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Abstract: Orthohepevirus C1, also known as rat hepatitis E virus (HEV), has been shown to sporadically
cause disease in immunocompromised and immunocompetent adults. While routine serological
assays vary in reactivity, rat HEV is not detected in routine HEV RT-PCR. Thus, such infections could
be either missed or misclassified as conventional HEV (Orthohepevirus A) infections. We conducted a
retrospective screening study among serum and plasma samples from patients suspected of having
HEV infection, which were archived at the national consultant laboratory for HAV and HEV between
2000 and 2020. We randomly selected n = 200 samples, which were initially tested reactive (positive or
borderline) for HEV-IgM and negative for HEV RNA and re-examined them using a highly sensitive
Orthohepevirus C genotype 1-specific in-house RT-qPCR (LoD 95: 6.73 copies per reaction) and a
nested RT-PCR broadly reactive for Orthohepevirus A and C. Conventional sanger sequencing was
conducted for resulting PCR products. No atypical HEV strains were detected (0 of 200 [0.0%; 95%
confidence interval: 0.0%–1.89%], indicating that Orthohepevirus C infections in the investigated
population (persons with clinical suspicion of hepatitis E and positive HEV-IgM) are very rare.

Keywords: hepatitis E virus; orthohepevirus C; rat HEV; epidemiology; phylogeny; Germany

1. Introduction

Orthohepevirus A (hepatitis E virus, HEV-A), a member of the Hepeviridae family, is
endemic worldwide causing sporadic cases and outbreaks of acute hepatitis. Depending
on the genotype, it is typically spread human to human via the fecal–oral route (genotypes
1 and 2) or zoonotically through consumption of animal products, particularly pork (geno-
types 3 and 4) [1]. Other HEV-A genotypes (5, 6, 7 and 8) have been detected in wild boar
and camelids in Asia with only one human case described so far [2].

Additional members of the Orthohepevirus genus (species B, C and D) circulate in birds,
rodents, ferrets and bats [3]. Orthohepevirus C is divided into 2 genotypes. Genotype 1 (“rat
HEV”, HEV-C1) was first isolated from brown rats in Germany in 2010 [4] and subsequently
shown to widely circulate among multiple species of rat on at least three continents [5].
Genotype 2 (HEV-C2) was found in species belonging to the order of Carnivora [6]. Due
to a large phylogenetic distance to HEV and its inability to experimentally infect pigs or
nonhuman primates, HEV-C was assumed to not be a source of human infections [7,8].

It has only recently been shown that HEV-C1 is able to cause disease in immunocom-
promised and immunocompetent adults [9,10]. Sporadic cases of NAT-confirmed rat HEV
infections were so far reported from Hong Kong, Spain and in one Canadian individual
with travel history to the African continent [9–13].

Commercial serological assays have shown variable sensitivity (between 10% and 70%)
toOrthohepevirus non-A strain infections [14]. However, this is not the case for NATs used in
routine diagnostics, which are designed to detect conventional genotype 1 to 8 HEV-A. Thus,
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infections with atypical HEV strains could frequently be either missed or misclassified as
conventional HEV infections when molecular typing was unsuccessful [IgM(+)/PCR(−)].

Information on the incidence of such infections in the population is scarce. So far,
Sridhar et al. reported that HEV-C1 infections accounted for 8% of all genotyped hepatitis E
cases in Hong Kong and concluded that the absence of HEV RNA in serum testing positive
for HEV-IgM antibodies should trigger testing for HEV-C1 [11]. The screening of various
patient populations in southwest Hungary and southwestern France showed no evidence
of HEV-C1 circulation [15,16], while from Spain a prevalence of 2.5% (95% CI: 0.06–13.1)
was reported for a cohort of patients diagnosed with acute Hepatitis E [13].

The objective of this study was to estimate the prevalence of HEV-C1 infections
among persons with a clinical suspicion and laboratory evidence of hepatitis E infection
in Germany.

