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Biliary Tract Obstruction Due to Fasciola 
hepatica Managed by ERCP 
 

 
Abstract 

Fascioliasis is a health problem in several countries including the 
Islamic Republic of Iran.  In a review of the medical publications 
during 1990-2002, only 22 cases of biliary tract obstruction by fas-
ciola hepatica have been reported.  Herein, we are adding a new 
case of fasciola hepatica causing bile duct obstruction and presenting 
with intermittent colicky pain, eosinophilia and bile duct dilatation.  
This condition was diagnosed by endoscopic retrograde cholaogio-
pancreatography (ERCP) and was treated by extemporaneous papil-
lotomy.  This case report confirms that in endemic areas, fascioliasis 
should be included in the list of the differential diagnosis for colicky 
abdominal pain, eosinophilia and bile duct dilatation.  The condition 
could be concurrently diagnosed and treated by ERCP. 
Iran J Med Sci 2003; 28 (1):43-45. 
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Introduction 
 

asciola hepatica (FH) is a leaf-shaped trematode that usu-
ally attacks cattle and sheep.  Nevertheless, human infesta-
tions are common in underdeveloped or developing coun-

tries.1  Humans become accidental host in the reproductive cycle of 
the parasite by eating cyst-laden water plants.2  WHO has stressed  
the widespread health problem of fascioliasis in several countries 
including the Islamic Republic of Iran.3  

Biliary parasites including FH are reported to induce cholangitis in 
many parts of the world.4  Only few cases of common bile duct (CBD) 
obstruction by FH have been reported.5 Herein we report another 
case of CBD obstruction by FH, diagnosed by ERCP and treated by 
papillotomy without resorting to open surgery.  
 
Case Presentation 

A 36-year-old male patient with a history of exacerbating pain in right 
upper quadrant (RUQ), fever and jaundice for 3 years.  Laboratory 
findings during an episode consisted of a white blood cell count of  
13400/mm3 with 22% eosinophils; an erythrocyte sedimentation rate 
of 16 mm/hr, Hb of 11.7 g/dL, a total bilirubin of 1.3 mg/dL (direct=0.3 
mg/dL), an aspartate transaminase (AST) activity of 70 U/L, an 
alanine aminotransferase (ALT) of 105 U/L, and an alkaline phos-
phatase (ALP) of 1800 U/L.  During asymptomatic and remission 
phases, CBC, ESR, AST, ALT, ALP,  bilirubin, prothrombin time and 
partial thromboplastin time were normal except for a
10% eosinophilia.  Frequent stool examinations for ova and parasites 
were negative.  The findings of ultrasonographic (US) studies,
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Fig 1: CT scan of the patient demonstrates: multiple 
subcapsular hypodense lesions in bith lobes, dilata-
tion of intra and extrahepatic bileducts, and ascites. 

 
Fig 2: ERCP of the patient showing: dilated bile ducts 
with multiple densities striated by hypodense lines. 

performed at least 4 times over the past 3 years 
were: a 2 ×3 cm heterogeneous mass in right he-
patic lobe accompanied by dilatation of CBD, as-
cites, and mild hepato-splenomegaly.  In CT scan 
performed twice, multiple small subcapsular hypo-
dense lesions in both lobes, possibly due to metas-
tasis, were discovered along with dilatation of intra 
and extrahepatic bile ducts, and ascites (Figure 1).  
Because of the dilatation of bile ducts we performed 
endoscopic retrograde cholangiopancreatography 
(ERCP), which revealed dilated CBD containing 
multiple densities and striated by hypodense lines 
(Figure 2).  After papillotomy, 12 leaf-shaped live 
FH, each measuring 15 × 25 mm were evacuated.  
A small, yellow biliary stone was also extracted. 
Triclabendazole (Egaten) 10 mg / kg was pre-
scribed as an oral single dose. 
 
Discussion 
 
Humans are the only accidental host for FH infesta-
tion which results from ingestion of uncooked and 
unwashed vegetables.  After oral ingestion, the 
larva find their way through the liver to the bile 
ducts where they mature into adult worms.6   Ab-
dominal pain, fever, and hepatomegaly are the 
most common manifestations of the involvement .7 
In case of CBD obstruction, almost all of the pa-
tients have a positive history.  The symptoms and 
signs characteristics for cholelithias are recurrent 
colicky pain in RUQ, fluctuating or stable fever, 
jaundice, and palpable painful gall-bladder.5  Thus, 
in endemic areas many cases upon surgical explo-
ration of biliary tract, with preoperative diagnosis of 
cholelithiasis, it is not uncommon to find FH as the 
cause of obstruction.8  Our patient was admitted 
with symptoms of colicky pain in RUQ, intermittent 
fever and jaundice.  Ascites induced by FH may 
mimic peritoneal carcinomatosis.7  

Blood eosinophilia, as was seen in our patient, 
is the most frequent abnormal laboratory finding.7 
No parasite eggs are found in stools until the worm 
reaches the bile duct.  Therefore, suspicion of the 
parasitic infestation, as indicated by radiologic 
study, is important for early diagnosis.9 

Ultrasonographic (US) findings comprise: im-
paired gallbladder contractility, tenderness on 
transducer application (Murphy sign), debris in the 
gall-bladder, calculi and wall thickening associated 
with marked bile duct dilatation.6,9  In case of he-
patic involvement multiple nodular lesions of vari-
able echogenicity may be found9 and CT scan will 
demonstrate nodular and tortuous structures, and 
intravenous administration of contrast medium may 
improve detection of the lesions.9  
In biliary fascioliasis, US may reveal motile para-
sites.9 CT although, of little value, may show dilata-
tion of biliary tract and enhancement of thickened 
wall.1,9  In our case, US and CT showed nonspe-
cific hepatic and biliary tract involvement.  In 
chronic fascioliasis ERCP will show bile duct dilata-
tion, crescent or leaf-shaped defects in the gall-
bladder or bile ducts.1  In our patient ERCP re-
vealed parasites both in intra and extrahepatic bile 
ducts.  

Several drugs have been tried for the preven-
tion and treatment of FH.  Triclabendazole and 
bithionol appear to be most effective.1,10  They have 
been shown to be equally beneficial in biliary tract 
involvement.6  However, the consensus is that bil-
iary obstruction caused by fascioliasis should al-
ways preferably be relieved by surgical interven-
tion.5,6 

In some cases live motile parasites have been 
extracted from the CBD after sphincterotomy.1  The 
main diagnostic tool in our case was ERCP, which 
offers the advantage of performing sphincterotomy 
and extraction of live parasites.  There was,in addi-
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tion, a small stone in CBD of our patient, which was 
also extracted.  Association of the development of 
CBD stones concomitant with the presence of 
worms in rats has been reported.11 
 
Conclusion 
 
This case report shows that in endemic areas fas-
cioliasis should be included in the differential diag-
nosis of colicky abdominal pain and CBD dilatation, 
which can be diagnosed and treated simultane-
ously by ERCP.  
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