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Abstract
Introduction: Aplastic anemia (AA) is characterized by pancytopenia and hypocellular marrow in the
absence of an abnormal infiltrate or increase in reticulin fibrosis. The diagnosis of AA is challenging at times
due to decreased cellularity and overlapping morphological features with other bone marrow failure
syndromes. Hepatitis-associated aplastic anemia (HAAA) is a rare variant in which patients typically present
with jaundice and hepatitis followed by pancytopenia almost within 6 months. Post-hepatitis AA accounts
for approximately 1-5% of cases, and invariably such cases are negative for the known hepatitis virus as well.
There is limited literature available to understand the correlation of AA with hepatitis with none reported at
the national level in our region. As AA is relatively more prevalent in Southeast Asia as compared to the
western world and hepatitis is a prevalent disease in our population, the main purpose of this study was to
assess the hepatic profile and determine the association of hepatitis in AA at the time of diagnosis.

Materials and methods: A cross-sectional study was carried out at the National Institute of Blood Disease
and Bone Marrow Transplantation, Karachi, from November 2019 to December 2020 after the informed
consent from patients. The study included all treatment-naïve patients of acquired AA with no prior history
of taking steroids, immunosuppressive treatment, or chemoradiation therapy. Liver function tests, complete
blood count, prothrombin time (PT), and activated partial thromboplastin time were performed, along with
viral profiles (HAV, Hep B, Hep C, and HIV). SPSS version 23 (IBM Corp., Armonk, NY) was used for statistical
analysis. Mean and standard deviations were computed for quantitative variables while percentages and
frequencies were reported for qualitative variables. T-test was used to observe the main difference between
groups and a p-value <0.05 was considered to be significant.

Results: Out of a total of 351 patients, 29 (8.2%) patients with AA tested positive for viral hepatitis.
Hepatitis A was the most prevalent hepatitis (4.0%), followed by hepatitis C (3.7%). The comparison of
platelet counts in patients with and without hepatitis was reported to be of statistical significance (p-value
< 0.05). A significant statistical difference (p-value < 0.0001) was found in platelet count and PT in patients
of AA with and without hepatitis.

Conclusion: Overall, this study revealed that <10% of patients of AA had a positive screening for hepatitis A,
B, and C and low platelet count, and PT was statistically significant when compared between the patients
with and without hepatitis. Hepatitis being prevalent in our part of the world might have an important
causal association with AA. Patients with AA should be screened for liver functions and viral hepatitis at the
time of diagnosis. In addition to hepatitis A, B, and C and HIV, other causes of hepatitis should also be
screened such as parvovirus B19, human herpes virus 16, and adenovirus which are not included in routine
diagnostic viral testing panel.
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Introduction
The distinctive manifestation(s) of aplastic anemia (AA) are pancytopenia and hypocellular bone marrow
without evidence of infiltration, dysplasia, and fibrosis. It is caused by several risk factors including
infections, toxins, chemotherapeutic drugs, and radiation but the precise cause remains unclear [1]. An
uncommon form of AA known as hepatitis-associated aplastic anemia (HAAA) occurs when pancytopenia
develops simultaneously with or within six months after an elevated serum alanine aminotransferase (ALT)
level. Significantly, these ALT levels are five times higher than the upper limit of normal. Post-hepatitic AA
accounts for approximately 1-5% of cases invariably, and such cases are negative for the known hepatitis
virus as well [2]. When compared to patients with non-hepatitis-associated AA in the pediatric population,
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those with HAAA have considerably lower survival and prognosis [3]. Hepatitis symptoms linked to HAAA
can be self-limiting, but sometimes show moderate to severe or acute to the chronic clinical course [4].
Necrosis of the portal region and fibrosis that extends up to the centrilobular area can be found in the
transjugular liver biopsy of HAAA patients and chronic severe hepatic inflammation quickly progresses to
liver fibrosis [5]. First-line therapies include stem cell transplantation from a sibling donor who matches the
patient's human leukocyte antigen (HLA) profile or immunosuppressive therapies like cyclosporine and/or
antithymocyte or antilymphocyte globulin [6,7].

