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Introduction

HIGHLIGHTS

-	 Pleural effusion is a very rare manifestation of Hepatitis A.

-	 Clinical features with microbiological tests are necessary to 
diagnose.

-	 Supportive management is required to prevent relapse and 
further complications.

-	 Extrahepatic manifestations include evanescent rash, 
arthralgias, and other conditions related to  immune complex 
disease and vasculitis.

Hepatitis A virus (HAV) is a single-stranded RNA virus belonging to 
picornavirus that exists in an enveloped form [1]. The virus is non-
enveloped via a novel mechanism and is assembled differently 
than other picornaviruses. HAV and HEV mostly affect young 
children and young adults, respectively, and are endemic in many 
developing countries in Asia and Africa, whereas HBV and HCV 
infections are mainly reported in adults and sporadically found in 
developed nations [2]. Despite its high prevalence in developing 
countries, it remains underdiagnosed and is often missed by 

primary care providers in rural areas. Infants aged 6-11 months 
should also be vaccinated against Hepatitis A. Unvaccinated 
travelers who are over 40 years old, immunocompromised, or 
have chronic medical conditions planning to depart to a risk area 
in less than two weeks should receive the initial dose of vaccine 
and immunoglobulin at the same appointment. Acute liver failure 
is a rare manifestation of HAV, occurring in approximately 1 in 
every 300 cases and requiring liver transplantation sometimes [3]. 
Patients often present with nausea, vomiting, and fever with or 
without icterus. The uncommon manifestations of HAV in children 
include thrombocytopenia, ascites, gallbladder wall thickening, 
pleural effusion, acute renal failure, acute glomerulonephritis, 
and acute pancreatitis [4].

Herein, we present the case of a 5-year-old boy with hepatitis A 
infection who presented with pleural effusion without any other 
lung disease. 

Case Presentation

Five years child presented to the outpatient setting in the hospital 
with complaints of cough for 10 days, which was insidious and 
was not associated with diurnal or nocturnal variation associated 
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ABSTRACT
Introduction: Hepatitis A is an inflammation of the liver caused by hepatitis A virus (HAV). HAV is usually 
transmitted via the fecal-oral route (person-to-person contact or consumption of contaminated food or 
water). HAV is common in developing countries. HAV was diagnosed on the basis of laboratory investigations 
with a typical clinical presentation. HAV infection in children is usually a minor and self-limiting infection 
that requires no specific therapy unless acute liver failure or other complications are present. Extrahepatic 
manifestations of HAV including pleural effusion, acute myocarditis, and renal dysfunction, are rare. The 
incidence of HAV has declined substantially since the implementation of vaccinations.

Case Presentation: A 5-years old boy, previously well, presented with a cough for 10 days, abdominal pain, 
and fever for the on and off types.

Case Discussion: After obtaining medical history and physical examination, the child was hemodynamically 
stable, with mild hepatomegaly and bilateral decreased breath sounds. Ultrasonography revealed 
moderate bilateral pleural effusion. Based on the investigation and clinical findings, a diagnosis was made, 
and supportive management was performed. Liver enzyme levels were corrected within three weeks and 
the pleural effusion disappeared after four weeks.

Conclusion: Pleural effusion is a rare extrahepatic complication of acute hepatitis A that spontaneously 
resolves. This study is important because it reduces unnecessary invasive procedures such as pleural 
tapping and patient transfer to a tertiary center for further management. Therefore, the management of 
pleural effusion in children with jaundice should be considered in the differential diagnosis of Hepatitis A.
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with fever of the on and off type. The patient had a history of 
insidious abdominal pain associated with abdominal distension. 
There was no history of yellowish discoloration of the eye or skin, 
bleeding disorder, jaundice, or changes in urine or stool color. He 
had no history of contact with a child or sources of infection. He 
had previously been a good child and had been taking antibiotics 
and cough suppressants from a local pharmacy.

On examination, the child appeared well and playful. His 
vital signs were blood pressure 100/ 70 mmHg, pulse rate 
90/minute, respiratory rate 20/minute, and afebrile status. 
Percussion, bilateral dullness over the lower lung field, and 
bilateral auscultation decreased breath sounds. An abdominal 
examination revealed mild discomfort and distension. The liver 
was enlarged. Thoracic Ultrasonography revealed bilateral pleural 
effusions [Figure1].

Figure 1: Thoracic Ultrasound image showing bilateral pleural 
effusion

Laboratory investigations for hepatitis were negative, and the 
hepatitis A antibody immunoglobulin M was reactive. All other 
parameters were normal. Bacterial cultures were negative.

