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Fasciolosis is a zoonotic infection caused by trematodes fasciola hepatica and fasciola gigan-
tic, and humans are incidental hosts. Although infrequently reported in developed nations,
it is common in developing countries. Few cases have been reported in Africa, specifically
in Ethiopia. This article reports a case of a 4-year-old Ethiopian child who presented with

right upper quadrant abdominal pain. His complete blood count showed eosinophilia, and
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imaging demonstrated lesions at peripheral subcapsular parenchyma and central along the
biliary tree. Serologic tests confirmed liver fluke infection with fasciola hepatica indirect
hemagglutination test titer of 1/4000. Computed tomography imaging appearances of hep-
atic fasciolosis depend on the phase and course of the disease and should be considered in
differential diagnosis of lesions along the biliary tree.

© 2025 Published by Elsevier Inc. on behalf of University of Washington.

This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/)

Introduction

Fascioliasis is a zoonotic parasitic disease caused by liver
flukes primarily targeting the liver and biliary ducts [1-3]. Fas-
ciola hepatica and Fasciola gigantica are the 2 commonly de-
scribed species causing diseases in humans [1,2]. The parasite
has a complex life cycle and humans are one of the final mam-

mal hosts, sheep and cattle being the commonest hosts [3].
Animals are infected by contaminated pasture during grazing,
and humans from contaminated raw water plants or cooking
utensils [2,3]. Even though the significant negative impact on
livestock and their products is well known, it is relatively re-
cent, since the 1990s, that human health-related issues are
well described; and expected to increase in incidences due to
global warming [2-4].
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Fig. 1 - Axial noncontrast abdominal CT scan. Image A shows hypoattenuating branching type (green arrow) and hilar (red
arrow) lesions. Image B shows a peripheral parenchymal lesion (yellow arrow)

These parasitic diseases are reported in large burden in
Latin America, particularly in Bolivia [5]. Relatively less fre-
quent reports have been made in Africa, Asia, and Europe. In
Africa, it is noted in only 12 countries, Ethiopia being one of
them, although the disease is likely underdiagnosed in most
parts of the continent [2,6]. The population’s dietary habits
play a role in the disease burden. Ethiopians have a culture of
consuming raw vegetables which could be one of the reasons
for reports in Ethiopia [1,2]. Despite such predisposing habits,
reports of the disease in Ethiopia are few [2].

Case presentation

A 3-year-old male child who was relatively healthy 9 weeks
back started to complain of right upper quadrant pain and
low-grade intermittent fever. 2 weeks before his presenta-
tion to our hospital, he developed yellowish discoloration of
the eyes. Otherwise, he had no cough, bowel habit change,
or significant weight loss. His past medical history was un-
remarkable and no similar illness in the family. The family
lives in Addis Ababa, the capital of Ethiopia. His usual dietary
habit commonly includes vegetable sides which consist of let-
tuce, cabbage, tomato, and pepper. He was vaccinated accord-
ing to the national program. On physical examination, vital
signs were with in normal range, and anthropometric mea-
surements were within the normal limit for his age.

On routine investigations, on complete blood count his
white blood cell count was elevated at 14,000x10°/L with
eosinophilia of 55%, and other cell lines are normal. ESR was
elevated, 42mm/hr. Liver function tests were normal. Hep-
atitis B and C viral markers were negative. Serologic stud-
ies showed a raised Ig E level of 3900ku/] and fasciola hepat-
ica indirect hemagglutination test titer was positive at 1/4000.
Stool exam was negative. Chest x-ray was unremarkable. Ab-
dominal ultrasound showed multiple small confluent periph-
eral subcapsular hypoechoic hepatic lesions that extend to
the hilum along the portal vein distributions. There was a
3x4 cm confluent hypoechoic lesion at the hilum. No biliary
wall thickening or dilatation was seen. The gallbladder has a

free lumen and a normal wall thickness. Unfortunately, ultra-
sound images were not saved and we just used the report.
Pre- and post-contrast abdominopelvic Computed tomogra-
phy scan (CT) was done 3 weeks after the US scan. The pre-
contrast study showed normal-size liver and hypoattenuat-
ing branching-type lesions that extend from the periphery to
the hilum and a large confluent mass-like lesion at the hilum
(Fig. 1A). There are also separate lesions at the subcapsular
region which did not show apparent extension to the hilum
(Fig. 1 B).In the post-contrast study, the peripheral and branch-
ing type lesions showed peripheral enhancement, likely rep-
resenting dilated biliary trees, and the hilar region confluent
mass-like lesion shows enhancement (Fig. 2A and C). Periph-
eral multiple enhancing parenchymal lesions over the poste-
rior segment are seen (Fig. 2B). There was also hypo enhancing
periportal lymphadenopathy measuring 2.5x2.6 cm (Fig. 3).