The exact etiology of hepatitis causing AA is nearly unknown and the pathogenesis of HAAA has been
associated with activated T1 cells [8]. Hepatitis B and C virus, parvovirus B19, human herpes virus 16, and
transfusion-transmitted virus (hepatitis B, C, HIV) can all be causal associations. The traits include CD8+-
predominant lobular necroinflammatory and endothelial damage associated with sinusoidal obstruction
syndrome, conjugated hyperbilirubinemia, elevated antinuclear antibody titers, and elevated transaminases
[9]. Dietary or nutrition supplements at times may also result in toxin-induced hepatitis [10]. It is typical for
intrabiliary cholestasis and liver toxicity to result in the apoptotic killing of hematopoietic cells by CD8
lymphocytes and T cell-induced gamma interferon, which leads to hepatitis. Clinical symptoms include
pallor, exhaustion, petechial rash, and infections due to pancytopenia [11]. When severe thrombocytopenia
and anemia appear at the same time as HAAA, it is important to distinguish this condition from infantile
giant cell hepatitis with autoimmune hemolytic anemia [12].

Allogeneic bone marrow transplantation (allo BMT) is the conventional curative treatment for HAAA from
an HLA-matched donor. Since HAAA has a poor prognosis, allo BMT has been the curative form of treatment
[13-15]. On the other hand, immunosuppressive medication results in a response rate of 70% and a survival
rate of 85% for patients not receiving hematopoietic cell transplantation, respectively [16]. Children respond
to BMT better than adults do, and the survival rates of patients receiving bone marrow from HLA-matched
donors are found to be comparable to that of the patients with AA not caused by hepatitis [17]. There is no
recognized antiviral medication for hepatitis B-related HAAA. Lamivudine, a nucleoside analog, has been
studied for use in treating hepatitis B-related HAAA, and it has been shown to be effective in causing
remission in cases of severe AA and hepatitis B virus infection. Because of its myelosuppressive effects,
interferon, an acclaimed antiviral agent in the treatment arsenal of HBV- and HCV-mediated infections,
cannot be used as a treatment option for the HAAA [18]. Patients with HAAA exhibit severe pancytopenia
following an episode of acute hepatitis, and if left untreated, the marrow suppression is frequently swift and
severe.

In Pakistan, cases of hepatitis have been increasing over time, and given the current policies and practices,
eradicating hepatitis from Pakistan by 2030 seems unreasonable [19]. We have also noted a rising trend in
the incidence of AA than reported internationally. The association of hepatitis with AA is underreported and
limited literature is available regarding the determinants of AA. Hepatitis might be one of the causes of AA
and it must be considered an alarming situation. The only curative option for AA is BMT, which is an
unaffordable treatment option for many patients in Pakistan. Therefore, the aim to conduct this study was to
evaluate the hepatic status in relation to hepatitis in treatment-naïve AA patients.

Materials And Methods
This was a cross-sectional study carried out at the National Institute of Blood Diseases and Bone Marrow
Transplantation (NIBD & BMT). Patients were recruited between November 2019 and December 2021. Prior
to the initiation of the study, approval was taken from the NIBD ethics committee bearing NIBD/RD-188/11-
2019 and informed consent was taken from the participants prior to enrollment in the study. The study
included all treatment-naïve patients of acquired AA with no prior history of taking steroids,
immunosuppressive treatment, or chemoradiation therapy. Patients with positive chromosomal breaks
(Fanconi’s anemia) or inherited bone marrow failure were excluded. WHO sample size calculator was used to
calculate the sample size, and by taking the percentage reported in the literature (5%) [14] it was found to be
at least 73, and hence we recruited 351 patients who visited during the study duration. Non-probability
purposive sampling method was used for patient selection. Demographic and laboratory parameters were
recorded through a structured questionnaire and the diagnosis of AA was confirmed on bone marrow biopsy.
Liver function tests (LFTs), complete blood count (CBC), prothrombin time (PT), and activated partial
thromboplastin time (APTT) were performed. PT and APTT were run on STAGO and Sysmex CA-1500, and
CBC was performed using a Sysmex XN-1000 analyzer from the Sysmex Corporation in Kobe, Japan. LFTs
were performed on a Cobas C 111 analyzer machine that runs on a spectrophotometer principle. Within 2
hours of the blood sample collection, an aseptic setting was used to take a 4 ml blood sample from each
patient, which was then tested for the presence of hepatitis A, HBV, HCV, and HIV. Detection of hepatitis B
surface antigen and anti-hepatitis C antibodies was done using the chemiluminescence technique. To
confirm chronic HCV and HBV infection in individuals with positive antibody tests, a qualitative nucleic acid
test was employed as the initial diagnosis of a suspected acute infection. Ultrasound was done to
complement the diagnosis of hepatitis. The data were entered in MS Excel and analysis was done by using
Statistical Package for Social Sciences (SPSS) version 23.0 (IBM Corp., Armonk, NY). Shapiro-Wilk test was
performed for normality and data were found normally distributed. Mean and standard deviations were
computed for quantitative variables and percentages and frequencies were reported for qualitative variables.
T-test was used to observe the mean difference between the two groups and a p-value <0.05 was found to be
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significant statistically.

