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Background: Fascioliasis is a zoonotic infection caused by Fasciola spp. (liver fluke). Although infrequently diag-
nosed, it is emerging as a helminth infection of public health importance in many parts of the world. There are
few reports on human fascioliasis from Africa.

Case report: This article reports a case of a 12-year-old Ethiopian boy who presented with left-sided abdom-
inal pain and a history of frequent consumption of leafy vegetables. His work-up showed leukocytosis with
marked eosinophilia, and increased serum amylase and lipase, and imaging confirmed multiple subcapsular hep-

Pancreatitis
atic masses as well as acute necrotizing pancreatitis. Upon serological testing for helminths, he tested positive on
Fasciola hepatica enzyme-linked immunosorbent assay.
Conclusions: Fascioliasis may present with acute pancreatitis, and should be considered as a possible diagnosis
in people with acute biliary disease in endemic settings.

Background ical history was unremarkable. His dietary history consisted of frequent

Fascioliasis is a liver fluke infection caused by Fasciola hepatica and
Fasciola gigantica, with a global distribution (Tezer et al., 2013). Pre-
dominantly a livestock illness, human fascioliasis only started to garner
attention in the 1990s (Dermauw et al., 2021). Only 12 African countries
have reported human fascioliasis, and the disease is likely to be under-
diagnosed in many parts of Africa (Dermauw et al., 2021). Although
many factors that predispose for human fascioliasis, such as consump-
tion of raw secondary intermediate hosts (e.g. fish), exist in Ethiopian
dietary practice, and consumption of leafy vegetables is common, there
have been very few reports of human fascioliasis in Ethiopia. Acute pan-
creatitis is a very rarely reported complication of fascioliasis (Bayu et al.,
2005; Fentie et al., 2013). This article presents the clinical findings and
evaluation of a 12-year-old Ethiopian boy with fascioliasis presenting
with acute pancreatitis.

Case presentation

A 12-year-old boy living in Addis Ababa, Ethiopia presented with
left-sided abdominal pain of 2 days’ duration. He also complained of
low-grade intermittent fever, but had no other symptoms. His past med-

consumption of salads, comprising of leafy vegetables like lettuce and
tomatoes. There were no streams or rivers in his residential district. His
vaccinations were up to date. On examination, his anthropometric mea-
surements were optimal, and his vital signs were within normal limits
for his age. He had mild left flank tenderness.

His work-up showed a white blood cell count of 16,020/mm?3 (43.8%
neutrophils, 12.4% lymphocytes, 40% eosinophilia, absolute eosinophil
count 6400/mm?), and an otherwise normal complete blood count, nor-
mal liver enzymes, and normal creatinine and lipid profiles. Serum amy-
lase (815 U/L) and lipase (562 U/L) were elevated. Abdominal ultra-
sound showed left upper quadrant bowel wall thickening with inflam-
matory changes, inflamed pancreatic tail, moderate ascites, gallbladder
sludge and small periportal reactive lymph nodes. Chest x ray, stool
microscopy and urinalysis had normal findings. Pre-treatment blood
cultures revealed no growth, and Strongyloides stercoralis-specific im-
munoglobulin G test was negative.

Abdominal computed tomography showed an enlarged focal non-
enhanced pancreatic body and tail with moderate ascites (acute necro-
tizing focal pancreatitis), an enhanced gallbladder wall, and multiple
small patchy ill-defined hypo-attenuating non-enhanced hepatic lesions
with subcapsular and periportal distribution, best seen in the portal
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venous phase (Figure 1A,B). With suspicion of a hepatobiliary para-
site, abdominal magnetic resonance imaging (MRI)/magnetic resonance
cholangiopancreatography was performed, and revealed multi-focal,
branching and, predominantly, subcapsular hepatic lesions with re-
stricted diffusion; these findings likely represented inflammatory phleg-
mons. Obstruction of the biliary tree was not observed (Figure 1C,D).
Considering the child’s presentation, dietary risks, eosinophilia and
suggestive radiological findings, samples were drawn for serological
testing for F. hepatica. With a preliminary diagnosis of acute necro-
tizing pancreatitis and liver abscesses, the patient was started empiri-
cally on parenteral ciprofloxacin and metronidazole (antibiotics which
achieve better concentrations in the biliary tree and which traget com-
mon pathogens of bacterial liver abscess), intravenous omeprazole and
fluid hydration (130% of daily requirement), with enteral feeds encour-
aged. Serum glucose measurements remained normal. Empiric treat-
ment with a single dose of albendazole and a thrice-daily regimen of
praziquantel were added to the management (addressing hepatobil-
iary parasites such as Ascaris spp. and Schistosoma spp.) pending the
helminthic serological tests. No interventional radiology services were
available. Serial imaging 2 and 4 weeks after the initiation of treatment
showed a normal pancreas, cleared gallbladder sludge, minimal persis-
tent ascites, and minimal improvement in the size of the liver lesions.
While the total white blood cell count normalized (upon completion of
4 weeks of antibiotics: 8370/mm?), eosinophilia persisted with an ab-
solute eosinophil count of 3189/mm3. After 4 weeks of antibiotics (2
weeks parenterally and 2 weeks orally), an enzyme-linked immunosor-
bent assay (ELISA) for F. hepatica gave a positive result. With a diag-
nosis of fascioliasis complicated by acute necrotizing pancreatitis, oral
triclabendazole 10 mg/kg as two doses 12 h apart was prescribed.
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Figure 1. (A,B) Acute necrotizing focal pancreatitis, enhanced
gallbladder wall, and multiple small patchy ill-defined hypo-
attenuating non-enhanced hepatic lesions with subcapsular and
periportal distribution, best seen in the portal venous phase. (C,D)
Axial T2 and T2 fat suppression magnetic resonance cholangiopan-
creatography images showing multi-focal, branching and, predom-
inantly, subcapsular hepatic lesions with restricted diffusion.