The diagnosis of fasciola hepatica was made based on the
patient’s clinical presentation and suggestive laboratory find-
ings and imaging studies. The patient was given 2 doses of tri-
clabendazole, 2mg/kg/dose, one week apart. After treatment,
the symptoms gradually subsided, and laboratory findings
started to normalize several weeks after treatment.

Discussion

Fasciolosis is a snail-borne parasitic disease caused by trema-
todes of the genus Fasciola [4]. Worldwide, both Fasciola hep-
atica and Fasciola gigantica are known to cause human dis-
ease, but in eastern Africa and particularly Ethiopia, fasciola
hepatica is the most commonly reported species in both ani-
mals and humans [2,4,7]. The infections in humans are from
eating leafy water plants or raw fish meat, which is an in-
termediate host of the parasite [2,3]. The ingested parasite,
encysted metacercariae, exodus in the duodenum and pen-
etrates the intestine into the peritoneal cavity and then into
the liver capsule to infect liver parenchyma and biliary tree
[2]. The pathogenesis in the liver has 2 phases: parenchymal
phase and biliary phase. The parenchymal phase starts af-
ter the parasite penetrates the liver capsule and ends when
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Fig. 2 - Postcontrast abdominal CT axial (A and B) and coronal (C) images: shows an enhancing hilar lesion (A: yellow arrow)
which is continuous with the peripheral liver lesion (A: blue arrow). Biliary tree dilations and peripheral enhancement are
demonstrated in image A (red arrow) and image C (yellow arrows). Peripheral parenchymal lesion in the posterior liver

segment is shown in image B.

Fig. 3 - Axial contrast-enhanced abdominal CT image
showing hypo enhancing periportal confluent
lymphadenopathies (green arrow).

it reaches the biliary tree, then biliary phase follows. Both me-
chanical and chemical damages as well as the clinical mani-
festations will depend on the degree of infestation. The leaf-
shaped adult worms can be seen with the naked eye, F hep-
atica measuring 3*1.5cm and Fasciola gigantica measuring
7.5%1cm [2]. The adult worms will release eggs which will pass
through faeces and later hatch to miracidia. The miracidia will
be consumed by snails, intermediate host, and cercariae will
leave the snail to encyst on aquatic plants and ready to initiate
another infectious cycle [2].

Clinical presentations of fasciola infections are widely vari-
able and range from nonspecific systemic manifestations like
fever to relatively specific right upper quadrant pain and jaun-
dice [3]. Our patient had an intermittent low-grade fever, right
upper quadrant pain and jaundice; which are among the com-
monly mentioned presentation of this disease entity [8]. More-

over, the clinical presentations are affected by the phase of the
disease. The parenchyma phase is the first phase and it starts
after the parasite penetrates the liver [8]. Infected individuals
at this phase will have manifestations including fever, hep-
atomegaly, right hypochondriac pain, nausea vomiting, and
myalgia; and these features make clinicians consider liver ab-
scess which is by far more common than fascioliasis. The bil-
iary phase is more chronic and patients will be chronically
sick looking with weight loss and wasting. They will also have
jaundice, malaise, and epigastric and right upper quadrant
pain [2,8].

Ultrasound and computed tomography are commonly
used imaging modalities. The imaging appearance, extent of
findings, and type of findings depend on the duration of ill-
ness and phase of infection [9]. In the parenchymal phase, ul-
trasound will show predominantly peripheral or diffuse hy-
perechoic or hypoechoic lesions [9]. In our patient a periph-
eral subcapsular hypoechoic lesions were seen, which is one
of the described imaging findings in this phase. These early
phase findings can be variable but more consistent after 8
weeks post-infection [9]. In the biliary phase ultrasound will
show ductal dilatations with wall thickening [10]. In our pa-
tient, hypoechoic confluent type lesions were seen around the
hepatic hilum extending from the subcapsular lesions. On the
ultrasound report, there was no biliary tree dilatation and the
reason for this could be the time gap between the US and CT.
The parenchymal findings can be seen together with ductal
dilatation [9,10]. These findings were also seen in our case.
Computed tomography findings in the parenchymal phase in-
clude focal or multiple oval to round peripheral hypodense le-
sions with peripheral enhancement [9], just like in our case.
In the biliary phase, ductal dilatations with periportal thick-
ening are the dominant features [8,10]. In our patient, the CT
showed branching-type hypoattenuating lesions with periph-
eral enhancement consistent with biliary tree dilation and
cholangitis. The other frequently described imaging finding is
periportal lymphadenopathy [10], which was also seen in our
case.
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Diagnosis of fasciola is commonly settled by laboratory
tests [8]. There are specific confirmatory tests like postmortem
examinations and egg detection in stool. Other indirect evi-
dence of infection like ELISA and immunoassay techniques
can also be used. Stool egg detection is commonly done but
sensitivity is low [4]. In our case, the diagnosis was confirmed
by a serological test, fasciola hepatica indirect hemagglutina-
tion test titer.

