
INTRODUCTION

Acute pancreatitis is a severe and life-threatening
disease. It is a frequent cause of acute medical ab-
dominal emergencies. The major causes of acute
pancreatitis include gallstone disease, alcohol in-
gestion, metabolic disorder such as hypertriglyce-
ridemia and hypercalcemia, drug intake, various
interventions including endoscopic retrograde cho-
langiopancreatography (ERCP), and surgery (1,
2). Parasitic diseases causing acute pancreatitis
are extremely rare. In clinical practice, acute pan-
creatitis is an extremely rare finding in the course
of Fasciola hepatica (F. hepatica) infestation (3-7).
We present two patients with acute pancreatitis
due to F. hepatica.

CASE REPORTS

Case 1

A 51-year-old female was admitted to our hospital
due to a sudden onset of nausea and upper abdo-
minal pain in May 2005. She cited no history of
drug abuse or alcohol ingestion, gallstone disease,

abdominal trauma or surgery. Physical examinati-
on revealed severe tenderness in the epigastrium
with hypoactive bowel sound and fever (38°C). La-
boratory data on admission showed elevated se-
rum levels of pancreatic enzymes, i.e., amylase
(1046 IU/L; reference range: 35-133 IU/L) and li-
pase (1538 IU/L; reference range: 7-38 IU/L). Whi-
te blood cell count was 7,750 mm-3 (reference ran-
ge: 3,200-8,500 mm-3), and eosinophil rate was
9.7% (reference range: 0.5%-5%). Alkaline phosp-
hatase was 148 IU/L (reference range: 98-279
IU/L), and bilirubin was 1.3 mg/dl (reference ran-
ge: 0-1 mg/dl). Serum values were as follows: ala-
nine aminotransferase (ALT) 325 IU/L (reference
range: 16-31 IU/L), aspartate aminotransferase
(AST) 612 IU/L (reference range: 16-31 IU/L), and
lactate dehydrogenase (LDH) 904 IU/L (reference
range: 200-480 IU/L); calcium was within referen-
ce ranges.

Abdominal ultrasonography showed bile duct dila-
tion and hyperechoic materials filling the common
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Fasciola hepatica insanlarda hastal›k yapabilen zoonotik bir
hastal›kt›r. Fasciola hepatica safra kanallar›nda inflamasyon
ve t›kan›kl›¤a yol açabilen fakat akut pankreatit sebebi olarak
nadiren bildirilmifl bir hastal›kt›r. Biz akut pankreatiti olan iki
hasta sunaca¤›z. Endoskopik retrograd kolanjiopankreatografi
tipik özelliklerini gösterirken, sfinkterotomi pek çok parazitin
ç›kar›lmas›na olanak sa¤lad›. Öncelikle hastal›ktan flüphelen-
mek ve özgün ultrasonografi bulgular› ve eozinofili hastal›¤›n
tan›s›nda çok yard›mc›d›r.

Anahtar kelimeler: Fasciola hepatica, akut pankreatit

Fasciola hepatica is a zoonotic liver fluke that can cause disea-
se in humans. F. hepatica is known to cause bile duct inflam-
mation and biliary obstruction, but is rarely reported as respon-
sible for producing acute pancreatitis. We report two patients
complaining of acute pancreatitis. Endoscopic retrograde cho-
langiopancreatography showed distinct features, and sphincte-
rotomy allowed extraction of multiple parasites. A high index of
suspicion, specific ultrasonographic findings and eosinophilia
are very helpful in the diagnosis of the disease. 
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bile duct (CBD) (Figure 1) and diffuse enlarge-
ment of the pancreas. A cholangiogram depicted
dilation and numerous motile curvilinear filling
defect images in the CBD, and irregularities at the
bile duct wall (Figure 2). An endoscopic sphincte-
rotomy was done with extraction of multiple Fas-
ciola flukes (Figure 3). The following day, post
ERCP ultrasound showed prominent bile duct
wall thickness after the clearance of the flukes
from the CBD (Figure 4a,b). Treatment with tric-
labendazole as a single oral dose of 10 mg/kg was
ordered. Follow-up demonstrated normal labora-
tory values and no evidence of the disease for thre-
e years thereafter.

