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Case Report

The Hepatic Phase of Fascioliasis Complicated with Liver Bleeding:
Presentation of Three Cases
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Accepted 15 Mar 2024 Bleeding is a very rare complication of Fasciola species (F. hepatica or F. gi-
gantica) infection. We present here three cases of subcapsular liver bleeding
caused by the hepatic phase of Fasciola spp. infection in patients, two of

Keywords: whom were women, aged 22, 66, and 84 years in Diyarbakir Province,
Fasciola hepatica, southeastern Turkey. They had symptoms of right upper quadrant pain (n
Hemorrhage; = 3), nausea (n = 1), and vomiting (n = 2) for periods ranging from 6
Liver discase; hours to 15 days. All patients with clinical presentations ranging from
Shock moderate abdominal pain to hypovolemic shock and ischemic hepatitis

were improved with supportive treatment without the need for surgery.

‘Correspondence They showed complete clinical and laboratory recovery after

Email: triclabendazole administration in their follow-up. In conclusion, Fasciola

ucmakfeyz@gmail.com  SPP: infection should be considered in the etiology of bleeding from liver

disease.

Introduction the liver. The liver infection has an acute he-

patic phase and a chronic biliary phase. Initial-

ascioliasis is an infection caused by ly, signs and symptoms of the acute hepatic

liver flukes, Fasciol hepatica, or F. gigan- phase are abdominal pain located in the upper

tica. Fascioliasis has a broad geograph- quadrant, fever, mild hepatomegaly, eosino-

ic distribution and the majority of cases have philia, and mildly elevated liver enzymes. In-

been reported from a few discrete regions of termittent right upper quadrant pain with or

the world (1). Human fascioliasis is a rare dis- without cholestasis is a prominent feature of
ease and infection most commonly involves chronic biliary phase (1-3).
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Atypical clinical manifestations, such as
acute pancreatitis (2), extrahepatic fascioliasis
with peritoneal malignancy tumor feature,
subcapsular hepatic hematoma (1,4,5) and
multiple brain hemorrhages and hematomas
associated with ectopic fascioliasis in brain
and eye, have been reported previously (6).

We present three cases with severe bleeding
complicated from the acute hepatic phase of
Fasciola spp. infection.

Case reports

The clinical, laboratory, and radiological fea-
tures of the patients were evaluated according
to the 2008 Helsinki Declaration principles.
Written informed consent was obtained from
all patients.

Case 1

A 68-year-old woman was admitted to the
Dicle University Faculty of Medicine Hospi-
tals Emergency Department (Diyarbakir —
Turkey) with sudden onset right upper ab-
dominal pain radiating to the right shoulder,
deterioration in general condition, nausea, and
vomiting for 6 hours,. The pain was sharp and
continuous. She had no remarkable medical
history. On admission, a physical examination
showed a patient in acute distress with a tired
appearance. Her axial temperature was 36.9 "C
her blood pressute was 70/40 mmHg, her
pulse rate was 110 beats/minute, and her res-
piration rate was 24 times per minute. The
chest was clear and cardiac examination was
unremarkable. Abdominal examination re-
vealed moderate right upper quadrant tender-
ness and 5 cm hepatomegaly below the right
costal margin.

Initial laboratory tests were significant for
anemia (hemoglobin: 7.5 g/dL), elevated liver
enzymes [alanine aminotransferase 852 U/L,
(normal range: 10-35 U/L), aspartate ami-
notransferase 1104 U/L, (normal range:10-40
U/L), alkaline phosphatase 600 U/L (normal
range:40-150 U/L), gamma-glutamyl transfet-
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ase 350 U/L, (normal range 9-64 U/L)] and
clevated lactate dehydrogenase (LDH) 1140
U/L (normal range:125-234 U/L). Micro
ELISA test was positive for Fasciola spp. anti-
body.

Abdominal ultrasonography revealed a large
sub-capsular liver hematoma causing com-
pression of the underlying liver parenchyma.
No source for the hemorrhage was evident.
Contrast enhancement computerized tomog-
raphy scan of the abdomen showed a sub-
capsular (19x5 cm) hematoma on the right
lobe (Fig.1 A, black line), multiloculated irreg-
ular lesions through both the left lobe and
right lobe (Fig. 1 A, black arrows), and sub-
capsular tubular branching lesions (Fig. 1 B,
black arrow) in the left lobe of the liver.

Fig. 1: A-B. Axial section of contrast-enhanced
abdominal CT showing large sub-capsular liver
hematoma in the right lobe (A, black line) and
multiloculated irregular lesions through both left
lobe and right lobe (A, black arrows) and sub-
capsular tubular branching lesions (Fig. 1 B, black
arrows) in the left lobe of the liver.

