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Subcapsular Liver Hematoma: One of
the Many Faces of Acute Fascioliasis

Jorge Alave,"? Mey Leon,' Angelica Terashima,’ Fatima Concha-Velasco,?
Eduardo Gotuzzo,' Carlos Seas,"*® and Miguel M. Cabada'*®

"Instituto de Medicina Tropical Alexander von Humboldt, Universidad Peruana Cayetano
Heredia, Lima, Peru, Departamento de Emergencia, Hospital Nacional Cayetano Heredia, Lima,
Peru, Hospital Antonio Lorena, Universidad Nacional San Antonio Abad del Cusco, Cusco, Peru,
“Departamento de Enfermedades Infecciosas, Tropicales y Dermatoldgicas, Hospital Nacional
Cayetano Heredia, Lima, Peru, and ®Division of Infectious Diseases, University of Texas Medical
Branch, Galveston, Texas, USA

Subcapsular liver hematoma is an uncommon and
underdiagnosed manifestation of fascioliasis. We report
6 cases and review 21 previous reports. The mean age was
51 years; 12 cases were from Peru; and 18 were women. Only
6 patients required surgical drainage. Medical management is
the mainstay treatment.
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Fascioliasis is a food-borne zoonotic disease mainly caused by
the liver trematode Fasciola hepatica [1]. The disease is endem-
ic in the Americas, the Caribbean, Africa, Asia, Western
Europe, and the Middle East. Fasciola is transmitted by ingest-
ing raw vegetables or drinking contaminated water [1, 2]. After
an incubation period of 1 to 3 months, patients may develop
symptoms attributed to parasite migration through the perito-
neum, followed by penetration of the liver capsule [1, 3]. Then,
parasites reach the biliary tract, where they become sexually
mature and can establish a chronic infection for years. In this
phase, Fasciola eggs are shed into the environment.
Subcapsular liver hematoma is a rare complication of the fa-
scioliasis migratory phase, resulting from blood vessel damage.
Few reports have described its presentation and outcomes
[4-16]. Common to some of these case reports is overlooking
the fascioliasis diagnosis, often leading to unnecessary surgical
interventions [4, 5, 7, 8]. We report 6 cases of subcapsular liver
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hematomas associated with fascioliasis in Peru and review 21
previous reports proposing a diagnostic and therapeutic
approach.

CASE REPORT

Case 1

A 52-year-old woman from the highlands was admitted with
3 months of right upper quadrant abdominal pain and fever.
The physical examination revealed hepatomegaly. Hemoglobin
was 13.7 g/dL, leukocytes 18 600 cells/mm?, and eosinophils
11 532 cells/mm?, and liver transaminases and alkaline phospha-
tase were 2 to 3 times the upper limits of normal levels. A con-
trasted abdominal computed tomography (CT) scan showed
2 interconnected hypodense lesions (13X 3.5cm and 8.5 X
5.3 cm) without enhancement over hepatic segments VI, VII,
and VIII, with a volume of about 373 mL (Figure 1A). The
Fas2 enzyme-linked immunosorbent assay (ELISA) result for
Fasciola antibodies was positive, and F hepatica eggs were identi-
fied in a stool sample. The patient received a 2-day course of tri-
clabendazole (10 mg/kg/d). A follow-up CT scan 2 months later
showed a marked reduction in the collections (Figure 1B). Results
from the stool follow-up examination at 3 months were negative.

Case 2

A 38-year-old woman was transferred for acute moderate ane-
mia that required a blood transfusion at another center. She
had been admitted with 6 weeks of right upper quadrant pain
and fever. The physical examination revealed hepatomegaly.
Hemoglobin was 12.3 g/dL and eosinophils 736 cells/mm?,
and alkaline phosphatase was at 2 times the upper limits of nor-
mal values. An abdominal CT scan showed a single hypodense
lesion (16 X 7.2 cm) with no contrast enhancement over seg-
ments VI, VII, and VIII, with a volume of about 970 mL
(Figure 1C). Results from Fas2 ELISA and stool microscopy
for Fasciola eggs were positive. The patient received triclaben-
dazole (10 mg/kg/d) for 2 days. A CT scan 11 months later re-
vealed a marked reduction in the subcapsular liver hematoma
(Figure 1D). Findings from stool follow-up examination at
3 months were negative.