Discussion and conclusions

Both F. hepatica and F. gigantica cause human fascioliasis in Africa.
F. gigantica fascioliasis has been diagnosed throughout Africa, but F.
hepatica fascioliasis has mainly been reported from north and eastern
Africa (Dermauw et al., 2021). The infection is caused by a freshwater
zoonotic trematode which livestock acquire by grazing on grass, and
humans acquire by consuming leafy water plants or raw secondary in-
termediate hosts such as fish (Nyindo and Lukambagire, 2015). The in-
gested encysted metacercariae excyst in the duodenum and penetrate
the intestine, progressing through the peritoneum to the hepatic capsule
and biliary ducts, which are the primary site of infection (Moazeni and
Ahmadi, 2016). The leaf-shaped worms are large and visible to the
naked eye, with F. hepatica worms measuring 3 cm by 1.5 cm and F.
gigantica worms measuring up to 7.5 cm by 1 cm (Lukambagire et al.,
2015). Unembryonated eggs pass through faeces and later hatch into
miracidia which are consumed by snails (intermediate hosts). Cercariae
leave snails to encyst on aquatic plants, ready to initiate another infec-
tious cycle (Moazeni and Ahmadi, 2016).

Initial symptoms appear a few days to a few months after ingestion
of the metacercariae, and consist of nausea, anorexia, vomiting, low-
grade fever and right upper quadrant abdominal pain, reflecting migra-
tion of the larvae through the liver. Symptoms may last for 3 months or
more. The illness progresses to chronic (biliary) disease mediated by sex-
ually mature parasites, manifesting with cholangitis, obstructive jaun-
dice and, very rarely, pancreatitis. Left untreated, the chronic stage may
last for years (Caravedo and Cabada, 2020; Moshfe et al., 2020). Very
few patients present with acute pancreatitis, and an extensive review of
available data showed fewer than 10 reports of Fasciola spp. infection
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complicated by pancreatitis (Pattarapuntakul et al., 2019). Symptoms
may not be recognized or may be minimal in affected individuals in
endemic areas. An overlap may be seen between the two phases, and
symptoms suggestive of both acute and chronic disease may co-exist
(Caravedo and Cabana, 2020).

Eosinophilia (especially during the hepatic stage) is a notable fea-
ture. Stool microscopy has low sensitivity for diagnosis due to intermit-
tent release of bile fluids through the gut, failure to detect infections
with low parasite burden, and inability to detect acute infections when
eggs are not produced (Kaya et al., 2011; Gonzales Santana et al., 2013).
While eggs are detected in 8-27% of stool examinations (Moshfe et al.,
2020), stool microscopy has better specificity. Although invasive and
impractical in most settings, eggs can be detected 3—4 weeks after expo-
sure by examining duodenal or biliary aspirates (Kaya et al., 2011).

Fasciola-specific serology, such as antigen tests (serum, stool) and
ELISA, are required for early diagnosis before the appearance of eggs
in stool (10-12 weeks after infection), but both serology and stool
microscopy should be performed in suspected cases (Gonzales San-
tana, 2013). Hypodense track-like lesions are demonstrated on imag-
ing (especially MRI) during the migratory phase (Caravedo and Ca-
bana, 2020).

Oral triclabendazole 10 mg/kg repeated after 12 h is the pre-
ferred treatment as it is active against metacercariae and adult worms
(Tezer et al., 2013). Oral artesunate, metronidazole, nitazoxanide,
praziquantel, albendazole and bithionol are less-effective alternatives
(Hien et al., 2008; Gandhi et al., 2019).

The study patient consumed leafy vegetables frequently. There are
no large water bodies in or around Addis Ababa. Leafy vegetables are
purchased from grocery stores and local vendors selling from road-side
carts. The produce sold is often from small-scale farms near the nu-
merous small rivers flowing through the city. The patient presented
with overlapping features of acute (eosinophilia, imaging findings) and
chronic (acute pancreatitis) illness. His diagnosis was confirmed by
ELISA for F. hepatica. Fascioliasis should be considered among people
with predisposing dietary practices, eosinophilia and liver lesions.
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