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Fascioliasis observed during laparoscopic

cholecystectomy

Abstract Fascioliasisisan uncom-
mon zoonotic disease caused by Fas-
ciola hepatica, aliver fluke, for

cholecystectomy. During laparos-
copy peritoneal implants approxi-
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which humans act as an accidental
host, infected by the ingestion of wa-
ter or raw aquatic vegetables con-
taminated with the metacercaria. We
report the case of a patient who pre-
sented to our clinic with right upper
abdominal pain and nausea. Physical
examination and abdominal ultraso-
nography revealed cholelithiasis. Pe-
ripheral blood eosinophilia was the
only positive sign observed during
routine laboratory tests. We therefore
decided to perform laparoscopic
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Introduction

Thefluke, Fasciola hepatica, isan unsegmented hermaph-
roditic flat worm of the class Trematodathat infects sheep,
goats, and cattle. Large (140x75 um), oval, yellow-brown,
percolated eggs are passed in the feces of infected animals
and hatched into ciliated miracidia in water. To be infec-
tive the miracidium must find itsintermediate fresh-water
snail host, Lymnaea natalensisin Africaand L. auricularia
and L. acuminata in Asia, within 8 h. Multiplication takes
place within the snail, and cercariae with unforked tails
emerge. Cercariae encyst on aquatic vegetation and de-
velop into the metacercarial stage. Metacercariae are in-
gested by either normal hosts (sheep or cattl€) or acciden-
tal hosts (humans). The metacercariae excyst in the intes-
tine, perforatetheintestinal wall, enter the peritoneum, and
then pass through the liver capsuleto enter the biliary tree.
In the biliary tract the mature fluke releases eggs that are
once again passed in feces, completing the life cycle [1].
The diseaseisendemicin South America, Puerto Rico, Af-
rica, Australia, and China, whereit is of economic impor-

mately 0.5-1 cm diameter were de-
tected which gave an impression of
peritoneal carcinomatosa. Laparos-
copic cholecystectomy was per-
formed, and biopsies were taken
from the peritoneal implants which
were examined histopathologically,
and fascioliasis was determined.
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tance in the sheep and livestock industry [2]. In general,
the geographic prevalence of human disease parallels that
of endemic animal illness.

Clinical suspicion of the infestation may arise in pa-
tients with tender hepatomegaly, fever, and eosinophilia
which begins approximately 2 weeks after ingestion of
contaminated water and may last for several weeks. The
adult fluke may produce obstructivejaundiceor predispose
tocholelithiasis[3]. Thediagnosis can be confirmed by se-
rology and by the identification of the ovain the stool or
in duodenal aspirates.

We report an unusual case of a patient with hepatic fas-
cioliasiswhowasdiagnosed during laparoscopic cholecys-
tectomy presenting as “peritoneal carcinomatosa.”

Case report

A 58-year-old woman was admitted to the hospital with aright upper
quadrant pain radiating to the right shoulder and epigastric region,
anorexia, night sweat, and weight loss. She resided in Gerede, aru-
ral areain central Anatolia. She gave a history of drinking probably
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Fig. 1a,b Fasciola hepatica organism

contaminated water. Her current symptoms started 2 years before ad-
mission to our clinic. Physical examination revealed only mild right
hypochondrial tenderness. Blood analysis showed: Hb 12.5 g/dl,
7800 leukocytes with 63% eosinophils, sedimentation rate 15 mm/h,
total bilirubin 1.34 g/dl, ALT 45 U/I, AST 41 U/l, GGT 58 U/I, and
alkaline phosphates 120 U/I. Resultsof three stool sampleswere neg-
ative for ovaand parasites. Abdominal ultrasonography showed on-
ly cholelithiasis. Common bile duct and other viscerawere described
as normal. During the laparoscopic examination multiple grayish,
white nodul es approximately 0.5-1.0 cm in diameter were observed
all over the surface of theliver, peritoneum, and omentum majus. No
abnormality of other viscerawas found. Frozen section of three dif-
ferent biopsy samples of these nodules revealed a benign disease,
and |aparoscopic cholecystectomy was performed. Histopathologi-
cal examination of the paraffin-embedded ti ssue sectionsof gall blad-
der and nodules showed cholecystitis and F. hepatica organism, re-
spectively (Fig. 1). Ornidazole was used in doses of 15 mg/kg t.i.d.
for 6 months. After 6 months complete cure was observed by clini-
cal, biochemical, radiological, and parasitological examinations.

Discussion

F. hepatica wasfirst described in 1379 by Jehan de Brie[4].
The diagnosis of fascioliasis should be considered in pa-
tients from endemic areas with a history of ingestion of
aguatic plants. The most common aguatic plant eaten by
humansiswatercress. Lack of ingestion of these plantsdoes
not rule out infection, however, as there is evidence of in-
fection acquired by drinking water containing the infective
metacercariae [5]. F. hepatica infection has two distinct
phases, in which the signs and symptoms are quite differ-
ent. Theinitial, or hepatic, phase of theillness occurswhen
the organism perforates the liver capsule and begins to mi-
gratethrough the liver parenchymatoward the large biliary
radicles. Thisstageusually lasts 1-3 months after ingestion
of the metacercariae. It ischaracterized by fever, paininthe
right hypochondrium, hepatomegaly, hypergammoglobuli-

nemia, and marked eosinophilia. Mild hepatitis, severe sub-
capsular hemorrhage, and frank hepatic necrosis have been
associated with this stage of disease. In general, finding the
triad of absolute eosinophilia, fever, and right upper quad-
rant pain should raise suspicion of hepatic fascioliasis.