Initially ultrasound-guided fine needle aspi-
ration was performed to exclude abscess or
hematoma complicated by secondary infection.
Aspiration material consisted of pure partially
defibrinized blood and the culture of aspirate
was negative. We considered the diagnosis of
fasciolosis infection based on tomographic
findings and the positivity of antibody against
Fasciola (DRG IgG ELISA, DRG Internation-
al, Inc., New Jersey, USA). Initially patient
was treated conservatively by intravenous fluid
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and blood replacement (2 packed red cells). ).
Triclabendazole (Egaten, Novartis Pharma,
Switzerland) 10 mg/kg for two days was given
(7). Complete recovery of hypovolemic shock
was observed three days after the initiation of
fluid and blood replacement therapy. Serum
aminotransferase and LDH levels were re-
turned to normal levels one week after admis-
sion to the hospital.

The patient was discharged without any
symptoms or complications. Contrast en-
hancement abdominal CT  examination
showed significant regression in sub-capsular
hematoma and liver lesions two months later.

The diagnosis of hypovolemic shock and is-
chemic hepatitis caused by sub-capsular hema-
tomas complicated from the hepatic phase of
Fasciola spp. infection was confirmed by clini-
cal features, laboratory, and radiological find-
ings.

Case 2

An 84-year-old woman was admitted to the
Dicle University Faculty of Medicine Hospi-
tals Gastroenterology Department (Diyarbakir
— Turkey) with sudden onset and constant
right upper abdominal pain radiating to the
epigastrium and right shoulder, deterioration
in general condition, and nausea for 48 hours.
She had a history of recurrent urticarial erup-
tion for two weeks. The physical examination
at admission revealed a severe anemic appear-
ance. Her axial temperature was 37 °C, her
blood pressure was 100/60 mmHg, her pulse
rate was 96 beats/minute, and her respiration
rate was 22 times per minute. The chest was
clear and cardiac examination was unremarka-
ble. Abdominal examination revealed moder-
ate right upper quadrant tenderness and 7 cm
hepatomegaly below the right costal margin.
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Initial laboratory tests were significant for
anemia (hemoglobin: 8.5 g/dL), elevated white
blood cell (20.000/mm?), eosinophilia (8.026/
mm’), elevated erythrocyte sedimentation rate
(46 mm/h), elevated liver enzymes (alanine
aminotransferase 84 U/L, aspartate ami-
notransferase 70 U/L, alkaline phosphatase
470 U/L, gamma-glutamyl transferase 246
U/L, and elevated LDH 425 U/L). Micro
ELISA test was positive for Fasciola antibody.

Abdominal ultrasonography revealed a large
sub-capsular liver hematoma causing com-
pression of the underlying liver parenchyma.
No source for the hemorrhage was evident.
Three phasic contrast enhancement computer-
ized tomography scan of the abdomen
showed large sub-capsular 9 cm in large diam-
eter (Fig. 2A) and intraparenchymal hematoma
on the right lobe (Fig. 2B, black asterisk), mul-
tiloculated irregular lesions through both left
lobe and right lobe (Fig. 2B, white asterisk),
and sub-capsular tubular branching lesions
(Fig. 2B, black arrowheads) in the left lobe
and right lobe of the liver.

We considered the diagnosis of Fasciola spp.
infection based on clinical, laboratory, and
tomographic findings. Initially patient was
treated conservatively by intravenous fluid and
blood replacement (2 packed red cells).
Triclabendazole 10 mg/kg for two days was
given. Complete recovery clinical findings
were observed 15 days after admission to our
clinic. Laboratory findings were returned to
normal levels one week after admission to the
hospital. Three months after triclabendazole
administration, abdominal ultrasonographic
examination showed prominent regression in
subcapsular hematoma.

Available at: http://ijpa.tums.ac.ir




Ucmak et al.: The Hepatic Phase of Fascioliasis Complicated ...

Fig. 2: A-B. The coronary section of three phasic contrast enhancement computerized tomography scan of the abdomen
showed large sub-capsular 9 cm in large diameter (fig. 2A) and intraparenchymal hematoma on the right lobe (fig. 2B,
black asterisk), multiloculated irregular lesions through both left lobe and right lobe (fig. 2B, white asterisk), and sub-

capsular tubular branching lesions (figure 2B, black arrows) in the left lobe and right lobe of the liver

