal distress) signs and symptoms (1-3).  

 

Outbreak Background 

In March 2018, the Illinois Department of Public Health reported cases of unexplained bleeding among 
patients who reported using synthetic cannabinoids. Subsequent testing of drug and biological samples 
from case-patients detected the presence of brodifacoum, a long-acting vitamin K-dependent antagonist 
that is used as a rodenticide (4). 
 
CDC is currently coordinating national surveillance activities for possible cases of vitamin K-dependent 
antagonist coagulopathy associated with synthetic cannabinoids use. Since the index case was identified 
in Illinois on March 3, 2018, state health departments have reported 202 cases, including five deaths, to 
CDC. Case patients have been identified in nine states with the majority being reported from Illinois 
(n=164). Maryland has reported 20 cases. Florida, Indiana, Kentucky, Missouri, Pennsylvania, Virginia, 
and Wisconsin have reported six or fewer cases per state. More than 95 of case-patient biological 
samples have tested positive for brodifacoum. The current working hypothesis is that brodifacoum was 
mixed with synthetic cannabinoids products. 



 
Case-patients from this outbreak have presented with a variety of signs and symptoms of coagulopathy 
(e.g., bruising, nosebleeds, excessively heavy menstrual bleeding, hematemesis, hemoptysis, hematuria, 
flank pain, abdominal pain, and bleeding gums or mouth). In addition, some patients have been 
asymptomatic or presented with complaints unrelated to bleeding but have had numerical coagulopathy 
that may put them at risk for bleeding complications resulting from injuries and invasive or surgical 
procedures. Patients should be considered high-risk for coagulopathy if they have reported use of or are 
suspected of using synthetic cannabinoids.  
 
The most helpful and commonly available laboratory test to help identify cases is the International 
Normalized Ratio (INR) that is part of a routine coagulation profile. An abnormal INR is defined as being 
outside the reference laboratory value. For case reporting purposes, an INR>2 is being used as a criteria 
to help identify and classify possible cases. Case confirmation requires detection of brodifacoum in blood, 
serum, plasma, or urine, as determined by reference laboratory testing. Clinicians and healthcare 
providers should work with their healthcare facility’s laboratory to determine what options are available to 
them for brodifacoum testing. 

 

Recommendations 

 

Recommendations for Clinicians 
1. Maintain a high index of suspicion for vitamin K-dependent antagonist coagulopathy in patients 

with a history or suspicion of using synthetic cannabinoids. Patients may present with clinical 
signs of coagulopathy, bleeding unrelated to an injury, or bleeding without another explanation. 
Some patients may be asymptomatic or present with complaints unrelated to bleeding but have 
numerical coagulopathy. NOTE: Some patients may not divulge synthetic cannabinoids use. 

2. Ask all patients about history of illicit drug use. All high-risk patients (e.g., those reporting 
synthetic cannabinoids use or those who are suspected of synthetic cannabinoids use within the 
last three months), regardless of their presentation, should be screened for vitamin K-dependent 
antagonist coagulopathy by checking their coagulation profile (e.g., INR). 

3. Possible cases should be asked if they have recently donated plasma or blood (e.g., in the last 
three months). Clinicians treating possible cases who have recently donated plasma or blood 
should notify their state health department, who can then notify the FDA. 

4. Proceduralists (e.g., trauma/general/orthopedic/oral/OB-GYN/cosmetic surgeons, dentists, 
interventional cardiologists/radiologists, and nephrologists) should be aware that patients with a 
history of using synthetic cannabinoids may be anti-coagulated without clinical signs of 
coagulopathy. These patients should be screened for vitamin K-dependent antagonist 
coagulopathy prior to their procedure.  

5. Patients sent home from surgeries or other procedures that could result in bleeding should be told 
not to use synthetic cannabinoids because of the risk that the product may be contaminated with 
an anticoagulant. 

6. Contact your local poison control center (1-800-222-1222) for questions on diagnostic testing and 
management of these patients.  

7. Promptly report possible cases to your local or state health department. 

 

Recommendations for Public Health Officials 
1.    Promptly report possible cases to CDC via NCEHOutbreak@cdc.gov 
2.    Contact CDC for case classification criteria, reporting guidelines, case investigation forms, and 

other questions at the above email. 
3.    Consider conducting case-finding activities that leverage existing data sources such as your local 

poison control center, coroner/medical examiner’s office, and other applicable surveillance 
systems. 