2. Materials and Methods

Weconducted a retrospective screening study among a randomselection ofn=200 archived
serum and plasma samples referred to the German consultant laboratory for HAV and
HEV. The patients’ specimens were referred for further investigation of a clinical suspi-
cion of hepatitis E (e.g., jaundice, upper abdominal pain or elevated liver enzymes) in
the years 2000 through 2020. They typically consisted of residual serum or plasma taken
for primary serological diagnostics in the acute phase. All specimens had been stored at
−20◦C, typically without additional freeze-thaw cycles. We selected a subset of specimens
that had tested reactive (positive or borderline) for HEV-IgM using commercially avail-
able serological assays (Mikrogen recomWell and/or recomLine HEV) and negative using
standard HEV-RT-qPCRs [17–19]. The sample size was chosen assuming there was a 2%
prevalence of Orthohepevirus C genotype 1 in our sample which would, based on the
normal approximation, allow to estimate the prevalence in the population (individuals
with clinical suspicion of HEV infection with detectable HEV-IgM and no detectable HEV
RNA) between 0 and 4% with 95% confidence.

We re-evaluated each of the 200 selected archived specimens using two different
PCR reactions:

1. a nested RT-PCR broadly reactive for Orthohepevirus A and C as described in [4] and
2. an Orthohepevirus C genotype 1 specific RT-qPCR that was specifically established for

this study.

Figure 1 summarizes the sampling and testing algorithm applied in this study.
As for the newly established Orthohepevirus C genotype 1 specific RT-qPCR, primer

and probe sequences are shown in Table 1. Optimal oligonucleotide concentrations were
determined in titration experiments to maximize analytical sensitivity. The final compo-
sition of each 30 µL reaction was 15.7 µL DEPC-treated water, 7.5 µL TaqPath™ 1-Step
RT-qPCR master mix (ThermoFisher Scientific, Waltham, MA, USA), 0.75 µL of 10 µM
probe (end concentration 250 nM), 0.15 µL of 10 µM forward primer (end concentration
50 nM), 0.90 µL of 10 µM reverse primer (end concentration 300 nM) and 5 µL of template
RNA. The procedure started with a reverse transcription at 50 ◦C for 15 min followed by
an enzyme activation step at 95 ◦C for 2 min, 45 PCR cycles at 95 ◦C for 5 s and 60 ◦C for
30 s, and a final cool down to 4 ◦C. A plasmid based on the HEV-C1 strain R63/DEU/2009
served as a standard for absolute quantification [20]. The PCR’s LoD 95 was estimated
by probit analysis at 6.73 copies per reaction (95% CI: 5.37–9.46; Figure 2). Nucleic acid
preparations from two HEV-C1 positive cell culture supernatants (passage of strain R63 in
PLC/PRF/5 and HuH-7-Lunet BLR cells; strain described in [20]) were used in each PCR
run as positive controls.
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Figure 1. Sampling and testing algorithm applied in the retrospective screening study, Germany, 2000–2020.

Figure 2. Limit of detection (LoD) 95 of HEV-C1 specific PCR based on strain R63/DEU/2009 plasmid
as determined by probit analysis.

PCR products (amplified by the broadly reactive nested PCR) were purified and se-
quenced using conventional Sanger sequencing on an ABI 3130xl automated sequencer.
The resulting electropherograms were analyzed and assembled with CodonCode Aligner
v4.2.7 (www.codoncode.com, CodonCode Corporation, Centerville, MA, USA). Consen-
sus sequences were genotyped using the latest HEV reference set [21] extended with
NCBI Hepeviridae reference sequences (GenBank accessions NC_015521.1, NC_018382.1,
NC_023425.1, NC_038504.1, NC_040835.1 and NC_040710.1) as database for fasta36 similar-
ity searches [22]. Sequence data from this article have been deposited with the International
Nucleotide Sequence Database Collaboration Libraries (GenBank, DDBJ and ENA) under
accessions numbers OK493454–7.

Statistical data analysis was conducted using STATA 17 (StataCorp, College Station,
TX, USA). Confidence intervals were calculated using the Wilson score interval.

www.codoncode.com
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Table 1. Primers and probe sequences used for Orthohepevirus C genotype 1 (HEV-C1, rat HEV)
RT-qPCR detection.