Case 2

A 70-year-old male was admitted to our hospital
due to nausea, upper abdominal pain and jaundice
for three days in May 2007. He did not cite any his-
tory of drug abuse or alcohol ingestion, gallstone
disease, abdominal trauma or surgery. He had a
history of watercress consumption. On physical
examination, severe tenderness in the epigastrium
with jaundice was noted. Laboratory data on ad-
mission showed elevated serum levels of pancrea-
tic enzymes, i.e., amylase 621 IU/L and lipase 1978
IU/L. White blood cell count was 12,600 mm-3, eo-
sinophil rate was 26%, alkaline phosphatase was
205 IU/L, and bilirubin was 10 mg/dl. Serum valu-
es of ALT and AST were 107 IU/L and 44 IU/L, res-
pectively; LDH and calcium were within their re-
ference ranges.

Abdominal ultrasonography showed bile duct dila-
tion and gallbladder wall thickening (5.2 mm).
There were numerous hyperechogenic, non-shado-
wing materials at the fundus of the gallbladder
(Figure 5) and diffuse enlargement of the pancre-
as. A cholangiogram depicted dilatation and nu-
merous motile curvilinear filling defect images in
the CBD and irregularities at the bile duct wall.
An endoscopic sphincterotomy was done with ex-
traction of multiple Fasciola flukes. Treatment
with triclabendazole as a single oral dose of 10
mg/kg was ordered. Follow-up demonstrated nor-
mal laboratory values and no evidence of the di-
sease for one year thereafter.

DISCUSSION

Fascioliasis is a rare zoonotic disease, caused by F.
hepatica, a liver fluke. F. hepatica infests sheep,
cattle and other herbivorous animals; humans are
only accidental hosts (8). Infection results from in-
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FFiigguurree  11.. Abdominal ultrasonogram showing dilated common
bile duct (arrows) filled by hyperechogenic fasciola flukes. Ar-
rowhead: portal vein, g: gallbladder.

FFiigguurree  22.. Cholangiogram showing bile duct dilation, curvilinear
filling defects (thin arrows), and irregularities on the bile duct
wall (thick arrow).

FFiigguurree  33.. After sphincterotomy, Fasciola hepatica was extrac-
ted by balloon catheter.
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gestion of metacercariae on uncooked and unwas-
hed vegetables (e.g., watercress and sorrel). After
oral ingestion, the larvae ex-cyst and pass through
the intestinal wall into the peritoneum. They find
their way through the liver to the bile ducts, whe-
re they reside as adult worms. The adult F. hepa-
tica fluke is a flat, brownish colored, leaf-shaped
organism measuring 2.5x1 cm (9, 10, 15). In hu-
mans, maturation and excretion of the eggs take
about 3-4 months. 

Most of the cases in humans have been reported
from South America, Africa, Australia, Mediterra-
nean countries, and China (11, 12). These countri-
es have significant sheep and livestock industries.
In general, the geographic prevalence of the hu-
man disease is parallel to that of endemic animal
illness. Although raising livestock is a common
practice in Turkey, human fascioliasis is quite ra-
re. In a study performed by us previously, we de-
termined that the rate of seroprevalence for F. he-

patica was 0.8% in Mersin province (13), which
was a hypo-endemic level.  

The disease mainly involves the hepatobiliary sys-
tem and manifests in two stages: the hepatic sta-
ge and biliary stage (9, 14, 15). The clinical mani-
festations of fascioliasis differ according to the sta-
ge of the disease. During the first or migration sta-
ge, in which hepatic invasion occurs, fever, right
upper quadrant pain, hepatomegaly, and eosinop-
hilia occur. During the second stage, the parasite
resides in the biliary tract and is responsible for a
variety of symptoms. Affected individuals usually
complain of intermittent episodes of biliary colic,
which may or may not be associated with fever
and chills, symptoms usually found with cholangi-
tis. When symptoms are mild or not present at all
and eosinophilia is not present, the diagnosis of
parasite infestation is difficult to confirm. Occasio-
nally, bile duct obstruction and/or cholangitis do
develop. As we showed previously, eosinophilia
was the most significant laboratory finding (15).
Our two cases had increased eosinophil count rela-
ted to fasciola infestation. However, the clinical
presentation of pancreatitis has only been repor-
ted five times (3-7). In conducting a comprehensi-
ve review of the literature, we found only two re-
ports in which persons were diagnosed with acute
pancreatitis and treated by ERCP (5, 6). Our pati-
ents presented with biliary obstruction and acute
pancreatitis. 

