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A cluster of hepatitis A cases in the Orthodox Jewish
community in London, United Kingdom in July 2010 has
triggered extensive contact tracing and vaccination.
Two primary cases imported from a common source
in Israel and three secondary cases have resulted
in immunisation of over 9oo contacts to date. Rapid
response by local public health, primary care services
and a dedicated community health team, and active
hepatitis A vaccination rather than immunoglobulin
treatment were used to avert a larger outbreak.

Background

The over 20,000-strong Orthodox Jewish (OJ) com-
munity in London, United Kingdom, is the largest in
Europe. A number of infectious disease outbreaks
have occurred in this community in the last fifteen
years, including hepatitis A [unpublished data], shigel-
losis [unpublished data], and measles [1]. Outbreaks
of hepatitis A have also been described in other O]
communities in Canada [2] and the United States [3].
Vaccine uptake in the community is traditionally low,
although this is not due to ideological reluctance [1].
Factors that facilitate rapid spread of infection in this
community are: large families with a high proportion of
young children, considerable household overcrowding,
large numbers of children in schools, close interaction
within the community and close and frequent contact
with members of other O) communities [3].

Situation and management

In July 2010, acute symptomatic hepatitis A infection
was reported in two members of the O) community in
London, a person in their 5os (Case 1) and a person
in their late 60s (Case 2). Both cases had travelled
to Israel in mid-June and independently attended the
same event in Jerusalem. They also stayed in the same
hotel in southern Israel, but had no direct contact and
did not travel together. Case 1 had onset of symptoms
in mid-July and Case 2 had onset of symptoms in late
July, suggesting that they had a common exposure in
Israel. Molecular sequencing was done in the UK and
showed 99.8% homology between the viruses isolated
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from the two cases. Phylogenetic analysis of these
sequences is currently ongoing.

In the UK, post-exposure prophylaxis immunisation
against hepatitis A is recommended for household and
sexual contacts of a confirmed case, within 14 days of
symptom onset in the case. Those aged over 50 years
or with chronic liver disease or chronic hepatitis B or C
are also offered human normal immunoglobulin (HNIG)

[4].

A total of 69 family contacts were identified in six dif-
ferent English health regions and in Switzerland. They
included a large number of children in the families as
well as many contacts who did not reside in one of the
two cases’ households but had either stayed with a
case or had eaten food prepared by them during the
infectious period. Immunisation took place within 14
days after exposure in a variety of primary and second-
ary care settings, depending on availability of vaccine
and the location of the case. Israeli public health serv-
ices were notified of the travel-related cases but did
not report any outbreaks or increase in reported cases
of hepatitis A epidemiologically linked to Jerusalem or
southern Israel.

In addition to immunisation of contacts, local general
practitioners (GPs) who provide primary care to this
community were alerted and encouraged to proactively
offer immunisation to members of the O) community. A
tailored leaflet was produced and disseminated, pro-
moting hand washing with soap and water to ensure
hand washing would not be limited to ritual hand
washing with water only. The leaflet also encouraged
hepatitis A vaccination for travelling members of the
community.

Because contacts had been identified in many English
health regions, a national enhanced surveillance ques-
tionnaire was developed to ensure timely reporting of
linked cases outside London.



A third case of hepatitis A (Case 3) was confirmed
within two weeks of the first cases in a man in his late
20s who had attended the event in Jerusalem but not
stayed in the hotel in southern Israel. He is the son of
Case 2 and had been in continuous contact with Case
2 during the infectious period. Case 3 and his fam-
ily were not mentioned as contacts of case 2 and as
such had not been vaccinated. Although the incubation
period of Case 3 includes the event in Jerusalem (47
days from attendance to onset of symptoms), we think
it more likely that he was a secondary case.

Eleven contacts of Case 3 were immunised, including
his five children aged between two and eight years
who had also been exposed to Case 2. The risk of sub-
clinical infection in these younger contacts [5] and the
potential for ongoing transmission to the wider O) com-
munity was assessed. It was agreed that all children
and staff attending the same school/nursery as Case
3’s children (over 300 persons) would be immunised
directly at the school by community nurses.

Twelve days after Case 3 was confirmed one his chil-
dren became symptomatic and was confirmed to have
hepatitis A (Case 4). This case generated 24 new close
contacts who were immediately vaccinated, and a
further 469 children who attended a one-day activity
camp with the case were invited for vaccination.

By late august, eight days after Case 4 was confirmed,
a fifth clinically suspected case was reported in a 19
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year-old relative of Case 2 who had been immunised
as a close contact with Case 2 outside of the 14-day
period. Sixty students at the yeshiva (a religious edu-
cation institution for adults) where Case 5 studies and
resides were invited for vaccination. The epidemiologi-
cal curve and a summary of the contact vaccinations
are presented in the Figure.

The deadline for vaccination of contacts with continu-
ous exposure is based on a 14-day window from the
date of onset of symptoms in the case; for contacts
exposed after the case’s onset of symptoms it is 14
days post exposure. All contacts identified and all
services responsible for delivering vaccination were
advised about these deadlines for vaccination.

Conclusion

Five cases of hepatitis A, two travel-related and three
secondary cases, have been reported to the North East
and Central London Health Protection Unit between
late July and late August 2010. Through active contact
tracing we identified a total of over 900 contacts of
these cases. 104 family contacts and over 300 school
contacts were vaccinated. About 500 contacts attend-
ing a day camp and 60 contacts from a religious educa-
tion institution were invited for vaccination. Uptake in
these two groups is unknown as vaccination has taken
place in a variety of settings (GPs, walk-in centres and
an emergency department) that do not notify us of vac-
cination. We think that uptake has been high judged

Epidemiological curve with a summary of contact vaccination, hepatitis A outbreak, London, July 2010 (n=5)

A

= Case1
B Case2
Il Case3
I Case 4
I Cases

34 vaccinated
family contacts
Including

35 vaccinated

family contacts
Case s

469 day camp
contacts
invited for
immunisation

300+ vaccinated
school contacts
of Case 3’s children

11 vaccinated
family contacts
Including

24 vaccinated
family contacts

Case 4

15 July 2010 1 August 2010

15 August 2010 1 September 2010

www.eurosurveillance.org



by the level of enquiries the health protection unit has
received.

Given the progression of previous outbreaks of hepa-
titis A in this and other O) communities there is a case
for community-wide immunisation. However the cur-
rent consensus of the incident team is that it would be
disproportionate at this stage in response to five con-
firmed cases, four of whom are linked to the extended
family of the index case (Case 2) who acquired the
infection during travel to Israel. In addition, mono-
valent hepatitis A vaccine has been used in this inci-
dent in preference or addition to HNIG. This combined
approach should prevent onward transmission more
effectively than HNIG alone [6]. It should also provide
longer-term protection to recipients in the event that
they are exposed to subsequent cases. This, combined
with rapid contact tracing, a low threshold for offering
immunisation and good cooperation between local pub-
lic health and clinical services may have helped contain
the spread of infection to date. No further cases have
been reported at the time of publication of this report.
However, the situation remains under review; if a case
is reported that matches the molecular sequence pro-
file of Cases 1-5 and does not have a travel history or
clear epidemiological link to a known case, this will
trigger a recommendation for a community immunisa-
tion programme targeting all children aged 1-11 years.
Cases can be expected until late October 2010.
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