Name Sequence Location at
NC_038504

HEV-C1_fwd 50–TACTGCTAGAGAGGCCCAG–30 49–67
HEV-C1_rvs 50–GCTGTATCGGATGCGACC–30 198–215
HEV-C1_prb 50–6-FAM-ACCGCCTTTGCTAATGCT-NFQ-MGB–30 86–103

Abbreviations: 6-FAM, 6-Carboxyfluorescein; fwd, forward primer; MGB, minor groove binder; NFQ, nonfluores-
cent quencher; prb, probe; rvs, reverse primer.

3. Results

Between 2000 and 2020, n = 13,119 specimens from 10,121 patients had been referred to
the German consultant laboratory for HAV and HEV for a clinical or laboratory suspicion
of HEV infection. Of these patients, n = 6200 (61.3%) and n = 5431 (53.7%) had been tested
for the presence of HEV RNA and IgM. Both HEV PCR and IgM testing was conducted
in n = 1510 patients, of which n = 316 (20.9%) were IgM(+)/PCR(-), fulfilling the selection
criterion. Table 2 shows the summarized demographic patient data of the 200 randomly
selected specimens that underwent further analysis. The distribution of anti-HEV IgM
titers was as follows: borderline: 7; low positive: 33; mid positive: 31; high positive: 6 for
samples tested using Mikrogen recomWell. The Mikrogen recomLine HEV differentiates
only borderline (n = 27) and positive (n = 106).

Table 2. Study population by demographic characteristics, Germany, 2000–2020 (n = 200).

Characteristic n %

Sex

Female 98 49

Male 94 47

Unknown 8 4

Age group

≤9 3 1.5

10–19 24 12

20–29 24 12

30–39 24 12

40–49 43 21.5

50–59 30 15

60–69 23 11.5

70–79 20 10

≥80 1 0.5

Unknown 8 4

Place of residence

North 26 13

West 48 24

East 25 12.5

South 100 50

Unknown 1 0.5

Total 200 100
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In the broadly reactive nested RT-PCR, a product was detected in 4 of 200 (2.0%)
specimens. Sanger sequencing revealed typical HEV genotypes associated with pig or
wild boar (i.e., Orthohepevirus A genotype 3a (n = 1) and 3f (n = 3), GenBank accessions
OK493454–7). Demographics of the respective patients were compatible with demographics
of patients with conventional genotype 3 HEV infection in Germany (age range: 31–72 years,
2 male, 2 female). In the HEV-C1-specific RT-qPCR, all specimens tested negative for HEV-
C1 RNA. Calculating Wilson’s score interval reveals a 95% confidence interval of 0.0% to
1.89% around the proportion of 0/200 (0.0%) Orthohepevirus C positive specimens.

4. Discussion

In this study, we re-investigated archived specimens of patients with a clinical suspi-
cion and laboratory evidence of hepatitis E regarding the presence of HEV-C (including
“rat HEV”) infection in Germany. Among 200 specimens investigated by a nested RT-PCR
broadly reactive for Orthohepevirus A and C and a newly developed Orthohepevirus C
genotype 1 specific RT-qPCR, we found no evidence of human HEV-C infection.

This result was rather unexpected given that HEV-C1 was reported to account for 8%
of all genotyped hepatitis E cases in Hong Kong [14], the presence of the virus in the rodent
reservoir in Germany [23] and a previous report on indirect (serological) evidence of past
HEV-C1 infection in a cohort of forestry workers in Germany [24]. However, it is in line
with studies conducted in southwest Hungary and southwestern France that investigated
in/out-patients with hepatitis of unknown origin and predominantly immunosuppressed
patients who tested negative for HEV-A RNA, respectively [15,16]. Both studies focused
on patient populations with a high chance of discovering HEV-C1 cases but found none.
Taken together, this might indicate that HEV-C1 does not circulate among the investigated
populations or is much rarer in Europe than expected or compared to Hong Kong.