Results
A total of 351 patients were enrolled, out of which 222 (63%) were males, 265 (76%) were unmarried, 11
(3.1%) had hypertension, and 9 (2.5%) had diabetes. The mean age of participants was 30.9 ± 27.5. Twenty-
nine (8.2%) patients with AA had hepatitis. The most common hepatitis was hepatitis A, 14 (4.0%), followed
by hepatitis C, 13 (3.7%). The most common form of hepatitis C was acute 9 (69.2%). Two patients had
compensated cirrhosis and two patients had decompensated cirrhosis (Table 1).

Hepatitis status of patients N (%)

No history of hepatitis 322 (91.4%)

Hepatitis A positive 14 (4.0%)

Hepatitis B positive 2 (0.6%)

Hepatitis C positive 13 (3.7%)

Acute hepatitis 9 (69.2%)

Chronic compensated hepatitis 2 (1.5%)

Chronic decompensated hepatitis 2 (1.5%)

TABLE 1: Hepatitis status of participants

The association of CBC parameters such as hemoglobin, red blood cell count, packed cell volume, mean
corpuscular volume, mean corpuscular hemoglobin, mean corpuscular hemoglobin concentration, total
leukocyte count, neutrophils, lymphocytes, monocytes, and platelets with the patients with and without
hepatitis was assessed and it was found out that platelet counts were statistically significant (p-value:
0.0020) as shown in Table 2.

CBC parameters With hepatitis (mean ± SD)  (n = 22) Without hepatitis (mean ± SD)  (n = 322) p-Value

Hb (g/dL) 7.4 ± 2.0 8.1 ± 4.6 0.520

RBC (×1012/L) 2.4 ± 0.9 4.7 ± 20.3 0.60

PCV (%) 27.5 ± 13.9 24.2 ± 11.1 0.195

MCV (fL) 81.9 ± 21.6 86.3 ± 15.9 0.227

MCH (pg) 29.9 ± 2.8 31.9 ± 23.7 0.687

MCHC (g/dL) 32.2 ± 6.4 32.7 ± 6.6 0.730

TLC (×109/L) 2.9 ± 1.1 2.9 ± 1.6 0.954

Neutrophils (%) 18.7 ± 14.5 20.4 ± 19.5 0.695

Lymphocytes (%) 63.3 ± 26.8 52.8 ± 33.7 0.155

Monocytes (%) 3.7 ± 3.6 3.1 ± 3.2 0.386

Platelets (×109/L) 29 ± 28 4 ± 3 0.002

TABLE 2: Comparison of CBC profile in participants with and without hepatitis
CBC: complete blood count; Hb: hemoglobin; RBC: red blood cell count; PCV: packed cell volume; MCV: mean corpuscular volume; MCH: mean
corpuscular hemoglobin; MCHC: mean corpuscular hemoglobin concentration; TLC: total leukocyte count

Table 3 depicts the association of liver profile such as serum glutamate pyruvate transaminase, gamma
glutamyl transferase (GGT), serum glutamic oxaloacetic acid transaminase, PT, APTT, and international

2022 Thakur et al. Cureus 14(9): e29079. DOI 10.7759/cureus.29079 3 of 6



normalized ratio with the patients with and without hepatitis, and it was found out that PT (p-value <
0.0001) was statistically significant.

