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Cholestasis Caused by Fasciola gigantica
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ABSTRACT

Fascioliasis is an infectious disease caused by the hepatic trematodes Fasciola hepatica and Fasciola gigantica. Here, we report the case
of Fasciola gigantica presenting with biliary obstruction and abdominal pain that was diagnosed and treated by endoscopic retrograde
cholangiography (ERCP). A 46-year-old woman presented with right upper quadrant abdominal pain and jaundice. Physical examination
revealed icterus and hepatomegaly. Laboratory findings revealed an increase in liver transaminases and bilirubin. Abdominal ultrasonography
showed extrahepatic and intrahepatic bile duct dilatation. The patient underwent ERCP. One live Fasciola gigantica was removed from the
common bile duct by ERCP. In conclusion, fascioliasis should be considered in the differential diagnosis of obstructive jaundice, especially
in endemic regions, and it should be kept in mind that ERCP plays an important role in the diagnosis and treatment of these patients. To our
knowledge, this is the second case report of Fasciola gigantica treated by ERCP in Turkey. (Turkiye Parazitol Derg 2014; 38: 201-4)
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OZET

Fasiyoliyazis karaciger tremadotlar olan Fasciola hepatica ve Fasciola gigantica tarafindan meydana getirilen bir enfeksiyondur. Burada
biliyer obstriiksiyon ve karin agrisi ile bagvuran ve endoskopik retrograd kolanjio pankreotografi (ERCP) ile tani ve tedavisi yapilan Fasciola
gigantica olgusu sunuldu. 46 yasinda bayan hasta sag Ust kadranda lokalize karin agrisi ve sarilik sikayetleri ile yatinldi. Fizik muayenesinde
skleralarda ikter ve hepatomegali olan hastanin laboratuar bulgulan arasinda karaciger taransaminazlan ve bilirubinde artis mevcuttu. Batin
ultrasonografisinde koledokta ve intrahepatik safra yollarinda dilatasyon olan hastaya ERCP yapildi. ERCP ile koledoktan bir adet canli
Fasciola gigantica alindi. Sonug olarak fasiyoliyazis obstriiktif sariligin ayirici tanisinda, 6zellikle de endemik bolgelerde dustinilmeli ve bu
hastalarin tani ve tedavisinde ERCP’nin énemli bir yer tuttugu bilinmelidir. Bu vaka bilgilerimize gére tlkemizde ERCP ile tedavi edilen ikinci
fasciola gigantica vakasi olma 6zelligini tagimaktadir. (Turkiye Parazitol Derg 2014; 38: 201-4)
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INTRODUCTION

Fascioliasis is an infection caused by flukes of the class Trematoda,
most often characterized by fever, eosinophilia, and abdominal
pain, although as many as one-half of patients may be asymp-
tomatic. Humans are incidental hosts for Fasciola hepatica,
commonly known as the sheep liver fluke, and Fasciola giganti-
ca; these flukes cause similar illnesses in patients who become
infected by ingesting contaminated watercress or water. The ill-
ness occurs worldwide, particularly in regions with intensive
sheep or cattle production. The incidence of human infection
has apparently increased over the past 20 years (1). Fascioliasis
has two distinct clinical phases: one corresponding to the hepat-
ic migratory phase of the life cycle of the flukes and the other
corresponding to the presence of the parasites in their final
location in the bile ducts (2).

Here, we report a case of Fasciola gigantica infection that was
diagnosed endoscopically and treated by endoscopic extraction
along with antiparasitic medication.

