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Hospital of Patras, Western Greece because of fever, chills 
and nausea. No diarrhea, vomiting, dysuria or abdominal 
pain were mentioned. Τhe patient reported the consump-
tion of shellfish in an Egyptian city, forty days before 
admission and was under paracetamol (1.5-2gr daily) 
treatment since the week before admission. Regarding 
his medical history, the patient was heterozygous for 
beta-thalassemia, and was not prescribed any medica-
tion. He was not an intravenous (IV) drug user, smoker 
or addicted to alcohol. The patient did not report any 
history of immunization for HAV.

On admission, the patient was hemodynamically sta-
ble (heart rate 76 bpm and blood pressure 142/71mmHg), 
with respiratory sufficiency (respiratory rate 14 breaths/
min and arterial blood oxygen saturation 99% in room 
air).  Body temperature was up to 38.2oC. Jaundice was 
noticed on the skin and conjunctivas. The abdomen 
was soft, but with localized tenderness in the right 
hypochondrium. 

Initial laboratory tests revealed elevated levels of liver 
enzymes and bilirubin and prolonged INR. (Main patients’ 
laboratory tests during hospitalization are reported 
in Table 1). Serologic tests for hepatitis B, hepatitis C, 
Leptospira, Borrelia, Leishmania and HIV were negative. 
The patient was not tested for hepatitis E. However, the 

hepatitis A virus tests (anti- HAV IgM and anti-HAV IgG) 
were positive confirming the diagnosis of acute hepatitis 
A accompanied by the clinical finding of jaundice. The 
right hypochondrium ultrasound showed borderline 
liver dimensions (elongated lobe diameter=17.5cm), 
thickness of the gallbladder wall, edema and presence 
of sound-reflecting sedimentary contents in its lumen 
and a mild dilatation of the intrahepatic biliary vessels. 
Splenoportal doppler sonography revealed no abnor-
malities (fig. 1).

The patient was admitted to the Internal Medicine 
Department under close monitoring and received IV 
fluids. He was also treated with N-acetylcysteine (1.5-2gr 
/ day). Furthermore, four plasma units were administered 
aiming to restore coagulation abnormalities (to correct 
increased international normalized ratio-INR). After the 
5th day of hospitalization, the patient’s level of conscious-
ness was affected as he became lethargic with episodes 
of disorientation. Due to the severity of his condition he 
was immediately placed on the high-urgency waiting 
list for liver transplantation. 

The deterioration of the patient’s level of conscious-
ness was followed by severe complications including 
pneumonia, with fever relapse up to 38.3oC and moder-
ate upper respiratory secretions (fig. 2). More specifically, 

Table 1. �Laboratory exams during hospitalization

Day of 
admission 

Day 5 of hospitalization
(onset of hepatic 
encephalopathy)

Day 9 of hospitalization 
(renal failure & chest 

infection) Discharge day
Reference 

value

WBC (K/Ml) 8.050 16.950 20.810 8.630 4.000-11.000

HCT (%) 37,7 29,3 26 25,9 36-52

Hemoglobulin (g/dl) 13,2 9,9 9,6 8,7 12-15

PTT (sec) 53,1 70,9 107 35,7 24-36

INR 2,82 3,84 2,3 1,08 1-1,2

SGOT (U/I) 10.303 2.137 580 154 <40

SGPT (U/I) 12.008 5.780 1.860 115 <40

Total bilirubin (mg/dl) 15,85 63,90 62,6 19,92 0,1-1,3

Direct bilirubin (mg/dl) 8,42 50,50 52,7 9,25 <0,4

Alkaline Phosphatase (U/I) 100 - 193 292 34-104

Lactic Dehydrogenase (U/I) 1893 1771 912 174 120-230

Urea/Creatinine (mg/dl) 40/0,8 43/0,7 189/4,4 93/1,9 15-54/0,9-1,6

GFR (mL/min) 130 155    24 57

Abbreviations: WBC, white blood cells; HCT, Hematocrit; Hb, Hemoglobulin (g/dl); ALP, Alkaline Phosphatase (U/I); LDH, Lactic Dehy-
drogonase (U/I).