Liver profile With hepatitis (mean ± SD) Without hepatitis (mean ± SD) p-Value

SGPT (U/L) 62.7 ± 50.1 78.8 ± 45.7 0.605

Alkaline phosphatase (IU/L) 262.5 ± 169.1 214.6 ± 142.7 0.133

GGT (IU/L) 22.0 ± 11.3 26.1 ± 15.2 0.071

SGOT (U/L) 62.5 ± 89.2 60.1 ± 85.1 0.896

Albumin (g/dL) 3.4 ± 2.1 3.6 ± 2.4 0.671

PT (test) (s) 17.0 ± 5.2 14.1 ± 2.7 <0.0001

aPTT (test) (s) 30.0 ± 10.2 30.7 ± 4.6 0.489

INR 1.5 ± 0.9 1.6 ± 1.1 0.549

TABLE 3: Comparison of liver profile in participants with and without hepatitis
SGPT: serum glutamate pyruvate transaminase; GGT: gamma glutamyl transferase; SGOT: serum glutamic oxaloacetic acid transaminase; PT:
prothrombin time; aPTT: activated partial thromboplastin time; INR: international normalized ratio

Discussion
In our study, 8.2% of AA patients had hepatitis. This is comparatively high as compared to the prevalence of
hepatitis in the general population in Pakistan, which is reported to be around 4% [20]. A retrospective study
carried out in Europe from 1997 to 2007 demonstrated that HAAA patients had a slight male predominance
with a value of 68% [21], which is close to the prevalence of male participants in our study, i.e. 63.2%. This
European study also demonstrated that there was no causative virus for hepatitis in 94% of HAAA patients.
However, 15 patients (6%) had hepatitis with nine having hepatitis B virus and six having hepatitis A virus
[21]. Similar results have been observed in our study with 91.4% HAAA serologically negative and not having
any signs or symptoms of hepatitis. Twenty-nine patients (8.3%) had evidence of hepatitis: hepatitis A virus
in 14 patients, hepatitis B virus in 2, and hepatitis C virus in 13 patients. Assessing the association of
hepatitis C virus with HAAA, a study conducted in France showed that 15.8% of HAAA patients had hepatitis
C virus [22], which was approximately three-fold higher compared to our study suggesting a prevalence of
3.7% of HAAA patients with hepatitis C virus. On the contrary, slightly similar figures were recreated in
another comparative study done in Thailand which showed that 5.7% of the patients who were never
transfused were found to have hepatitis C virus [23].

During the initial course of hepatitis, cytotoxic T lymphocytes (CTLs) occupy the same receptor antigen
between liver and bone marrow cells. These CTLs replicate and extend to destroy bone marrow
hematopoietic stem cells and result in AA [24,25]. However, another interesting finding of our study was
that AA patients with hepatitis had considerably high platelet counts compared to those without hepatitis
(29 ± 28 vs 4 ± 3). This finding is also in concordance with a study conducted by Wang WH et al. [3] in which
the HAAA group had a considerably higher platelet count compared to the non-hepatitis-associated AA (50 ×

109/L vs 12 × 109/L).

Literature reveals that among the most frequently assessed values in HAAA, there is a significant rise in ALT,
GGT, and serum alkaline phosphatase [26]. The elevated levels are also shown in our results (Table 3).
Considerable discrepancies were observed in PT in AA patients with and without hepatitis. This could be on
account of viral hepatitis causing deranged LFTs [27]. However, studies comparing the levels of liver
enzymes between hepatitis-associated and non-hepatitis-associated AA are not extensively reported in the
literature.

Limitations
To the best of our knowledge, this is the first study at the national level to determine the association of
hepatitis in patients with AA. However, the limitations of our study were that it was of cross-sectional
nature and included non-probability sampling. Prospective cohort studies with stringent inclusion and
exclusion criteria, a large sample size, and a controlled environment are needed to validate the findings.