Case 3

A 22-year-old man was admitted with 6 weeks of generalized
pruritus and right upper quadrant pain for 3 weeks. The phys-
ical examination revealed scratch lesions and tenderness on
palpation of the right upper quadrant. Hemoglobin was
14.7 g/dL, leukocytes 10000 cells/mm?>,
900 cells/mm?, and liver enzymes were normal. An abdominal

and eosinophils

CT scan revealed multiple 2-cm round hypodense lesions with
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Figure 1. A, Hypodense heterogeneous hepatic subcapsular collection is adjacent to hepatic segments VI, VII, and VIl (black arrows). B, Reduction of hypodense subcap-
sular collection limited to hepatic segment VII (black arrows). C, Hypodense homogeneous hepatic subcapsular collection is adjacent to hepatic segments VI and VIII (black
arrows). 0, Reduction of the hypodense subcapsular collection limited to hepatic segment VIII (black arrows). £, Hypodense heterogeneous hepatic subcapsular collection is
adjacent to hepatic segments VI, VII, and VIII (black arrows). £, Hypodense homogeneous hepatic subcapsular collections are adjacent to segments VIl and VIl (black arrows).
G, Reduction of hypodense subcapsular collection limited to hepatic segment VII (black arrows). H, Hypodense homogeneous hepatic subcapsular collection is adjacent to
hepatic segments VI, VII, and VIII (black arrows). /, Hypoechogenic heterogeneous hepatic right subcapsular collection (black arrows and star). J, Hypodense homogeneous
hepatic subcapsular collection is adjacent to hepatic segments VI, VII, and VIl (black arrows). K, Reduction of hypodense subcapsular collection limited to hepatic segment VI

(black arrows).

peripheral enhancement throughout the liver parenchyma and
a hypodense lesion (18.4 X 6.4 cm) over segments VI, VII, and
VIII without enhancement, with a volume of about 1047 mL
(Figure 1E). Results from the arc2 immunoelectrophoretic
test and stool microscopy for F hepatica eggs were positive.
The patient was treated with 2 days of triclabendazole
(10 mg/kg/d) with resolution of symptoms. The stool follow-up
examination at 3 months yielded negative findings.

Case 4

A 56-year-old woman was admitted with 4 weeks of right upper
quadrant pain. Findings from the physical examination were
unremarkable. 11.0 g/dL, leukocytes
11 500 cells/mm?, and eosinophils 2564 cells/mm”, and liver
transaminases and alkaline phosphatase were 4 and 2 times

Hemoglobin  was

the upper limits of normal levels, respectively. An abdominal
CT scan revealed 2 connected hypodense lesions (14 X 7 cm
and 6.5 X 4 cm) without enhancement over segments VI, VII,
and VIII, with a volume of about 900 mL (Figure 1F). The
Fasciola Arc2 immune electrophoresis test result was positive,
but findings from repeated stool examinations were negative
for F hepatica eggs. The patient received a 2-day course of tri-
clabendazole (10 mg/kg/d). The eosinophil count returned to
normal after 8 weeks. One year later, a CT scan of the abdomen
revealed a reduced hematoma (Figure 1G).

Case 5

A 45-year-old woman was admitted with 2 months of right up-
per quadrant pain, nausea, and emesis. The physical examina-
tion revealed tender hepatomegaly. Hemoglobin was 11 g/dL,
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leukocytes 8730 cells/mm”’, and eosinophils 1049 cells/mm?>,
and the transaminases and alkaline phosphatase were normal.
Abdominal CT scan showed a hypodense lesion without
contrast enhancement, with a volume of about 500 mL
(Figure 1H). The Fas2 ELISA result for Fasciola antibodies
was positive, but multiple stool microscopy test results were
negative. The patient received a single triclabendazole dose
(10 mg/kg). Within 6 months after treatment, her symptoms
and eosinophilia improved; also, an abdominal ultrasound
detected a diminished hematoma (Figure 1I). However, the
stool microscopy results remained positive for 12 months,
and she received repeated courses of triclabendazole. Three
months after the last course, the stool examination finding
was negative.