HEV-C1 infections, however, do occur in Europe, as shown in a very recent publication
from Spain. Rivero-Juarez et al. reported three cases, two among 169 patients with hepatitis
of unknown etiology (1.18%) and one additional case among 40 IgM-positive and HEV-A-
RNA-negative hepatitis E patients (2.5%) [13]. The reason for these potential differences
in prevalence between countries is unclear, as are transmission routes and risk factors for
human HEV-C1 infection. None of the cases from Spain and Canada, and only a minority of
the cases from Hong Kong, reported contact to rats or seeing rat droppings before infection.
A case control-study on risk factors for acute hepatitis E in Germany showed the frequency
of contact to rodents was not increased among cases compared to individually matched
controls [25]. Thus, other transmission routes, e.g., through contaminated food items,
should at least be considered.

Based on finding zero HEV-C positive among 200 specimens and the corresponding
95%-CI, the prevalence in a population with hepatitis E compatible symptoms and serologi-
cal evidence of HEV infection (IgM) in Germany are estimated to be below 2%. This should
be seen as a conservative estimate because of our additional selection criteria (negative
HEV-A specific PCR), which increased the probability to find HEV-C1 in our sample. Thus,
the actual proportion is—if positive at all—likely to be even lower.

Our study has some limitations: First, there is no information as to the health status
and living conditions of the individuals tested in our study. While rat HEV has been
detected in immunocompetent and immunocompromised individuals, the prevalence
appears to be higher in immunocompromised individuals [11]. Additional studies in risk
groups (e.g., immunosuppressed persons or those with frequent and close contact to rats)
might thus be warranted. Second, we cannot completely rule out viral RNA degradation
for samples stored at−20 ◦C for up to 19 years. Since we detected HEV-A RNA in a sample
stored for 16 years, we assume that degradation likely plays a minor role. Third, the HEV-C
sensitivity of the serological assays used in this study (Mikrogen recomLine and recomWell
HEV-IgM) is unknown. While serology constitutes no ideal screening method for HEV-C1
infections, its application is expected to enrich the population with regard to the probability
of finding HEV-C1 to some degree at least.
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Based on our findings, we cannot exclude that sporadic hepatitis E cases related to
Orthohepevirus C genotype 1 strains (such as those found in domestic and brown rats)
do occur in Germany. However, their role in the current epidemiology of hepatitis E in
Germany is likely very small, particularly compared to the frequency of HEV-A genotype
3 infections [26] and corresponding incident cases of disease [27].

Nonetheless, we recommend rat HEV infections to be considered in the extended
differential diagnosis of viral hepatitis. In patients with a high clinical suspicion, risk
factors (e.g., contact to rodents) and inconclusive laboratory results, second-line testing by
broad-range NAT also covering rat HEV should be initiated.

Author Contributions: Conceptualization, M.F.; Methodology, M.F., M.S. and J.J.W.; Validation,
M.F. and M.S.; Formal Analysis, M.F. and M.S.; Resources, J.J.W.; Data Curation, M.F. and M.S.;
Writing—Original Draft Preparation, M.F.; Writing—Review & Editing, M.S., M.E., J.J.W. and K.S.;
Visualization, M.F. and J.J.W.; Supervision, J.J.W. and K.S.; Funding Acquisition, M.F. and J.J.W. All
authors have read and agreed to the published version of the manuscript.

Funding: The German Federal Ministry of Health (Bundesministerium für Gesundheit, BMG), grants
#ZMVI1-2518NIK701 and #1369-386.

Institutional Review Board Statement: Surveillance data and data of serological and molecular
diagnostics were collected and analyzed on the basis of the German Infection Protection Act. Thus, a
review by an ethics committee was not required.

Acknowledgments: The authors thank Reimar Johne (German Federal Institute for Risk Assessment)
for kindly providing HEV-C1 positive samples.

Conflicts of Interest: The authors declare no conflict of interest. The sponsors had no role in the
design, execution, interpretation, or writing of the study.