Conclusions
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AA is a heterogeneous disease with a limited approach to curative treatment options like allogeneic stem
cell transplant in our region. Hepatitis being prevalent in our part of the world might have an important
causal association with AA. Patients should be screened for viral hepatitis at the time of diagnosis.
Moreover, other causes of hepatitis should also be screened at the time of diagnosis such as parvovirus B19,
human herpes virus 16, and adenovirus. Based on the rapidly advancing research methodologies, it is
necessary to comprehensively analyze the underlying mechanisms of HAAA.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. NIBD Ethics Committee
issued approval NIBD/RD-188/11-2019. Animal subjects: All authors have confirmed that this study did not
involve animal subjects or tissue. Conflicts of interest: In compliance with the ICMJE uniform disclosure
form, all authors declare the following: Payment/services info: All authors have declared that no financial
support was received from any organization for the submitted work. Financial relationships: All authors
have declared that they have no financial relationships at present or within the previous three years with
any organizations that might have an interest in the submitted work. Other relationships: All authors have
declared that there are no other relationships or activities that could appear to have influenced the
submitted work.

References
1. Anwar N, Arshad A, Fatima N, Shaheen S, Shamsi TS: Clinicohematological characteristics and survival

analysis of aplastic anemia in Pakistan; a single centre experience. Natl J Health Sci. 2021, 5:157-61.
10.21089/njhs.54.0157

2. Alshaibani A, Dufour C, Risitano A, de Latour R, Aljurf M: Hepatitis-associated aplastic anemia. Hematol
Oncol Stem Cell Ther. 2020, S1658-3876(20)30168-0. 10.1016/j.hemonc.2020.10.001

3. Wang WH, Wu JF, Chang HH, et al.: The impact of hepatitis on clinical outcomes for pediatric patients with
aplastic anemia. J Pediatr. 2020, 227:87-93.e2. 10.1016/j.jpeds.2020.08.028

4. Kemme S, Stahl M, Brigham D, Lovell MA, Nakano T, Feldman AG, Mack C: Outcomes of severe seronegative
hepatitis-associated aplastic anemia: a pediatric case series. J Pediatr Gastroenterol Nutr. 2021, 72:194-201.
10.1097/MPG.0000000000002940

5. Sawada K, Takai A, Yamada T, et al.: Hepatitis-associated aplastic anemia with rapid progression of liver
fibrosis due to repeated hepatitis. Intern Med. 2020, 59:1035-40. 10.2169/internalmedicine.4072-19

6. Altay D, Yılmaz E, Özcan A, Karakükçü M, Ünal E, Arslan D: Hepatitis-associated aplastic anemia in
pediatric patients: single center experience. Transfus Apher Sci. 2020, 59:102900.
10.1016/j.transci.2020.102900

7. Peinemann F, Bartel C, Grouven U: First-line allogeneic hematopoietic stem cell transplantation of HLA-
matched sibling donors compared with first-line ciclosporin and/or antithymocyte or antilymphocyte
globulin for acquired severe aplastic anemia. Cochrane Database Syst Rev. 2013, CD006407.
10.1002/14651858.CD006407.pub2

8. Kıran Taşcı E, Karakoyun M, Özdemir Karadaş N, et al.: Aplastic anemia frequency and management in
pediatric liver transplantations due to non-A-E hepatitis. Turk J Gastroenterol. 2021, 32:313-7.
10.5152/tjg.2021.20150

9. Patel KR, Bertuch A, Sasa GS, Himes RW, Wu H: Features of hepatitis in hepatitis-associated aplastic
anemia: clinical and histopathologic study. J Pediatr Gastroenterol Nutr. 2017, 64:e7-e12.
10.1097/MPG.0000000000001271

10. Božić Ozretić D, Piplović Vuković T, Vuković J, Madunić S, Podrug K, Puljiz Ž: Fatal hepatitis-associated
aplastic anemia in a young male. Case Rep Gastroenterol. 2020, 14:383-90. 10.1159/000508438

11. Bastola S, Kc O, Khanal S, Halalau A: Hepatitis-associated aplastic anemia from workout supplement: rare
but potentially fatal entity. SAGE Open Med Case Rep. 2020, 8:2050313X20901937.
10.1177/2050313X20901937

