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THE FOOD AND DRUG ADMINISTRATION
(FDA) and the Advisory Committee

on Immunization Practices (ACIP) recom-
mend vaccination for anyone at high risk of
acquiring the hepatitis A virus, including over-
seas travelers.1 The ACIP also recommends the
vaccine for children, older adults, and recipi-
ents of solid organ and bone marrow trans-
plants. People with chronic liver disease are
also high-priority candidates.

■ WHY VACCINATION IS NECESSARY

Hepatitis A infection is highly contagious,
and although it is typically self-limited and
moderately symptomatic, acute infection can
be fulminant and even fatal.2 Furthermore,
the virus is relatively resistant to heat and
chemicals3 and is spread via the fecal-oral
route through close personal contact, contact
with contaminated food and water, and, rarely,
parenterally. Because infected persons begin to
shed the infectious virus as early as 2 weeks
before the onset of symptoms, the infection is
difficult to contain in its early stages.

■ VACCINATION IS EFFECTIVE

The hepatitis A vaccine became available in
the mid-1990s and has an efficacy rate of 95%
to 100%.4 It is effective only against hepatitis
A virus and not other hepatitis agents.

The vaccine induces a rapid and protec-
tive antibody response after a single injection,
though the FDA calls for a two-shot series.
The booster dose is given 6 to 12 months after
the first dose and appears to facilitate long-
term immunity (estimated at 10 to 20 years or
longer) in all vaccine recipients.

The vaccine causes few serious adverse
effects. Injection-site soreness and headache
occur in some recipients but are short-
lived.5

Single-dose efficacy has nearly eliminated
the need for passive immunization with
immune globulin for people exposed to the
virus and travelers leaving within 2 weeks of
vaccination. However, when necessary,
immune globulin and hepatitis A vaccine can
be given on the same day without significant-
ly reducing the efficacy of the vaccine; give
the injections at different body sites.6

Two companies make very similar vaccine
products (TABLE 1), which has helped to hold
down their cost. Their efficacy is nearly iden-
tical. Although the products can be used
interchangeably, it is preferable to use the
same agent for the initial and booster dose.5

It has been suggested that persons older
than age 55 be screened for hepatitis A anti-
bodies before vaccination. Screening may also
be helpful for persons born in or living for
extended times in areas with a high preva-
lence of hepatitis A before vaccination.
However, vaccinating someone who is already
immune does not increase adverse events. The
decision can be based on the cost of serologic
testing vs the cost of vaccine.7

Q: Who should receive hepatitis A vaccine?

A:

Vaccinate
people at risk
of hepatitis A,
especially
international
travelers

Doses of the two hepatitis A vaccines

VACCINE DOSE (UNITS)*

2–18 YEARS OLD† > 18 YEARS OLD

Havrix 720‡ 1,440
Vaqta 25 50

*Given intramuscularly; doses listed are the same for both initial and
booster vaccination
†Limited data for use in children below 2 years of age
‡Alternatively give two doses of 360 units 1 month apart

T A B L E  1

*This paper discusses treatments that are ‘‘off label,” ie, not approved by
the Food and Drug Administration for the use under discussion.
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■ FDA-APPROVED INDICATIONS:
HIGH-RISK POPULATIONS

The vaccine is indicated for persons who are
likely to acquire the disease, including the fol-
lowing:

International travelers. The hepatitis A
vaccine is predominantly used in people travel-
ing abroad to areas where hepatitis A is com-
mon. It is recommended for almost all overseas
travelers except those going to low-risk areas
such as Scandinavia. Among nonimmune trav-
elers, hepatitis A is the most common vaccine-
preventable disease, being 1,000 times more
common than cholera and 100 times more
common than typhoid.8 Because the hepatitis
A virus is shed in stool and is transmitted
enterically, support staff and food preparers can
unintentionally spread hepatitis A even at the
most exclusive vacation destinations.

Military personnel should be vaccinated
because they often must travel abroad on
short notice.

Homosexual men. According to the
Centers of Disease Control and Prevention,
the incidence of hepatitis A among men hav-
ing sex with men has increased.9 Oral-anal
sexual contact appears to be a particular risk
factor for hepatitis A infection. However,
male homosexual activity in general seems to
facilitate disease transmission.

Intravenous drug users are at risk
because hepatitis A virus is found in the blood
in early infection and can be passed on to
those who share contaminated needles.

Recipients of blood products and clot-
ting factor supplementation.10

People with chronic liver disease are
high-priority candidates for hepatitis A vacci-
nation, partly because fulminant hepatitis A
can develop in those who already have chron-
ic hepatitis C.11 In addition, patients with
chronic hepatitis B or C, alcoholic cirrhosis,
autoimmune hepatitis, and primary biliary cir-
rhosis should be vaccinated to minimize the
potential for further hepatic insult.11,12

Unfortunately, advanced liver disease
reduces the vaccine’s effectiveness. In one
study, only 7 of 14 patients with liver failure
and none of 8 liver transplant recipients sero-
converted after receiving two standard doses
of the vaccine.13 Another study found that

immunogenicity was better early in the course
of chronic liver disease, suggesting that early
vaccination is beneficial.14

Employees of daycare centers and insti-
tutions for the developmentally challenged.
Daycare centers have occasionally been effi-
cient sites for epidemic spread.15

Laboratory personnel who handle
hepatitis A virus or work with primate ani-
mals should receive vaccination.

Residents of outbreak communities.
When hepatitis A vaccination is used in large
community outbreaks, it is almost 100% effec-
tive in preventing the development of symp-
tomatic disease among exposed individuals.16

The vaccine also helps prevent the disease
from spreading any further.

■ OTHER TARGET POPULATIONS

Children. A 1999 report by the ACIP17

stated: “Another phase of hepatitis A immu-
nization strategy is now needed to achieve
widespread routine vaccination of children
and to reduce the overall incidence of hepati-
tis A over time.”

Older adults. Although many adults over
the age of 55 have naturally acquired hepati-
tis A, which confers lifelong immunity,
seronegative persons in this age group are at
greatest risk for increased morbidity and mor-
tality. Fulminant hepatic involvement is rare
but it can lead to a fatal infection. The rate of
fatal infections increases dramatically after
age 49.18 Minimizing exposure to potentially
infectious children is another reason to con-
sider childhood vaccination as a means to
reduce severe complications associated with
hepatitis A in older people.

Solid organ and bone marrow transplant
candidates and recipients. Immunizing for
any preventable medical illness before trans-
plantation will always result in higher anti-
body levels compared with vaccinating after
transplantation. Given the lifelong suppres-
sion of immunity necessary to maintain solid
organ transplants, it is important to consider
vaccinating this population.

Bone marrow donors. In the case of allo-
geneic bone marrow transplantation, in which
transplant recipients acquire the immune sys-
tem of the donor, it makes sense to consider

Give a booster
dose 6–12
months after
the first dose
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vaccinating a seronegative donor before trans-
plantation. However, no clinical studies have
assessed the efficacy of this strategy.
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