The child was managed conservatively with antipyretics and 
intravenous fluid. Counseling was done regarding a balanced 
diet and hydration. After three weeks repeat ultrasound was done 
which showed a resolution of pleural effusion. The child remained 
hemodynamically stable throughout the duration of the illness. 
The child was sent to his home after supportive management 
and in following after 3 weeks, there was no hepatomegaly, he 
was improving and there were no fresh issues.

Discussion

Although the incidence of hepatitis A virus (HAV) infection has 
decreased with the advent of routine childhood immunization, 
HAV infection remains a frequently reported disease in developing 
nations. Hepatitis A infection in children is usually asymptomatic, 
subclinical (there is evidence of elevated liver enzymes in the 
laboratory), and symptomatic but without evidence of jaundice. 
Nonspecific symptoms include fever, malaise, anorexia, vomiting, 
nausea, abdominal pain or discomfort, and diarrhea. In childcare 
settings, the spread of HAV usually occurs before the index case 
is recognized.

Immunological IgM, IgG, and IgA antibiotics directed against 
epitopes on HAV particles were induced, indicating evidence of 
infection. Additionally, the total IgM levels are often elevated in 
patients with acute Hepatitis A infection [5]. The virus is stable 
at low pH and moderate temperature but is inactivated by high 

temperatures, chlorine, and formalin [6]. The incubation period 
for HAV is 15-50. HAV RNA can be detected in stools at least one 
week before the onset of microbiological evidence of hepatitis, 
and it can be detected at least 33 days after the onset of the 
disease. In neonates and younger children, HAV RNA can be 
detected in stool for several months [7,8].

The clinical features of hepatitis occur in approximately 30 percent 
of infected children younger than six years, some of whom become 
jaundiced. When it occurs, jaundice usually lasts for less than 
two weeks. The conjugated bilirubin and aminotransferase levels 
returned to normal within 2-3 months [9].

The general measures of prevention of HAV, Since HAV is 
transmitted predominantly by the fecal-oral route, prevention can 
be aided by improved sanitary conditions, adherence to sanitary 
practices (eg, handwashing), heating foods appropriately, and 
avoidance of water and foods from endemic areas. Handwashing 
is highly effective in preventing the transmission of the virus 
because HAV can survive for up to four hours on the fingertips. 
The Hepatitis A vaccine is administered in a two-dose schedule 
and is recommended for all children at one year of age (i.e. 12 
to 23 months) and as a catch-up vaccine for all children and 
adolescents aged 2-18 years who have not previously received 
the vaccine [10]. The primary tool for protection against 
hepatitis A prior to exposure is vaccination, which is superior 
to immunoglobulins with respect to achievable antibody 
concentrations and immune response durability. Post-exposure 
prophylaxis for individuals exposed to HAV consists of hepatitis 
A vaccine and/or immunoglobulin, depending on the patient's 
characteristics. Children should not return to school or daycare 
until one week after the onset of illness [11]. 

Supportive treatment is the mainstay of HAV therapy. No 
particular diet had a major effect on the outcome of patients 
with acute hepatitis A infection. As a result, no specific diet is 
recommended unless the patient has severely compromised 
hepatic function (i.e., acute liver failure). Notably, the synthetic 
function of the liver was not affected, which is why the patient 
recovered completely.

Acute liver failure is rare, occurring in less than 1 percent of cases. 
The mortality rate of HAV infection varies with age. In 2001, the 
case fatality rate was 0.3 percent in children aged < 14 years, 
and 0.1 percent in adolescents and young adults (15-39 years) 
[12,13]. Other extrahepatic manifestations, such as arthritis and 
cutaneous vasculitis have been associated with cryoglobulinemia 
and are rare [14].

Generally, the complications of hepatitis A infection are transient, 
self-resolving, and do not require surgical intervention. Our case 
draws attention to how hepatitis A infection could be complicated 
by extrahepatic manifestations and presents a success story of 
its conservative management in a secondary care setting [15].

Conclusion

A rare case of childhood hepatitis A complicated by extrahepatic 
manifestations was identified and conservatively managed. This 
case study has important implications for primary care practice. 
Physicians at this level should be aware of the extrahepatic 
manifestations of childhood hepatitis A to avoid unnecessary 
interventions such as pleural taps and referrals to tertiary care 
centers. In patients with symptoms of acute hepatic damage 
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and pleural effusion, even in the absence of jaundice, hepatitis A 
infection should be considered. However, other bacterial causes 
should also be ruled out in developing countries. Pleural effusion 
is a benign and early extrahepatic complication of acute anicteric 
hepatitis A that spontaneously resolves.
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