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DENGUE OR HEPATITIS A? "WHEN THE ANSWER IS BOTH"”
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Viral infections, common in tropical countries, can
coinfect a child and pose challenges for the treating
clinician. Dengue fever is a vector-borne disease
transmitted by the Aedes aegypti mosquito and is a
common cause of acute febrile illness in children.!
Hepatitis A virus is a water-borne pathogen that is
also common in children. Both diseases are endemic
in India and can coinfect a child.? These coinfections
often lead to clinical confusion because the signs
and symptoms overlap. In a study by RK Jain et al.,
coinfection with Dengue and Hepatitis A was observed
in 22 children.? Dengue fever usually presents with
fever, thrombocytopenia, bleeding, hemoconcentration,
capillary leak, third-space fluid loss, and a mild to
moderate rise in liver enzymes.! Jaundice, though less
common, can occur in dengue fever and mimic viral
hepatitis. Viral hepatitis usually begins with a prodrome
of vomiting, fever, and diarrhoea, and the rise in liver
enzymes is more than 10 to 15 times the normal. The
clinical pointers to coinfection include prolonged fever,
highly elevated liver enzymes, and the absence of
hemoconcentration/thrombocytopenia.*

We report one such instance in an eight-year-old girl
who was admitted with a 5-day history of fever and
abdominal pain, and a 3-day history of vomiting. She
also had a history of passing dark urine. On admission,
she had compensated shock and was treated with two
intravenous boluses of normal saline. On examination,
she was febrile (38.5 °C) and had tender hepatomegaly.
Examination of other systems was normal. Her Liver
Function Tests (LFT) were deranged - increased total
bilirubin, direct bilirubin, Serum Glutamic-Oxaloacetic
Transaminase (SGOT), Serum Glutamic-Pyruvic
Transaminase (SGPT), and serum Alkaline Phosphatase
(SAP) were observed. Complete Blood Counts (CBC)
showed leucopenia and a normal platelet count on day
1. Serial blood counts and LFT during her hospital stay
are shown in Table 1.

Serum IgM anti-Hepatitis A Virus was positive, and
other viral hepatitis markers were negative. On day 3 of
hospitalization, the girl developed periorbital puffiness,
abdominal distension, and reduced air entry over
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Table 1: Serial laboratory parameters

Day | Day | Day | Day | Day | Day

Tests 1 3 5 7 9 | 13
T | WB
c:::t ( e(l:' 3 3 8 4 2 4,600
P 700 100 000 900 900 !
cu.mm)

Platelet count | 1,89, 77, 1,20, | 1,70, | 3,12, | 3,89,
(per cu.mm) 000 000 000 000 000 000

Hb (gms%) 10.4 | 10.1 9.9 9.4 9.6 10.5

35.3 1299 | 35.2 | 31.1 | 31.5
PV (%) % % % % % 33.1

SGOT (IU/ml) | 137 | 3480 | 100 125 90 90

SGPT (IU/ml) | 142 | 2390 | 241 441 295 140

Total Bilirubin 25 33 4.0 4.9 39 1.8

(mg%)

SGOT: Serum Glutamic-Oxaloacetic Transaminase,
SGPT: Serum Glutamic-Pyruvic Transaminase.

Fig 1: Chest radiograph of the patient
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the lung fields. The chest X-ray showed a right-sided
pleural effusion (Fig. 1). Ultrasound abdomen revealed
gallbladder wall edema, moderate ascites, and a right-
sided pleural effusion. Persistent leukopenia, along with
clinical signs of third-space fluid loss, prompted us to
consider dengue fever as a differential diagnosis, and
a positive anti-Dengue IgM antibody confirmed the
diagnosis. In view of increased work of breathing, the
child required non-invasive ventilatory support for 3
days. Supportive and symptomatic management was
provided for the next 6 days. The girl continued to have
a fever until day 12. Her coagulation profile was normal,
and she did not manifest any bleeding manifestations
throughout the stay. She was also hemodynamically
stable throughout her stay. Defervescence was
achieved on day 13, with improvement in liver function
test values. She was discharged on day 15. This case
underlines the need for physicians to understand the
typical presentations of these diseases and to consider
the possibility of coinfections in atypical presentations.
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