Case 6

A 60-year-old woman was admitted 4 years ago with 6 months
of right upper quadrant pain and severe anemia (hemoglobin,
7 g/dL). A contrast abdominal CT scan showed a hypodense le-
sion (14 X 4 cm) without enhancement over hepatic segments
VI, VII, and VIII, with a volume of about 293 mL (Figure 1J).
The patient was treated with 2 doses of triclabendazole
(10 mg/kg) with
(Figure 1K). Four years later, she was readmitted with a

clinical and radiologic improvement
6-month history of right upper quadrant pain and nausea.
Two weeks before admission, she received 2 doses of triclaben-
dazole (10 mg/kg) in the outpatient clinic for chronic F hepat-
ica infection. An abdominal ultrasound revealed hepatomegaly
with gallstones and dilated intra- and extrahepatic bile ducts.
The patient improved with only conservative management.
Results from the stool follow-up examination at 3 months

were negative.

DISCUSSION

The incidence of a subcapsular liver hematoma in patients with
fascioliasis is unknown. Some case series suggest that it is un-
common [2, 17, 18]. Ibrahim et al reported on a case series of
260 patients in Egypt; none presented with it [18].
Furthermore, none of 87 patients who underwent extensive ra-
diologic testing in Turkey presented with it [19]. In 2 series
from Peru, Torres et al (1970-2002) and Wong et al (2003-
2010) reported a total of 345 patients admitted for fascioliasis;
only 2 (0.57%) were diagnosed with it [2, 17]. One patient un-
derwent exploratory laparoscopy, drainage of the hematoma,
and liver biopsy [2].

Subcapsular liver hematoma due to fascioliasis is likely un-
derreported. The cause of it may be hard to overlook if related
to iatrogenic causes or underlying illnesses. However, “sponta-
neous” liver hematomas in patients with no significant medical
history may not raise the possibility of fascioliasis even in

endemic countries. The unspecific symptoms of fascioliasis
may cause delayed diagnosis and unnecessary invasive proce-
dures [2]. Early diagnosis and conservative medical treatment
lead to the resolution of symptoms [20]. It is unknown if
patients infected with Fasciola with minor subcapsular liver
hematoma remain undiagnosed.

Table 1 summarizes clinical information from 27 patients
with subcapsular liver hematoma associated with fascioliasis
[4-16]. Most patients (18/27) were from Latin America, and al-
most half (12/27) were from Peru. Peruvian patients came from
the highlands of the country. Middle-aged women (18/26) ac-
counted for most cases. It is unclear why women presented it
more often; studies suggest that Fasciola infection occurs in
this group more commonly [21]. The mean age of patients
was 51 years (SD, 16.7); the median duration of symptoms
was 25.5 days (IQR, 10-60); and the median hemoglobin level
on admission was 10.1 g/dL (IQR, 8.65-12.75). In cases where
an eosinophil count was reported, all patients except 1 had
eosinophilia, and most (18/21) had hypereosinophilia.
Measurements of the subcapsular liver hematoma diameters
were available for 18 patients: the median maximum and min-
imum diameters were 14 cm (IQR, 8.75-16.45) and 5.3 cm
(IQR, 4-7.2). The approximate volumes were available for 11
patients, and the median estimated volume was 901 mL (IQR,
373-1047). Four patients had more than 1 hematoma.
Despite the large size of 11 hematomas (greater or equal to
the median maximum diameter), all patients presented with
hemoglobin levels around 10.1 mg/dL, and 3 received blood
transfusions [5, 15]. Of 27 patients, 6 (22%) had a surgical pro-
cedure: 4 due to hematoma rupture and 2 due to surgeon’s de-
cision. No mortality and no cases of hepatic compartment
syndrome were reported. These findings support conservative
management with triclabendazole as standard treatment
[22, 23]; surgical interventions may be needed in patients
who have hemodynamic instability or develop an acute abdo-
men [4, 5, 7, 8].

Subcapsular hematoma must be suspected in patients with
fascioliasis who live in endemic areas, present with right upper
quadrant pain, and have abdominal ultrasound and CT scans
showing a hypodense liver collection that does not modify
the surface of the liver [19, 24]. A nonenhancing subcapsular
collection on a contrast CT scan is highly suspicious for fasci-
oliasis, mainly if associated with eosinophilia, and should
prompt the investigation and treatment for this diagnosis.

This study highlights the rarity of subcapsular liver hema-
toma caused by F hepatica, underscoring the importance of
including this complication in the differential diagnosis of
subcapsular collections, particularly in endemic regions.
The findings emphasize the significance of medical manage-
ment as the primary therapeutic strategy in addressing such

cases.

