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A rare parasitic cause of cholangitis: Fasciola hepatica
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Abstract

A case of cholangitis caused by live Fasciola hepatica
is presented. The patient, diagnosed with cholangitis,
was treated with 10 mg/kg oral triclabendazole after
the parasite was removed with Endoscopy Retrograde
Cholangiopancreatography (ERCP).

Introduction

Fasciola Hepatica (FH) is a parasite of the leafworm family,
commonly seen in domestic animals and rarely found in hu-
mans as intermediate hosts. Most of the FH cases reported in
the literature are from South America, Eastern Europe, Africa,
China, Australia, and the Middle East [1]. Humans may be ac-
cidental hosts of FH by the consumption of contaminated water
or vegetables. The parasite can cause biliary tract obstruction,
cholangitis, cholecystitis, and pancreatitis [2]. Parasite larvae
penetrate the intestinal wall and enter the peritoneal cavity
[3]. Adult parasites can cause obstructive jaundice, similar to
gallstones, and may lead to cholangiocarcinoma [4]. The living
parasite in the Common Bile Duct (CBD) is rarely found, as the
parasite usually lives in the gallbladder and the thin branches of
the biliary tree [5].
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Case report

A 58-year-old female patient was admitted to our Gastroen-
terology Clinic with complaints of severe right upper abdominal
pain, nausea, and jaundice. She had right upper abdominal pain
for a month, worsening at night, and jaundice for the past week.
The patient lived in Eastern Anatolia (FH endemicarea)and had a
history of eating vegetables from her garden. On physical exami-
nation, the patient was jaundiced, and the right upper quadrant
of the abdomen was tender to palpation. The patient’s hemo-
gram showed a white blood cell count of 12000/mm? and 18%
eosinophilia in the peripheral smear. Her hemoglobin and plate-
let values were normal. Biochemical parameters: total bilirubin
7 mg/dl, direct bilirubin 5 mg/dl, aspartate Aminotransferase
(AST) 35 IU/L, Alanine Aminotransferase (ALT) 65 IU/L, Gamma-
Glutamyl Transpeptidase (GGT) 190 IU/L, Alkaline Phosphatase
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Figure 1: ERCP procedure: Extraction of live Fasciola hepatica from
the common bile duct.

Figure 2: Extracted Fagciolavhepatica.

(ALP) 245 IU/L. Abdominal ultrasound revealed moderate bile
duct dilatation. Magnetic Resonance Cholangiopancreatogra-
phy (MRCP) showed possible distal stenosis of the common bile
duct. Endoscopic retrograde cholangiopancreatography (ERCP)
was performed for diagnosis and treatment. During the ERCP
procedure, live parasites were spilled into the duodenal cavity
(Figure 1). The parasite was removed with a basket, and an an-
tiparasitic drug (triclabendazole) was applied (Figure 2). Imme-
diately after the parasite was removed from the bile duct, the
patient’s pain in the right upper quadrant subsided.

Discussion

Fasciola hepatica is a leaf-shaped parasite usually found in
domestic animals, such as sheep. When an individual acciden-
tally ingests the parasite from raw vegetables or contaminated
water, the parasite larvae may survive gastric acid and enzymes,
penetrate the intestinal wall, and enter the peritoneal cavity,
where they invade the liver [2]. FH may cause obstructive jaun-
dice and is a risk factor for cholangiocarcinoma [4]. Human
fascioliasis has two phases: an acute phase resulting from liver
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invasion and a chronic phase characterized by the presence of
parasites in the bile ducts [6]. Untreated fasciolosis can lead to
recurrent attacks of cholangitis and secondary biliary cirrhosis
[7]. The patient’s history of living in an endemic area and eating
inadequately washed vegetables may provide diagnostic clues.
The patient presented to us with jaundice and right upper ab-
dominal pain. It is well established that ERCP is utilized in both
diagnosis and treatment [8]. ERCP, in addition to facilitating
diagnosis, provides the opportunity to remove parasites from
the common bile duct lumen after sphincterotomy. In this case,
both diagnosis and treatment were achieved with ERCP. Tricla-
bendazole is the drug of choice for human fascioliasis. The drug
was approved for human use by the U.S. Food and Drug Admin-
istration (FDA) in 2019. The recommended dose by WHO and
the US FDA is 10 mg/kg [9]. We administered triclabendazole to
the patient at recommended doses.

Conclusion

FH may cause obstructive jaundice or predispose the patient
to cholelithiasis, a risk factor for cholangiocarcinoma. This para-
site is an important differential diagnosis of obstructive jaun-
dice in countries with a high prevalence of fasciolosis. ERCP
contributes significantly to the diagnosis and treatment of FH.
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