case report

An incidental case of biliary fascioliasis with
subtle clinical findings: US and MRCP findings
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Background. Fascioliasis is a disease caused by the frematode Fasciola hepatica. Cholangitis is @ common clinical
manifestation. Although fascioliasis may show various radiological and clinical features, cases without biliary dilatation
are rare.

Case report. We present unique ultrasound (US) and magnetic resonance cholangiopancreatography (MRCP)
findings of a biliary fascioliasis case which doesn’'t have biliary obstruction or cholestasis. Radiologically, curvilinear
parasites compatible with juvenile and mature Fasciola hepatica within the gallbladder and common bile duct were
found. The parasites appear as bright echogenic structures with no acoustic shadow on US and hypo-intense curvilin-
ear lesions on T2 weighted MRCP images.

Conclusions. Imaging studies may significantly contribute to the diagnosis of patients with subtle clinical and labora-

tory findings, particularly in endemic regions.
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Introduction

Hepatobiliary fascioliasis is caused by the trema-
tode Fasciola hepatica (F. hepatica). The worldwide
increase in the diagnosis of fascioliasis is related to
the increased availability and use of ultrasonogra-
phy, awareness of the important role of imaging in
diagnosis, and the recent development of specific
serologic tests. The parasite is common in sheep,
goat and cattle. It is transmitted to humans via con-
taminated water or green vegetables such as water-
cress. The disease is endemic in some Middle and
Far East countries and in some parts of Central and
South America.'?

Human fascioliasis mainly involves the hepato-
biliary system. It has two different phases: hepatic
(acute), and biliary (chronic) phase. The hepatic
phase of the disease occurs when immature para-
sites pass into the liver through its capsule. The par-
asites migrate through the liver parenchyma to the
biliary system. Biliary phase of the disease occurs
in the presence of parasites in the biliary system.>3
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Typical radiological findings of biliary fascio-
liasis have been reported previously.*> Herein we
present a case of biliary fascioliasis with no biliary
obstruction and cholestasis; unique MRCP and US
imaging findings.

Case report

33-year-old female patient from the south-east part
of Turkey has been referred to the department of
gastroenterology with a stomach ache complaint.
Laboratory results and physical examination were
normal, except tenderness in the right upper quad-
rant and high erythrocyte sedimentation ratio.
MRCP revealed heterogeneous intensities with-
in the gallbladder along with mild dilatation of
common bile duct and intra-ductal linear hypo-
intense lesion which was reached at 2 cm length on
T2 weighted series (Figure 1A, B). Heterogeneous
lesions at right liver lobe with maximum size of 1.5
x lem were also noted. F. hepatica was suspected
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FIGURE 1A. MRCP image shows mild dilation of the common bile duct and
linear hypointense signal changes in the distal common bile duct (arrow).

FIGURE 1B. Thick-section (7 mm) MRCP image demonstrates the curvilinear
parasite.
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since our region was endemic for that parasite.
Three days after MRCP imaging, the US examina-
tion of the patient had depicted multiple mature
F. hepatica parasites in the gallbladder and main
bile ducts lumen with approximately 2 cm mean
size (Figure 2A,B). Stool sample was (+) for F. he-
patica and Helicobacter pylori. In ELISA testing, the
result was read photometrically at 450 nm (Tecan
Sunrisemicro ELISA). The absorbance value of the
patient was 18 DRG Units=DU/ml. The excretory/
secretory antigens was used for immuno-diagno-
sis of fascioliasis in the kit (values greater than 11.0
DRG Units=DU/ml are interpreted as seropositive,
cut-off value 10).

The patient received 10 mg/kg of triclabenda-
zole therapy per day. Six weeks after initial treat-
ment, erythrocyte sedimentation rate value re-
turned to normal and parasites were not seen any
more with the US and MRCP investigation.

Discussion

F. hepatica is a zoonosis which can rarely infect
people who have an oral contact with water or
water plants contaminated by the larvae. Two dif-
ferent phases of fascioliasis with distinct signs and
symptoms have been described. Hepatic (acute)
phase is characterized by right upper quadrant
pain, hepatomegaly, intermittent fever, urticaria
and marked eosinophilia. In biliary (chronic)
phase, patients have dyspeptic symptoms and in-
termittent right upper quadrant pain with or with-
out cholestasis. Overlaps between both phases
may occur.®®

The diagnosis of fascioliasis is based on clini-
cal symptoms, stool examination, serological and
radiological studies the egg production rate of F.
hepatica is low and. Therefore, stool examination
is not very sensitive. Presently, serological studies
are the main diagnostic tool and the most common
serological method is ELISA which detects anti-
bodies to the excretory-secretory antigen products
from F. hepatica.”'® Our patient had both positive
serological tests and stool examination.

The presence of parasites in the biliary system
in the chronic phase of the disease, is character-
ized by cholangitic fevers and dyspepsia caused
by partial biliary obstruction. In this phase, US is
able to demonstrate the floating parasites in the
biliary system and accompanying oedema of gall-
bladder or distal bile duct. Parasites usually ap-
pear as leaf-like or snail-like non-shadowing oval
echogenic structures.®® In our case, intraluminal



floating parasites were visible but concomitant bil-
iary system oedema was not present.

In case series of five patients, Kog ef al. found hy-
po-intense expansive filling defect due to F. hepatica
on T2W images on MRCP of one particular patient.!
Linear hypo-intense appearance with no luminal ex-
pansion on MRCP was seen in images of our patient.

Parasites have variable length between 5 and 25
mm, but their characteristic size is 10 mm. In our
case parasites were not at the same location on US
and MRCP images. In our opinion it might be due
to the movement of parasites during the time pe-
riod between the examination dates.

Cholangitis is a common clinical manifestation
of biliary fascioliasis. Gallbladder or common bile
duct wall thickening along with mild intrahepatic
biliary ductal dilatation frequently occur in these
cases.®>12 Mild dilatation of common bile duct with
no apparent oedema was found in our case.

In conclusion, fascioliasis should be a differen-
tial diagnosis when bile duct dilatation or intralu-
minal curvilinear structures are encountered on the
US or MRCP images of patients with subtle clinical
findings, particularly at endemic regions. Imaging
findings should be supported by ELISA testing.
Fascioliasis may show various radiological features
and radiologists should be aware of this information.
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FIGURE 2B. Sonogram of the common bile duct depicts curvilinear
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