CASE REPORT

A 42-year old female patient was admitted to our clinics with
jaundice, localized pain in the upper right quadrant of the abdo-
men, and loss of appetite. She was living in a village from which
city with sheep and goats. She had a history of dill and parsley
ingestion. Physical examination revealed jaundice and hepato-
megaly. Laboratory investigations showed increases in liver trans-
aminases, alkaline phosphatase (ALP), and total bilirubin levels.
Eosinophil percent was within normal limits in the complete
blood count. Abdominal ultrasonography revealed hepatomega-
ly and dilatation of extrahepatic and intrahepatic bile ducts. The
patient underwent endoscopic retrograde cholangiopancreatog-
raphy (ERCP) for identification of cholestasis etiology. ERCP
showed dilatation of extrahepatic and intrahepatic bile ducts and
a filling defect in the common bile duct (Figure 1). After endo-
scopic sphincterotomy, one live fluke was removed during bal-
loon extraction of the choledochus (Figure 2). The fluke was
removed from the intestinal lumen by a basket (Figure 3).
The liver flatworm was identified as Fasciola gigantica based on
morphology. Single-dose triclabendazole was given to the
patient. During the follow-up period, the symptoms and labora-
tory findings of the patient improved.

DISCUSSION

Fasciola gigantica is a parasitic flatworm of the class Trematoda,
which causes tropical fascioliasis. It is regarded as one of the
most important single platyhelminth infections of ruminants in
Asia and Africa (3). In humans, the infection begins with the inges-
tion of watercress or contaminated water containing encysted
larvae. The larva excysts in the stomach, penetrates the duodenal
wall, escapes into the peritoneal cavity, and then passes through
the liver capsule to enter the biliary tree. Human fascioliasis has
two phases. The hepatic phase of the disease begins 1 to 3
months after ingestion of metacercariae, with penetration and
migration through the liver parenchyma toward the biliary ducts
(4-6). The hepatic phase is characterized by fever with chills,
upper abdominal pain, hepatomegaly, mild hepatitis, weight
loss, and prominent eosinophilia. Reports suggest that the clini-

Figure 1. Filling defect in choledochus

Figure 2. Alive fasciola gigantica

cal presentation of hepatic phase fascioliasis is similar to that of
liver abscesses of other etiologies (7-10). In the biliary phase of
the disease, patients often present with biliary colic, epigastric
pain, jaundice, and abdominal tenderness due to the obstruction
of the bile ducts by adult worms and the resultant inflammatory
response. In this stage, the main laboratory findings are cholesta-
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Figure 3. Fasciola hepatica in vitro

sis, including predominantly elevated serum ALP, gamma-glu-
tamyl transferase (GGT), and total bilirubin (11-13).

The specific differentiation of trematodiases in general can be
made by either a morphological study of adult flukes or by
molecular tools. In the case of liver fluke infections, cholangio-
grams are useful, and biliary fascioliasis is characterized by
non-specific biliary dilatation and single or multiple small filling
defects, which represent flukes themselves. However, the con-
clusive diagnosis of biliary fascioliasis can be made by direct
identification of flukes obtained from endoscopic or surgical
removal or detection of typical eggs in bile from the duodenal
tube (14).

In our region, no previous epidemiologic study reported the
incidence of fascioliasis, but we previously conducted a sin-
gle-center prospective study and found that fascioliasis is not
rare in our region. These patients may often present with biliary
obstruction and hepatitis (15).

Morphologic features of the flatworm in our case verified
Fasciola gigantica. Eosinophilia was absent in the peripheral
blood, and abdominal ultrasonography showed hepatomegaly.
In addition, cholangiography revealed main bile duct dilatation
and a filling defect. These features were in accordance with the
biliary phase of the disease.

CONCLUSION

Fascioliasis is considered a rare cause of biliary obstruction.
ERCP can be used for the diagnosis and treatment in patients
who are admitted with fascioliasis and biliary obstruction.
Furthermore, triclabendazole is an effective agent for medical
therapy. We prescribed triclabendazole therapy after removal of
Fasciola gigantica from the choledochus by ERCP. ERCP plays an
important role in endemic regions of fascioliasis with biliary
obstruction. This is the second case of Fasciola gigantica pre-
senting with biliary obstruction that was diagnosed and treated
with ERCP.
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