Case 3

A 22-year-old male was admitted to the Di-
cle University Faculty of Medicine Hospitals
Gastroenterology Department (Diyarbakir —
Turkey) with right upper abdominal pain
sometimes radiating to all abdomen for 15
days. He had a history of recurrent urticarial
eruption for two weeks. He had no remarka-
ble medical history. The physical examination
at admission did not reveal any abnormality
except mild tenderness on the right upper ab-
domen. Initial laboratory tests were significant
for elevated WBC (12.680/mm’) and eosino-
philia (4.448/mm”). Hemoglobin and hemato-
crit were within normal limits. Liver function
tests were normal. Micro ELISA test was
positive for F. hepatica antibody. Abdominal
ultrasonography revealed a small fluid collec-
tion in the subcapsular space of the liver and a

small intraperitoneal fluid collection. Three
phasic contrast enhancement computerized
tomography scans of the abdomen showed a
small sub-capsular fluid collection (Fig. 3A,
white arrow) at the right lobe of the liver and
intraperitoneal fluid collection (Fig. 3B, white
asterisk). We confirmed the presence of intra-
peritoneal and sub-capsular hemorrhage by
ultrasound guidance fine needle aspiration.
Triclabendazole 10 mg/kg for two days was
given. Complete recovery of symptoms, and
clinical and laboratory abnormalities were ob-
served one month after admission to our clin-
ic. Two months after triclabendazole admin-
istration, abdominal ultrasonography showed
complete resolution of intraperitoneal hemor-
rhage and subcapsular hematoma.

Fig. 3: A-B. The axial section of three phasic contrast enhancement computerized tomography scan of the
abdomen showed a small sub-capsular fluid collection (fig. 3A, white arrow) at the right lobe of the liver and
intraperitoneal fluid collection (fig. 3B, white asterisk)
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Discussion

Fascioliasis is common in our region
Southeast of Anatolia, Turkey (8). We
presented two cases with isolated subcapsular
liver hematomas and one case with
subcapsular hematomas associated — with
intraperitoneal bleeding caused by the hepatic
phase of Fasciola spp. infection.

Fascioliasis has a hepatic phase and a biliary
phase, each phase has different clinical signs
and symptoms. The hepatic phase begins with
the slow migration of Fasciola hepatica through
the liver parenchyma; the mature flukes digest
and consume hepatocytes, dig tunnels and
caves, and reside in the liver for months. The
hepatic phase is characterized by fever with
chills, upper abdominal pain, hepatomegaly,
mild hepatitis, weight loss, and prominent
eosinophilia (1-3). Sub-capsular hematomas
and hemobilia have been reported in very rare
cases (4,5).  Diagnosis is confirmed by
demonstrating live parasites or eggs in the bile
or feces, specific radiological findings in CT,
and the presence of anti-Fascola antibody.
Characteristic abdominal CT findings are
multiple nodular lesions like micro-abscesses,
tubular branching lesions, sub-capsular low-
density areas surrounded by rim of
parenchyma, solitary nodular lesions with hazy
margins, and lymph node enlargement in the
portal area. Triclabendazole at a dose of 10
mg/kg body weight is effective in about 80%-
90% of patients (2,9). We confirmed
fascioliasis infection by elevated eosinophilia,
classical radiological findings, positivity of
antibody against Fasciola spp., and complete
response to triclabendazole.

Ischemic hepatitis is the result of any clinical
condition in which hepatic blood-flow is not
sufficient for the delivery of oxygen and nutri-
ents for hepatocyte survival. It is character-
ized by a sudden and excessive elevation in
liver transaminases and LDH associated with
hypotension, hypoxia, and impaired tissue per-
fusion. Aminotransferases are usually higher
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than ten times the upper limit of normal (10-
12). Tapper et al. have reported that the
proportion of patients with documented
hypotensive events of any duration is 52.9%.
It is a common cause of severe acute liver
injury and is associated with a significant risk
of in-hospital death. In-hospital mortality
associated with ischemic hepatitis is neatly
50% (13).  There is no specific treatment for
ischemic hepatitis. Early recognition and cor-
rection of underlying hemodynamic instability
is the most important therapeutic modality.
Normalization of transaminases and LDH
usually occurs in a few days after recovery
from underlying shock (13). One of our
patients had classical clinical symptoms,
physical examination findings, and laboratory
abnormality ~ compatible  with  ischemic
hepatitis. We excluded all causes of acute hep-
atitis in our case. Abrupt and extreme eleva-
tion and normalization of liver enzymes and
LDH associated with hypovolemic shock con-
firmed the diagnosis of ischemic hepatitis in
our patients. To the best of our knowledge,
this is the first case in the literature that
presented  with severe  hemorrhage,
hypovolemic shock, and ischemic hepatitis
caused by Fasciola spp. infection.

Conclusion

Bleeding is an important complication of
Fasciola spp. infection. In case of intra-
abdominal bleeding caused by liver parenchy-
mal lesions, the hepatic phase of Fasciola spp.

infection should be considered.
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