12. Kakiuchi T, Eguchi K, Koga D, et al.: Changes in bone marrow and peripheral blood lymphocyte subset
findings with onset of hepatitis-associated aplastic anemia. Medicine (Baltimore). 2022, 101:e28953.
10.1097/MD.0000000000028953

13. Savage WJ, DeRusso PA, Resar LM, et al.: Treatment of hepatitis-associated aplastic anemia with high-dose
cyclophosphamide. Pediatr Blood Cancer. 2007, 49:947-51. 10.1002/pbc.21143

14. Doney K, Leisenring W, Storb R, Appelbaum FR: Primary treatment of acquired aplastic anemia: outcomes
with bone marrow transplantation and immunosuppressive therapy. Seattle Bone Marrow Transplant Team.
Ann Intern Med. 1997, 126:107-15. 10.7326/0003-4819-126-2-199701150-00003

15. Toshimi Y, Motohiro H, Shingo M, Naoto A: Successful immunosuppressive treatment for hepatitis-
associated aplastic anemia. Jpn J Pediatr Hematol. 2002, 16:95-8.

16. Gonzalez-Casas R, Garcia-Buey L, Jones EA, Gisbert JP, Moreno-Otero R: Systematic review: hepatitis-
associated aplastic anaemia--a syndrome associated with abnormal immunological function. Aliment
Pharmacol Ther. 2009, 30:436-43. 10.1111/j.1365-2036.2009.04060.x

17. Safadi R, Or R, Ilan Y, et al.: Lack of known hepatitis virus in hepatitis-associated aplastic anemia and
outcome after bone marrow transplantation. Bone Marrow Transplant. 2001, 27:183-90.
10.1038/sj.bmt.1702749

18. Bozkaya H, Yurdaydin C, Toruner M, et al.: Remission of severe aplastic anemia associated with hepatitis B
virus infection after viral clearance: potential role of lamivudine. Dig Dis Sci. 2002, 47:1782-5.
10.1023/a:1016444611997

19. Waheed Y, Siddiq M: Elimination of hepatitis from Pakistan by 2030: is it possible? . Hepatoma Res. 2018,

2022 Thakur et al. Cureus 14(9): e29079. DOI 10.7759/cureus.29079 5 of 6

https://dx.doi.org/10.21089/njhs.54.0157
https://dx.doi.org/10.21089/njhs.54.0157
https://dx.doi.org/10.1016/j.hemonc.2020.10.001
https://dx.doi.org/10.1016/j.hemonc.2020.10.001
https://dx.doi.org/10.1016/j.jpeds.2020.08.028
https://dx.doi.org/10.1016/j.jpeds.2020.08.028
https://dx.doi.org/10.1097/MPG.0000000000002940
https://dx.doi.org/10.1097/MPG.0000000000002940
https://dx.doi.org/10.2169/internalmedicine.4072-19
https://dx.doi.org/10.2169/internalmedicine.4072-19
https://dx.doi.org/10.1016/j.transci.2020.102900
https://dx.doi.org/10.1016/j.transci.2020.102900
https://dx.doi.org/10.1002/14651858.CD006407.pub2
https://dx.doi.org/10.1002/14651858.CD006407.pub2
https://dx.doi.org/10.5152/tjg.2021.20150
https://dx.doi.org/10.5152/tjg.2021.20150
https://dx.doi.org/10.1097/MPG.0000000000001271
https://dx.doi.org/10.1097/MPG.0000000000001271
https://dx.doi.org/10.1159/000508438
https://dx.doi.org/10.1159/000508438
https://dx.doi.org/10.1177/2050313X20901937
https://dx.doi.org/10.1177/2050313X20901937
https://dx.doi.org/10.1097/MD.0000000000028953
https://dx.doi.org/10.1097/MD.0000000000028953
https://dx.doi.org/10.1002/pbc.21143
https://dx.doi.org/10.1002/pbc.21143
https://dx.doi.org/10.7326/0003-4819-126-2-199701150-00003
https://dx.doi.org/10.7326/0003-4819-126-2-199701150-00003
https://scholar.google.com/scholar?q=intitle:Successful immunosuppressive treatment for hepatitis-associated aplastic anemia
https://dx.doi.org/10.1111/j.1365-2036.2009.04060.x
https://dx.doi.org/10.1111/j.1365-2036.2009.04060.x
https://dx.doi.org/10.1038/sj.bmt.1702749
https://dx.doi.org/10.1038/sj.bmt.1702749
https://dx.doi.org/10.1023/a:1016444611997
https://dx.doi.org/10.1023/a:1016444611997
https://dx.doi.org/10.20517/2394-5079.2018.58