The adult parasite resides in the bile ducts and, by
virtue of its suckers, adheres to the duct wall and
remains stationary in the bile ducts. It is thought
that, when the eggs of the parasite are discharged

FFiigguurree  44aa.. Post endoscopic retrograde cholangio pankreatog-
raphy longitudinal ultrasonogram showing prominent thickness
on the common bile duct wall (asterisk).

FFiigguurree  55.. Abdominal ultrasonogram of Case 2 showing hyperec-
hogenic, non-shadowing material at the gallbladder fundus (ar-
rows).

FFiigguurree  44bb.. Transverse sonogram of the common bile duct sho-
wing thickened wall (arrows).
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into the bile ducts, they travel through the ampul-
la, obstructing the pancreatic duct causing pancre-
atitis (3). Another hypothesis that has been propo-
sed is that pancreatitis results from the passage of
dead adult worms, which lodge in the ampulla
causing obstruction to the pancreatic duct (3). 

Confirmation of the diagnosis of F. hepatica is
usually based on microscopic identification of the
characteristic eggs in the feces or bile. In our pre-
vious study, we determined the F. hepatica ova in
the stool of only one patient out of nine (15). Be-
cause man is an accidental host for this parasite,
the number of flukes reaching the biliary tree is
usually small, and some of them never achieve se-
xual maturity. In consequence, the number of eggs
in the feces is small, and fewer than 35% of the ca-
ses of chronic fascioliasis are diagnosed by parasi-
tic stool tests (16). Serological tests may be help-
ful, but these are not reliable in many countries
(17). The method most widely used is the enzyme-
linked immunosorbent assay. The assay detects
antibodies to the excretory-secretory antigen pro-
ducts from adult F. hepatica (18). 

Abdominal ultrasonography and ERCP may be
useful in defining characteristic findings of the F.
hepatica parasite within the bile ducts. The cha-
racteristic ERCP findings are linear, or filamento-
us, curved or angled, motile filling defects located
in the bile duct and irregularities on the inner sur-
face of the bile ducts (15). Ultrasonography especi-
ally provides useful information (19). Hepatic lesi-
ons produced by migration of the trematodes are
hypoechoic nodules and cystic lesions on ultraso-
und. In the biliary stage, ultrasound seems to be
more useful, and may show biliary dilation and es-
pecially bile duct wall thickening, suggesting bili-
ary fascioliasis. Adult flukes, either due to a direct
irritating effect or perhaps to the induction of a
high proline concentration in the bile, promote
hyperplasia and hypertrophy of the duct epitheli-

um and enveloping periductal fibrosis, resulting in
thickening of the duct walls (20). A significant so-
nographic finding for fascioliasis is that dilated bi-
le ducts are filled with nonshadowing material iso-
echoic to the liver. This feature is related to the
fasciola flukes absolutely filling the bile ducts (15).
It disappeared after extraction of the fasciolae. In
fascioliasis, flukes in the gallbladder as mobile or
non-mobile vermiform structures without acoustic
shadowing may also be demonstrated by ultraso-
und (15). Although there was no conclusive evi-
dence, we thought that the second case might ha-
ve had flukes within the gallbladder. 

While several drugs can be used during the hepa-
tic stage, ERCP is particularly effective in the bi-
liary stage. Parasite removal during ERCP is one
therapeutic option in patients with acute biliary
obstruction due to F. hepatica (15, 21).

Although emetine, bithionol and praziquantel ha-
ve been used for treatment of this parasite in the
past (22), triclabendazole is currently the drug of
choice, and it is safe and effective as a single oral
dose of 10 mg/kg. It is highly efficient against both
mature and immature worms and has been suc-
cessfully administered to patients with fascioliasis
(15, 23, 24). The only side effects are due to disin-
tegrating dead parasites. However, it is not yet ap-
proved for this indication worldwide (except in
Egypt), although it is recommended by the World
Health Organization (25). Therefore, triclabenda-
zole was administered on the basis of compassi-
onate drug use.

In conclusion, fascioliasis should be considered in
the differential diagnosis of abdominal pain, espe-
cially if associated with eosinophilia. Pancreatitis
is an extremely rare complication that can be as-
sociated with biliary involvement. A high index of
suspicion and specific sonogram findings are very
helpful in the diagnosis. However, serological stu-
dies and ERCP can confirm the diagnosis.
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