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INTRODUCTION
Hepatitis A virus (HAV) is a 27nm, non enveloped RNA virus belonging 
to the Picornavirus family. HAV is now recognised as the prototype of a 

1new genus Hepatovirus . Only one serotype and six genotype of the virus 
2are known. Genotype I –III is involved in human infection .

HAV is transmitted through faeco-oral either by direct contact or by 
consumption of contaminated water/food. The virus multiplies in the 
intestinal epithelium and reaches the liver by hematogenous spread. 
Globally, the HAV prevalence in the population is directly related to 
the improved socio economic and sanitation levels worldwide. Hence, 
less developed countries such as Africa, Asia and Central and South 
America with very poor sanitary and hygienic conditions, HAV 

3infections is highly endemic .

With the development of effective vaccine against HAV in the 1990s and 
improvement in socio economic conditions, epidemiology of hepatitis A 
has changed. The age groups more affected has shifted from rst decade 
to second and third decade, severity of disease which was nearly 

4,5asymptomatic or mild in children become more symptomatic in adults .

Hence, the global seroepidemiology of hepatitis A is changing in many 
developing nations giving rise to unique non immune adolescent and 
adult populations emerging in endemic regions thereby conferring a 
risk of developing severe hepatitis A.

We carried out this study to nd the prevalence and seasonal variation 
of HAV infection in patients attending JNIMS hospital.

OBJECTIVES/AIMS:
1. To nd the prevalence of HAV infection in patients attending 

JNIMS hospital.
2. To nd the seasonal variation of HAV infection among the positive 

cases.

METHODOLOGY
A cross sectional hospital based study was carried out in the 
department of Microbiology, Jawaharlal Nehru Institute of Medical 
Sciences, Manipur, India from January, 2017 to December, 2017 for a 
period of 1 year.

All the eighty four (84) blood samples of the OPD and IPD patients 
sent to Microbiology Dept. for performing the test for detection of IgM 
antibody to HAV in patient's serum were included in the study

Serum samples were separated and tests were performed by using 

Insight HAV – IgM device manufactured by Tulip Diagnostic (P) Ltd. 
It is a rapid immune chromatographic assay for detection of IgM 
antibodies to HAV in human serum.   

The testing device was labelled with specimen identity and place on a 
horizontal surface. 5µl of serum samples was pipetted out in a test tube. 
Then 250µl of sample running buffer was added to the test tube (1:50 
dilution) and mix well. This is the test specimen. Holding the sample 
dropper vertically, exactly 3 drops of the test specimen was dispensed 
into the sample port. The result is read at the end of 10 minutes. If two 
purple coloured bands appear at the control region (C) and test region 
(T), it indicates the sample contains detectable amount of IgM 
antibodies to HAV. If only one purple coloured band appears at the 
Control region(C), it indicates absence of IgM antibodies to HAV. The 
test result is considered invalid if no band appears either at the control 
region(C)or test region(T). 

RESULTS AND OBSERVATION
In this study 84 serum samples were tested for hepatitis A IgM. 
20(23.80%) was found to be positive for hepatitis A IgM. Of the 20 
positive cases, 11 of them (55%) were found in male and 9(45%) cases 
were found in females. A seasonal increase in the incidence of HAV 
infection was found during the rainy season of January – March (50%) 
followed by the months of July – September (35%). 

Table1.  Age and sex wise distribution of the study groups

Table2. Age wise distribution of positive cases

Table3. Seasonal trend and positivity
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Age(years) Male Female
<15 12 9
16-30 13 15
31-45 11 10
46-60 7 3
>60 2 2
Total 45 39

Age(years) Male Female
<15 4 4
16-30 3 1
31-45 3 1
46-60 1 3
>60 0 0
Total 11(55%) 9(45%)

Months No. of positive cases   %
January – March 10 50%
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DISCUSSION
 In our study out of the 84 serum samples tested 20(23.84%) was found 
to be positive for hepatitis A IgM. In a study by Rahana Tewari et al in 
Delhi 30(33.7%) patients was found to be positive for hepatitis A IgM. 
In other studies, seroprevalence of 34.02% in children and 28.70% in 

6adult has been documented for IgM . In other Iranian studies, the 
seroprevelence of HAV infection has been reported to be over 95%. 
Between 2006 and 2007, a cross sectional population based study from 
Tehran, Iran in 551 subjects showed and an overall seroprevalence rate 
of anti-HAV of IgG of 90% and concluded that the seroprevalence of 
HAV still was too high for recommending routine vaccination in the 

7general population .

In developing countries with poor sanitary condition and hygienic 
practices, most children (90%) have been infected with the hepatitis A 

[8]virus before the age groups of 10 years . In our study also, maximum 
number of patients below the age groups of 15 years (40%) were 
positive for hepatitis A while 20% were positive in age groups of 15 – 
30 years, 31 – 45 years and 46 – 60 years.

In countries of intermediate endemicity such as Korea, Indonesia, 
Thailand, Sri Lanka and Malaysia, the available literature indicates 
that the incidence is decreasing in urban area, with age at infection 
increasing from very childhood to late adolescence resulting in 
increased the risk of outbreaks, morbidity, and complications in 

9,10younger population .

In our study, out of the 20 positive cases, 11 of them (55%) were found 
in male and 9(45%) cases were found in females. Men were found 

11-13more positive than women in other studies , also probably due to the 
greater exposure of men in their professional and social lifestyle and 
this co-relates with other studies.

A seasonal variation was recognized in this study with the highest 
incidence in spring and summer. Furthermore, a seasonal increase in 
incidence of HAV infection was found during the season January – 
March (50%) where rainfall is scanty and this might lead to poor 
hygiene and environmental sanitations. This was followed by the 
months of July – September (35%) where the index of rains is very 
high.

These ndings indicate that the HAV infection is transmitted indirectly 
through rainfall because these rains usually ll up the rivers so they 
could overow and the persons could be contaminated with this water 
14. Some other studies have also reported seasonal variation of HAV 

15infection as it peaks in summer and monsoon months . A study in 
North India by Tewari R et al has reported more cases in the month of 

16August that is monsoon season .

LIMITATIONS
Because of scarcity of resources and facilities, we could not perform 
molecular studies. It has been documented that in Indian population, 
genotype IIIA is found to be a predominant one. Having knowledge of 
genotype is signicant as different genotype and serotype causes 
diseases of different severity in the population. Some can cause 
sporadic cases whereas some can cause outbreaks. This may help in 
taking control measures in the society to prevent outbreak in that 
particular area.

CONCLUSION
Immunization against HAV is costlier than conducting seroprevalence 
test. So in countries where asymptomatic or mild infection leads to 
acquired immunity, a prior seroprevalence test should be performed. 
Hepatitis A, because of epidemiological shift has now been diagnosed 
more in teenagers and adults with more severe symptoms that are 
similar to other viral hepatitis, so the diagnosis must be conrmed by 
serological testing for the detection of IgM. In an infection, genotype, 
serotype and seroprevalence of the nearby area should be tracked 
immediately to prevent outbreaks.
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April – June 7 35%
July – September 2 10%
October – December 1 5%
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