References
1. Kamar, N.; Dalton, H.R.; Abravanel, F.; Izopet, J. Hepatitis E virus infection. Clin. Microbiol. Rev. 2014, 27, 116–138. [CrossRef]

[PubMed]
2. Lee, G.-H.; Tan, B.-H.; Teo, E.C.-Y.; Lim, S.-G.; Dan, Y.-Y.; Wee, A.; Aw, P.P.K.; Zhu, Y.; Hibberd, M.; Tan, C.-K.; et al. Chronic

Infection with Camelid Hepatitis E Virus in a Liver Transplant Recipient Who Regularly Consumes Camel Meat and Milk.
Gastroenterology 2016, 150, 355–357.e3. [CrossRef] [PubMed]

3. Smith, D.B.; Simmonds, P.; Members of The International Committee on the Taxonomy of Viruses Study G; Jameel, S.; Emerson,
S.U.; Harrison, T.J.; Meng, X.-J.; Okamoto, H.; Van der Poel, W.H.M.; Purdy, M.A. Consensus proposals for classification of the
family Hepeviridae. J. Gen. Virol. 2014, 95, 2223–2232. [CrossRef] [PubMed]

4. Johne, R.; Plenge-Bönig, A.; Hess, M.; Ulrich, R.G.; Reetz, J.; Schielke, A. Detection of a novel hepatitis E-like virus in faeces of
wild rats using a nested broad-spectrum RT-PCR. J. Gen. Virol. 2010, 91, 750–758. [CrossRef]

5. Reuter, G.; Boros, Á.; Pankovics, P. Review of Hepatitis E Virus in Rats: Evident Risk of Species Orthohepevirus C to Human
Zoonotic Infection and Disease. Viruses 2020, 12, 1148. [CrossRef]

6. Wang, B.; Harms, D.; Yang, X.-L.; Bock, C.-T. Orthohepevirus C: An Expanding Species of Emerging Hepatitis E Virus Variants.
Pathogens 2020, 9, 154. [CrossRef]

7. Purcell, R.H.; Engle, R.E.; Rood, M.P.; Kabrane-Lazizi, Y.; Nguyen, H.T.; Govindarajan, S.; Claire, M.S.; Emerson, S.U. Hepatitis E
Virus in Rats, Los Angeles, California, USA. Emerg. Infect. Dis. 2011, 17, 2216–2222. [CrossRef]

8. Cossaboom, C.M.; Córdoba, L.; Sanford, B.J.; Piñeyro, P.; Kenney, S.P.; Dryman, B.A.; Wang, Y.; Meng, X.-J. Cross-species infection
of pigs with a novel rabbit, but not rat, strain of hepatitis E virus isolated in the United States. J. Gen. Virol. 2012, 93, 1687–1695.
[CrossRef]

9. Andonov, A.; Robbins, M.; Borlang, J.; Cao, J.; Hatchette, T.; Stueck, A.; Deschaumbault, Y.; Murnaghan, K.; Varga, J.; Johnston,
B. Rat Hepatitis E Virus Linked to Severe Acute Hepatitis in an Immunocompetent Patient. J. Infect. Dis. 2019, 220, 951–955.
[CrossRef]

10. Sridhar, S.; Yip, C.C.; Wu, S.; Cai, J.; Zhang, A.J.-X.; Leung, K.-H.; Chung, T.W.; Chan, J.F.; Chan, W.-M.; Teng, J.L.; et al. Rat
Hepatitis E Virus as Cause of Persistent Hepatitis after Liver Transplant. Emerg. Infect. Dis. 2018, 24, 2241–2250. [CrossRef]

11. Sridhar, S.; Yip, C.C.; Wu, S.; Chew, N.F.; Leung, K.; Chan, J.F.; Zhao, P.S.; Chan, W.; Poon, R.W.; Tsoi, H.; et al. Transmission of
Rat Hepatitis E Virus Infection to Humans in Hong Kong: A Clinical and Epidemiological Analysis. Hepatology 2021, 73, 10–22.
[CrossRef] [PubMed]