The preferred treatment of choice is oral triclabendazole
10mg/kg which is repeated after 12 hours. This agent is active
against both the adult and infective larvae. Less effective al-
ternative agents include oral artesunate, metronidazole, and
albendazole [2]. Our patient was treated with 2 doses of tri-
clabendazole given 12 hours apart. He showed clinical and
imaging improvement after treatment.

Conclusion

Hepatic fasciolosis usually presents in parenchymal phase but
less commonly can present with mixed biliary and parenchy-
mal phases at the same time depending on the time of imag-
ing in the disease course. Here we report a confirmed case of
hepatic fasciolosis with imaging apperance of mixed biliary
and parenchymal phases.

Availability of data and materials

The data supporting the findings of the case are available upon
request to the corresponding author.

Author contributions

All authors contributed to this research and read and ap-
proved the final version of the manuscript.

Ethics approval and consent to participate

Not applicable.

Patient consent

Written informed consent was obtained from the patient’s
parents for anonymized patient information to be published
in this article.

REFERENCES

[1] Bayu B, Sebhat A, Alemseged W, Jemal a, Molla G, Tsegaw F,
et al. Cases of human fascioliasis in North-West Ethiopia.
Ethiop ] Health Develop 2005;19(3):237-40.

[2] Alemayehu T, Tariku S, Tesfaye K. Fascioliasis complicated
by acute necrotizing pancreatitis in an Ethiopian child-a
case report on a rare complication of a rarely reported
emerging disease. IJID Regions 2022;3:135-7.

[3] Dermauw V, Muchai J, Al Kappany Y, Castaneda ALF,

Dorny P, et al. Human fascioliasis in Africa: A systematic

review. PLoS One 2021;16(12):e0261166.

Abaya SW, Mereta ST, Tulu FD, Mekonen Z, Ayana M,

Girma M, et al. Prevalence of human and animal fasciolosis

in Butajira and Gilgel Gibe health demographic surveillance

system sites in Ethiopia. Tropical Med Infectious Dis
2023;8(4):208.

Parkinson M, O’Neill SM, Dalton JP. Endemic human

fasciolosis in the Bolivian Altiplano. Epidemiol Infect

2007;135(4):669-74.

[6] Rosas-Hostos Infantes LR, Yataco GAP, Ortiz-Martinez Y,
Mayer T, Terashima A, Franco-Paredes c, et al. The global
prevalence of human fascioliasis: a systematic review and
meta-analysis. Therapeutic Adv Infectious Dis
2023;10:20499361231185413.

[7] Mekete G, Adem AM. Parasitology for medical laboratory
technology students. Jimma University, Faculty of Public
Health 2003:42-4.

[8] Preza O, Klapa I, Tsiakalos A, Cokkinos DD, Chatziioannou.
Fascioliasis: A challenging differential diagnosis for
radiologists. ] Radiology Case Reports 2019;13(1):11.

[9] Dusak A, Onur MR, Cicek M, Firat U, Ren T, Dogra VS.
Radiological imaging features of Fasciola hepatica
infection-a pictorial review. J Clin Imaging Sci 2012;2.

[10] Kabaalioglu A, Ceken K, Alimoglu E, Saba R, Cubuk M,

Arslan G, et al. Hepatobiliary fascioliasis: sonographic and
CT findings in 87 patients during the initial phase and
long-term follow-up. Am ] Roentgenol 2007;189(4):824-8.

4

[5


http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0001
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0001
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0001
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0001
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0001
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0001
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0001
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0001
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0002
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0002
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0002
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0002
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0003
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0003
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0003
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0003
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0003
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0003
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0003
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0004
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0004
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0004
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0004
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0004
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0004
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0004
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0004
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0005
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0005
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0005
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0005
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0006
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0006
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0006
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0006
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0006
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0006
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0006
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0006
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0007
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0007
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0007
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0008
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0008
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0008
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0008
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0008
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0008
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0009
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0009
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0009
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0009
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0009
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0009
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0009
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0010
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0010
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0010
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0010
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0010
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0010
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0010
http://refhub.elsevier.com/S1930-0433(25)00029-9/sbref0010

	Abdominal CT scan findings of a child with hepatic fascioliasis: A case report on rarely reported emerging disease
	 Introduction
	 Case presentation
	 Discussion
	 Conclusion
	 Availability of data and materials
	 Author contributions
	 Ethics approval and consent to participate
	 Patient consent
	 References