BRIEF REPORT « OFID « 3



WO GXg|

[G1] polanoosy |EOIPBIA Bulnseaw 8qo| JoAl| 1ybu 8yl Ul JUBWSdUBYUS OU YLM uoIss| asuspodAy sauQ N G/ ‘AjeBowoleday yooys ‘uled DNY  19SUO Usppns Aaxun| 489
[¥L] pa1on0oay uolezijoqw3 BuIpas|q 8A110E YHIM BwolewaY JoAll Jejnsdeagns 1ybiy 0G61 G’/ ‘uled |euiwopqy pz £910)| 426
0066 VN
€11 polanoosy [EOIPSIA ewiolewsay JoAl| Jejnsdeogns eb.e| 1ybiy ‘Buizesym ‘yiesiq 4o sssuloys ‘ybnoH ow g ueisiueybly B4
[z1] pelanooey |EOIPSIA wd GG X gl Bulinseaw ewolewsy JoAl| Jejnsdeogns Alisuep-paxiu 1uelb 1ybiy 009Z ‘¥N ‘Jens} ‘uled DNY plz VSN N 0L
[LL] palanooey |eOIpaIA ewolewsay JaAl| Jejnsdeogns ab.e VN ‘¥N ‘eixaloue ‘sso| 1ybiem ‘anbiie pog vsSn A
[oL] palanoosy |BOIPAIA |A Juswibas ul ewoleway Jejnsdeogng VN VN Aaxyun| VN
W 8LOL $O SWNJOA B YUM [[|A pue
[6] palanooay [BOIPBIA  IIA ‘A SlusWBas Ul W 8/ X £'9| painseawl 1ay1abol 1eyl suoise| asuepodAy om| 9891 66 ‘ued DNY polL nied ERVAY
I\ pue
[6] palanooey [EOIPSIA|  |A SIUBWIHBSS Ul WO |'G X |'g pue Wd |/ X £'¢| BuLnsesw suolse| asuepodAy om| 0:€°0l ‘4ensy ‘eolpunel ‘uied DNY pgL nied 49/
[6] palanoosy |e0IpaIA |IA PUEB |A SiuswBas ul wo z' X 9'9| Bulnsesaw uoise| asuepodAy auQ L6/, ‘6'GL 4ensy ‘uled DNY pL nied N ‘65
[6] palanoosay |EOIPSIA |IA PUE |A Sluswbas ul wod 8 X g'gL Bulnsesw uoiss| asuspodAy uQ 0972 '90'6 ‘uted DNY pGL nied N Ot
pauielp 20
Pa19A028Y 4/BoIBINS  sem poojq Jo W Gz Ajglewixoiddy ‘||A pue |A siuswbes Ul uoise| esuspodAy suQ QL ‘'8 ‘subis [esuollad JeAs) ‘uled DNY pe alyD 409
paulelp Sem poojq 40 Jw 008 Ajerewixoiddy
[£] palanoosy ,lealbing A PUB [IA IA ‘A Stuswibas ul wio g X 7| Bulinsesw uoiss| esuspodAy suQ 6GYY L°0L ‘Buniwon ‘easneu ‘uied pNY ow | niad 422
(9] polanoosy VN Q0| 1YBL 8y} Ul uolsa| 8suspodAy suQ VN VN ‘ured jeuiwopqy VN uleds ERVAY
paziwolosleday sem ogoj| bl 8yl pue ‘paulelp G698 ‘8’8 'SSO|
] palan0oay qleo1Bing Sem poojq 4o TWO0Z Ajerewixoiddy “egoj 1ybu syl ul uoiss| asuspodAy suQ 1yBiam ‘soipunel ‘Jojjed ‘uied [euiwopqy ow g eqgn) 479
Buipas|q SeM | PUE POAISSQO S19M G0/G 'z 0L
[G] palon0oay ,|E0IBING  sewojnuelD |||\ PUB [|A Stuswbes ulwo g'¢ X £/ Bulnsesw uolse| asuspodAy suQ 'sso| yblem ‘eoipunel ‘uied |euiuiopqy VN eqn) 4G
] palanoosy |BOIPAIA 900| ybBu 8y} Ul W £'G X |°6 Bulinseaw uoiss| asuspodAy suQ ¥9GE ‘Z's| ansy ‘utled DNY VN eqn) N ‘61
paisdoiq sem ewoNURIB B pue ‘PUNO SEM BUIOIRUWSY
[¥] palanoosy 4/Bo18INg  seinsdeaqns vy "8qo| JoAI| JYBL By} Ul WO 6'¢ X €'/ Bulinsesw uoise| esuspodAy suQ ZL0L ‘v 'sso| wyblam ‘1ensy ‘uled DNY ow ¢ eqgn) 4 %G
Awololede| Buunp pauieip