12. Sridhar, S.; Yip, C.C.-Y.; Lo, K.H.-Y.; Wu, S.; Situ, J.; Chew, N.F.-S.; Leung, K.-H.; Chan, H.S.-Y.; Wong, S.C.-Y.; Leung, A.W.-S.; et al.
Hepatitis E Virus Species C Infection in Humans, Hong Kong. Clin. Infect. Dis. 2021, ciab919. [CrossRef] [PubMed]

http://doi.org/10.1128/CMR.00057-13
http://www.ncbi.nlm.nih.gov/pubmed/24396139
http://doi.org/10.1053/j.gastro.2015.10.048
http://www.ncbi.nlm.nih.gov/pubmed/26551551
http://doi.org/10.1099/vir.0.068429-0
http://www.ncbi.nlm.nih.gov/pubmed/24989172
http://doi.org/10.1099/vir.0.016584-0
http://doi.org/10.3390/v12101148
http://doi.org/10.3390/pathogens9030154
http://doi.org/10.3201/eid1712.110482
http://doi.org/10.1099/vir.0.041509-0
http://doi.org/10.1093/infdis/jiz025
http://doi.org/10.3201/eid2412.180937
http://doi.org/10.1002/hep.31138
http://www.ncbi.nlm.nih.gov/pubmed/31960460
http://doi.org/10.1093/cid/ciab919
http://www.ncbi.nlm.nih.gov/pubmed/34718428


Viruses 2022, 14, 742 7 of 7

13. Rivero-Juarez, A.; Frias, M.; Perez, A.B.; Pineda, J.A.; Reina, G.; Fuentes-Lopez, A.; Freyre-Carrillo, C.; Ramirez-Arellano, E.;
Alados, J.C.; Rivero, A. Orthohepevirus C infection as an emerging cause of acute hepatitis in Spain: First report in Europe. J.
Hepatol. 2022. [CrossRef] [PubMed]

14. Sridhar, S.; Situ, J.; Cai, J.-P.; Yip, C.C.-Y.; Wu, S.; Zhang, A.J.-X.; Wen, L.; Chew, N.F.-S.; Chan, W.-M.; Poon, R.W.-S.; et al.
Multimodal investigation of rat hepatitis E virus antigenicity: Implications for infection, diagnostics, and vaccine efficacy. J.
Hepatol. 2021, 74, 1315–1324. [CrossRef] [PubMed]

15. Pankovics, P.; Némethy, O.; Boros,Á.; Pár, G.; Szakály, P.; Reuter, G. Four-year long (2014–2017) clinical and laboratory surveillance
of hepatitis E virus infections using combined antibody, molecular, antigen and avidity detection methods: Increasing incidence
and chronic HEV case in Hungary. J. Clin. Virol. 2020, 124, 104284. [CrossRef] [PubMed]

16. Parraud, D.; Lhomme, S.; Péron, J.M.; Da Silva, I.; Tavitian, S.; Kamar, N.; Izopet, J.; Abravanel, F. Rat Hepatitis E Virus: Presence
in Humans in South-Western France? Front. Med. 2021, 8, 1485. [CrossRef]

17. Garson, J.A.; Ferns, R.B.; Grant, P.R.; Ijaz, S.; Nastouli, E.; Szypulska, R.; Tedder, R. Minor groove binder modification of widely
used TaqMan probe for hepatitis E virus reduces risk of false negative real-time PCR results. J. Virol. Methods 2012, 186, 157–160.
[CrossRef]

18. Jothikumar, N.; Cromeans, T.L.; Robertson, B.H.; Meng, X.J.; Hill, V.R. A broadly reactive one-step real-time RT-PCR assay for
rapid and sensitive detection of hepatitis E virus. J. Virol. Methods 2006, 131, 65–71. [CrossRef]

19. Wenzel, J.J.; Preiß, J.; Schemmerer, M.; Huber, B.; Plentz, A.; Jilg, W. Detection of hepatitis E virus (HEV) from porcine livers in
Southeastern Germany and high sequence homology to human HEV isolates. J. Clin. Virol. 2011, 52, 50–54. [CrossRef]