4.  In an effort to better understand the scope of this outbreak, ask your Medical Examiners’ office to 
report possible cases, especially those without an alternative, likely diagnosis. If individuals are 
identified after death or at autopsy showing signs of suspicious bleeding as described above, 
coroners are encouraged to report the cases to their local health department. 



 

Recommendations for the Public 
1.     CDC recommends that people do not use synthetic cannabinoids. Synthetic cannabinoids are 

always dangerous because it is impossible for people to know what chemicals are in the product, 
how much they are being exposed to, and how their body will react to the chemicals. The 
synthetic cannabinoid products associated with this outbreak are especially dangerous because 
they contain brodifacoum, a chemical used as rat poison that can cause uncontrolled bleeding.   

2.   People who have used synthetic cannabinoids in the past three months and are concerned about 
their health should contact their healthcare provider. Synthetic cannabinoids users who develop 
any unusual bruising or bleeding should seek medical attention immediately. 

 

For More Information  

• Synthetic cannabinoids: What are they? What are their effects? 
https://www.cdc.gov/nceh/hsb/chemicals/sc/default.html  

• Synthetic cannabinoids: An Overview for Healthcare Providers 
https://www.cdc.gov/nceh/hsb/chemicals/sc/healthcare.html  

• CDC Clinical Outreach and Communication Activity: Outbreak Alert Update: Potential Life-
Threatening Vitamin K-Dependent Antagonist Coagulopathy Associated With Synthetic 
Cannabinoids Use.  
https://emergency.cdc.gov/coca/clinicalaction/2018/index.asp 
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The Centers for Disease Control and Prevention (CDC) protects people's health and safety by preventing and 

controlling diseases and injuries; enhances health decisions by providing credible information on critical health 
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HAN Info Service Does not require immediate action; provides general public health information 
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organizations## 

 

 

 



This is an official 

CDC HEALTH ADVISORY 

 

Distributed via the CDC Health Alert Network  
June 11, 2018, 0800 ET (8:00 AM ET)  
CDCHAN-00412 

 

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).1 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.2 Severe infections can result in cholestatic hepatitis, relapsing 
hepatitis, and fulminant hepatitis leading to death.3 Average incubation of HAV is 28 days, but illness can 
occur up to 50 days after exposure.4 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.5-7 Illness 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.8-11 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 1996.12,13 
Outbreaks 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.14-17  
 
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.13 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:  

o 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. 

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

o 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. 

o 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).  

o 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.18  

 

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). 

 

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: 

 All children at age 1 year 

 Persons who are at increased risk for infection: 

o Persons traveling to or working in countries that have high or intermediate endemicity of 

hepatitis A; 

o Men who have sex with men; 

o Persons who use injection and non-injection drugs; 

o Persons who have occupational risk for infection; 

o Persons who have chronic liver disease;  

o Persons who have clotting-factor disorders; 

o Household members and other close personal contacts or adopted children newly 

arriving from countries with high or intermediate hepatitis A endemicity; and 

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

 Persons who are at increased risk for complications from hepatitis A, including people with 

chronic liver diseases, such as hepatitis B or hepatitis C. 

 Any person wishing to obtain immunity. 

 
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/outbreaks/InterimOutbreakGuidance-HAV-VaccineAdmin.htm
https://www.cdc.gov/hepatitis/outbreaks/2017March-HepatitisA.htm


     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  

 

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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The Centers for Disease Control and Prevention (CDC) protects people's health and safety by preventing 
and controlling diseases and injuries; enhances health decisions by providing credible information on 
critical health issues; and promotes healthy living through strong partnerships with local, national, and 

international organizations. 
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Categories of Health Alert Network messages:  
Health Alert  Requires immediate action or attention; highest level of importance 
Health Advisory May not require immediate action; provides important information for a specific incident or situation 
Health Update   Unlikely to require immediate action; provides updated information regarding an incident or situation 
HAN Info Service Does not require immediate action; provides general public health information 

  
##This message was distributed to state and local health officers, state and local epidemiologists, state 

and local laboratory directors, public information officers, HAN coordinators, and clinician 

organizations## 