4:45. 10.20517/2394-5079.2018.58
20. Ali SA, Donahue RM, Qureshi H, Vermund SH: Hepatitis B and hepatitis C in Pakistan: prevalence and risk

factors. Int J Infect Dis. 2009, 13:9-19. 10.1016/j.ijid.2008.06.019
21. Locasciulli A, Bacigalupo A, Bruno B, et al.: Hepatitis-associated aplastic anaemia: epidemiology and

treatment results obtained in Europe. A report of The EBMT aplastic anaemia working party. Br J Haematol.
2010, 149:890-5. 10.1111/j.1365-2141.2010.08194.x

22. Pol S, Driss F, Devergie A, Brechot C, Berthelot P, Gluckman E: Is hepatitis C virus involved in hepatitis-
associated aplastic anemia?. Ann Intern Med. 1990, 113:435-7. 10.7326/0003-4819-113-6-435

23. Hibbs JR, Issaragrisil S, Young NS: High prevalence of hepatitis C viremia among aplastic anemia patients
and controls from Thailand. Am J Trop Med Hyg. 1992, 46:564-70. 10.4269/ajtmh.1992.46.564

24. Ikawa Y, Nishimura R, Kuroda R, et al.: Expansion of a liver-infiltrating cytotoxic T-lymphocyte clone in
concert with the development of hepatitis-associated aplastic anaemia. Br J Haematol. 2013, 161:599-602.
10.1111/bjh.12259

25. Bowen DG, Warren A, Davis T, Hoffmann MW, McCaughan GW, Fazekas de St Groth B, Bertolino P:
Cytokine-dependent bystander hepatitis due to intrahepatic murine CD8 T-cell activation by bone marrow-
derived cells. Gastroenterology. 2002, 123:1252-64. 10.1053/gast.2002.36058

26. Rauff B, Idrees M, Shah SA, et al.: Hepatitis associated aplastic anemia: a review . Virol J. 2011, 8:87.
10.1186/1743-422X-8-87

27. Lala V, Goyal A, Minter DA: Liver Function Tests . StatPearls [Internet]. StatPearls Publishing, Treasure
Island, FL; 2022.

2022 Thakur et al. Cureus 14(9): e29079. DOI 10.7759/cureus.29079 6 of 6

https://dx.doi.org/10.20517/2394-5079.2018.58
https://dx.doi.org/10.1016/j.ijid.2008.06.019
https://dx.doi.org/10.1016/j.ijid.2008.06.019
https://dx.doi.org/10.1111/j.1365-2141.2010.08194.x
https://dx.doi.org/10.1111/j.1365-2141.2010.08194.x
https://dx.doi.org/10.7326/0003-4819-113-6-435
https://dx.doi.org/10.7326/0003-4819-113-6-435
https://dx.doi.org/10.4269/ajtmh.1992.46.564
https://dx.doi.org/10.4269/ajtmh.1992.46.564
https://dx.doi.org/10.1111/bjh.12259
https://dx.doi.org/10.1111/bjh.12259
https://dx.doi.org/10.1053/gast.2002.36058
https://dx.doi.org/10.1053/gast.2002.36058
https://dx.doi.org/10.1186/1743-422X-8-87
https://dx.doi.org/10.1186/1743-422X-8-87
https://www.ncbi.nlm.nih.gov/books/NBK482489/

	Assessment of Hepatic Profile in Acquired Aplastic Anemia: An Experience From Pakistan
	Abstract
	Introduction
	Materials And Methods
	Results
	TABLE 1: Hepatitis status of participants
	TABLE 2: Comparison of CBC profile in participants with and without hepatitis
	TABLE 3: Comparison of liver profile in participants with and without hepatitis

	Discussion
	Limitations

	Conclusions
	Additional Information
	Disclosures

	References