Stool studiesfor ovaand parasites are unrevealing dur-
ing this phase since the parasites cannot produce eggs be-
foreinvasion of the biliary tree. Probably our patient was
also in the hepatic phase and therefore had the symptoms
of hepatic fascioliasis, and stool samples were thus nega-
tive for ova or parasites.

The biliary stage often presents with intermittent right
upper quadrant pain with or without cholangitis or choles-
tasis. Significant eosinophiliaisavariable finding [6-10].
In the past, stool examination by the filtration-ninhydrin
method was a sensitive screening test in this stage of dis-
ease [11]. More recently the ethylacetate-formalin sedi-
mentation technique has been used in most clinical labor-
atories. Eggs of Fasciolopsis buski can be easily confused
with those of F. hepatica.

It is almost impossible to describe specific clinical
symptoms due to F. hepatica. Clinical manifestations vary
depending on the period of the disease. The high rate of
concomitant biliary stonesis blamed on bile stasis and in-
flammation [6]. Although eosinophiliamay be present dur-
ing the acute phase of the disease, it disappears in the
chronic phase [12]. Therefore it is not surprising in the
present series not to have observed such a finding. Under
proper environmental conditions F. hepatica has been re-
ported to cause epidemics [3-15].

Ultrasonography and operative or percutaneos transhe-
patic or endoscopic retrograde pancreatico-cholangiogra-
phy have been usedtovisualizethe parasitein several cases
[16]. Thediagnosisof hepatic fascioliasiscan be suggested
by computed tomography when the following characteris-
tics are seen: clusters of microabscesses arranged in tract-
like fashion, subcapsular location of the hepatic lesions,
and very slow evaluation of thelesion on follow-up exam-
inations [17]. Operative diagnosis of F. hepatica is often
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made upon being encountered accidentally while explor-
ing the common bile duct for other reasons [18].

Although not available in most centers, enzyme-linked
immunosorbent assay (ELISA), complement fixation, and
diffusion precipitin tests, are very specific and have led to
an advanceinthe definite diagnosisof F. hepatica[19, 20].
The ELISA has been shown to be rapid, sensitive, and
guantitative. The assay detects antibody to the excretory-
secretory antigen products from adult F. hepatica [1, 22].
In 45 Egyptian patients with fever of unknown origin EL -
I SA had 100% sensitivity and 97.8% specificity for detec-
tion of antigen products [20].

The diagnosis of fascioliasis is based on the clinical
symptoms, absol ute eosinophilia, and the detection of ova
or worm in the feces or duodenal juice during the station-
ary stage. Theresultsof serological testsareespecially use-
ful in the acute stage of the disease because there are no
eggs in bile juice or feces until the worm reaches the bile
duct. It may prove virtually impossible to reach a preop-
erativediagnosisin F. hepatica patientswith surgical com-
plications without the aid of serological tests, should there
be no evidence of the trematod in the feces.

Biliary obstruction, inflammatory changes, and recur-
rent cholangitic episodes leading to cirrhosis of the liver
may be avoided if the parasite is diagnosed and treated
medically early in the course. Emetine hydrochloride, bi-
thionol, and praziquantel have been used with compar-
able success in the medical treatment of such early cases
[2, 14, 15]. The cure rate with bithionol isin the range of
50% during a 1-month period; for thisreasonitisusedin
very few countries and is not available in most Latin
American countries. Emetine is used because of its high
efficacy in the treatment of acute and chronic infections,
but it has important side effects: hypotension, tachycar-
dia, electrocardiographic changes, vomiting, and diar-

rhea. For these reasons patients must be hospitalized. De-
hydroemetine is better tolerated and causes less cardiac
alterations.

Praziquantel, an antihelminthic with very good results
against organisms other than Schistosoma, is not useful
against F. hepatica, probably dueto itsthick tegument that
obstructsdrug penetration. Albendazole, whichisefficient
against animal fascioliasis, has ahigh rate of failurein hu-
man infections. Triclabendazole has high fasciolicide ef-
ficiency against acute and chronic infections in animals
and isadministered asasingle oral dose, with very few ad-
verse effects. Triclabendazole is licensed exclusively for
animal treatment and has rarely been used in humans, and
then only in severe cases when other drugs have failed and
with the informed consent of the patients [3].

Thecasedescribed herewas probably afascioliasiscase
in theinvasion phase. We therefore could not find the eggs
or the organism itself in the stool samples. The only posi-
tive finding was eosinophilia, and the patient’s diagnosis
was decided to be cholelithiasis. During the laparoscopic
examination multiple grayish, white nodules approxi-
mately 0.5-1.0 cm in diameter were observed all over the
surface of the liver, peritoneum, and omentum majus. Al-
though it seemed to be as* peritoneal carcinomatosa’, his-
topathological examination of the lesions reveal ed fascio-
liasis associated with cholelithiasis. In our clinic ornida-
zolewasused in doses 15 mg/kgt.i.d. After 6 monthscom-
plete cure has been observed by clinical, biochemical, and
parasitological examinations. Findings on computed to-
pography were normal, but we did not have one before the
operation; it wasthought to haveonly limited valuein eval -
uating our patient. We recommend the use of above med-
ications at any stage of the disease to eradicate F. hepat-
ica. Human fascioliasis should be kept in mind in any case
of cholelithiasis or cholangitis.
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