20. Li, T.-C.; Yang, T.; Yoshizaki, S.; Ami, Y.; Suzaki, Y.; Ishii, K.; Haga, K.; Nakamura, T.; Ochiai, S.; Takaji, W.; et al. Construction and
characterization of an infectious cDNA clone of rat hepatitis E virus. J. Gen. Virol. 2015, 96, 1320–1327. [CrossRef]

21. Smith, D.B.; Izopet, J.; Nicot, F.; Simmonds, P.; Jameel, S.; Meng, X.-J.; Norder, H.; Okamoto, H.; Van Der Poel, W.H.; Reuter,
G.; et al. Update: Proposed reference sequences for subtypes of hepatitis E virus (species Orthohepevirus A). J. Gen. Virol. 2020,
101, 692–698. [CrossRef] [PubMed]

22. Pearson, W.R. Finding Protein and Nucleotide Similarities with FASTA. Curr. Protoc. Bioinform. 2016, 53, 3.9.1–3.9.25. [CrossRef]
[PubMed]

23. Ryll, R.; Bernstein, S.; Heuser, E.; Schlegel, M.; Dremsek, P.; Zumpe, M.; Wolf, S.; Pépin, M.; Bajomi, D.; Müller, G.; et al. Detection
of rat hepatitis E virus in wild Norway rats (Rattus norvegicus) and Black rats (Rattus rattus) from 11 European countries. Vet.
Microbiol. 2017, 208, 58–68. [CrossRef]

24. Dremsek, P.; Wenzel, J.; Johne, R.; Ziller, M.; Hofmann, J.; Groschup, M.H.; Werdermann, S.; Mohn, U.; Dorn, S.; Motz, M.;
et al. Seroprevalence study in forestry workers from eastern Germany using novel genotype 3- and rat hepatitis E virus-specific
immunoglobulin G ELISAs. Med. Microbiol. Immunol. 2011, 201, 189–200. [CrossRef] [PubMed]

25. Faber, M.; Askar, M.; Stark, K. Case-control study on risk factors for acute hepatitis E in Germany, 2012 to 2014. Eurosurveillance
2018, 23, 17–00469. [CrossRef] [PubMed]

26. Vollmer, T.; Diekmann, J.; Knabbe, C.; Dreier, J. Hepatitis E virus blood donor NAT screening: As much as possible or as much as
needed? Transfusion 2018, 59, 612–622. [CrossRef] [PubMed]

27. Dudareva, S.; Faber, M.; Zimmermann, R.; Bock, C.T.; Offergeld, R.; Steffen, G. Epidemiology of viral hepatitis A to E in Germany.
Bundesgesundheitsblatt Gesundheitsforschung Gesundheitsschutz 2022, 65, 149–158. [CrossRef]

http://doi.org/10.1016/j.jhep.2022.01.028
http://www.ncbi.nlm.nih.gov/pubmed/35167911
http://doi.org/10.1016/j.jhep.2020.12.028
http://www.ncbi.nlm.nih.gov/pubmed/33845058
http://doi.org/10.1016/j.jcv.2020.104284
http://www.ncbi.nlm.nih.gov/pubmed/32007844
http://doi.org/10.3389/fmed.2021.726363
http://doi.org/10.1016/j.jviromet.2012.07.027
http://doi.org/10.1016/j.jviromet.2005.07.004
http://doi.org/10.1016/j.jcv.2011.06.006
http://doi.org/10.1099/vir.0.000072
http://doi.org/10.1099/jgv.0.001435
http://www.ncbi.nlm.nih.gov/pubmed/32469300
http://doi.org/10.1002/0471250953.bi0309s53
http://www.ncbi.nlm.nih.gov/pubmed/27010337
http://doi.org/10.1016/j.vetmic.2017.07.001
http://doi.org/10.1007/s00430-011-0221-2
http://www.ncbi.nlm.nih.gov/pubmed/22179131
http://doi.org/10.2807/1560-7917.ES.2018.23.19.17-00469
http://www.ncbi.nlm.nih.gov/pubmed/29766841
http://doi.org/10.1111/trf.15058
http://www.ncbi.nlm.nih.gov/pubmed/30548866
http://doi.org/10.1007/s00103-021-03478-8

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	References