7] [SEIETNENY] qleo1Bing pPooIq J0 W 00GZ Ajerewixoiddy ‘pawioyiad ueds Aydeibowoy paindwod oN Glz/ ‘8’8 ooys ‘uied DNY ow | eqn) N ‘Z€
yodalsiy]  palonoday [BOIPSIA W ZBZ $O SUWIN|OA B YHIM WD {7 X 7| JO JUSWSIURYUS OU YL UOISS| 8suapodAy auQ VN ‘£ ‘uled DNY ow 9 nied 409
podalsiyl  palenodsy |B2IPBIA W Q0G 4O SUWIN|OA B YUM WD G| X G| Buunseaw uoiss| esuspodAy ebie| suQ 60l ‘L1 ‘ued DNY ow g niad 4Gy
W LB JO SWN|OA B YUM |[|A PUE ‘[|A ‘|A SlUSWBas ul
podalsiy]  palonodsy |BOIPAIA WO X G'Q PUB WD / X 7| BULINSEAW JUSWSIURYUS OU UlIM SUOISS| suspodAy om | $9GZ ‘L1 ‘uled pNY ow | nied 149G
W LFOL 4O SUIN|OA B YUM |[|A PUB ‘A IA
uodelsiy]  paierodsy [eOIP8I\  SIUBWIBES Ul WD 9 X '8 Bulinsesw JuswWedUBYUS OU YlIM UOIS8| 8suspodAy suQ 006 £ L ‘uled DNY SM € nied N 22
W 06 40 SWIN|OA B YUM |[|A PUEB ‘JIA ‘IA
uodelsiy]  peaierodey |eoIpa|\|  SIuswbas ul wo z'/ X 9| Bulnsesw usweduByUS OU YlIM UoIse| asuapodAy suQ 9g/ 'Szl 4ensy ‘uied DNY ow g niad 4:8¢
JW E£€ JO SUWIN[OA B YUM [[|A PUE ‘[|A ‘|A STUSWBSS Ul WD €°G
uodelsiy]  peienodey o[BOIPBIA| X G'8 PUB WO G X £ BuliNSEaW 1UsWedUBYUS OU YLIM SUOISS| osuspodAy om | 2€G L1 L€l ensy ‘uled DNY ow ¢ nied 426
Qousleey  BwWodINQ UOIIUBAIBIU| BUWOIBWSH J9AIT Je|NsdrOgNS 8y} JO SON1SII810eIEBYD) (gwiw/s|[80) uoneing Aiuno) e
D3V 1p/6 ‘qH ‘suonelsaiue [BOIUID woldwAg ‘A 'oby
SISe1|019Se4 YHAA PaleIaossy sewojewsal Janl] sejnsdeaqng yupn siuaned /g huowy sawoang pue sansuajoeieyq [eaiul|) ' ajqel

4 « OFID « BRIEF REPORT



Continued

Table 1.

Symptom Clinical Manifestations; Hb, g/dL; AEC

Duration

Age, v;
Sex

Reference

Outcome

Intervention

Characteristics of the Subcapsular Liver Hematoma

(cells/mm?)

Country

[15]

Recovered

One hypodense lesion with no enhancement in the right liver lobe measuring 9 cm  Medical

RUQ pain, hepatomegaly, recurrent

Sudden onset

Turkey

84; F

of maximum diameter
One small hypodense lesion with no enhancement in the right liver lobe

urticarial eruption; 8.5; 8026
RUQ pain, recurrent urticarial eruption;

[15]

Recovered

Medical

Turkey 15d

22; M

NA; 4448
RUQ pain that radiates to the back; NA;

[16]

Recovered

Percutaneous

One hypodense lesion with no enhancement in segments V and VI. Placement of a

NA

Peru

61; F

drainage

percutaneous catheter

6732

Abbreviations: AEC, absolute eosinophil count; F, female; Hb, hemoglobin; M, male; NA, not available; RUQ, right upper quadrant.

“Medical: triclabendazole at 10 mg/kg/dose for 1 or 2 doses.

PAcute abdomen.

°Surgeon’s decision.
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