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INTRODUCTION

Hepatobiliary fascioliasis is a rare zoonotic disease caused by 
Fasciola hepatica (1). Because its clinical and laboratory findings 
may be easily confused with other diseases, its radiological find-
ings are important in shortening the diagnostic process (2). Ra-
diographic tools such as ultrasound (US) and computed tomog-
raphy (CT) are useful not only for diagnosis but also for the 
follow-up to evaluate the efficacy of the administered therapy 
(3). In this case, there were unusual findings of multiple aneu-
rysms and active bleeding. We report a case of hepatobiliary fas-
cioliasis with such rare findings for the first time.

CASE REPORT

A 52-year-old woman visited our institution with a complaint 
of upper abdominal pain persisting for the previous two days. 
Laboratory tests revealed mild leukocytosis (white blood cell 

count, 12.33 K/μL; normal range, 4–10 K/μL), decreased serum 
hemoglobin (7.5 g/dL; normal range, 14–18 g/dL), and peripher-
al blood eosinophilia (25.7% eosinophils, 1950 K/μL; normal 
range, 1–5% and 50–500 K/μL, respectively). Four-phase CT 
scans showed multiple ill-defined, hypodense lesions in the pe-
ripheral areas of both hepatic lobes. These lesions were observed 
in all four phases. Some of the lesions were composed of hypoat-
tenuating nodules and were arranged along a line from the pe-
riphery to the center of the hepatic lobes. In the arterial phase, 
active bleeding and subcapsular hematoma were seen in the right 
hepatic lobe (Fig. 1A, B). The angiography showed multiple an-
eurysms at the tip of the right hepatic arteries. One of the aneu-
rysms was ruptured, and active bleeding was noted, so transarte-
rial coil embolization was performed to stop the bleeding (Fig. 
1C, D). A week after the patient’s hospital admission, a follow-up 
CT was performed. Active bleeding was not found, which veri-
fied the migration of the hypodense lesions (Fig. 1E, F). More-
over, the serum hemoglobin increased (11.8 g/dL; normal range, 
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A 52-year-old woman visited our institution with upper abdominal pain which had 
lasted for the past two days. Laboratory tests revealed mild leukocytosis, decreased 
serum hemoglobin, and peripheral blood eosinophilia. CT scans showed multiple ill-
defined, hypodense lesions in the peripheral areas of both hepatic lobes and active 
bleeding with a subcapsular hematoma in the right hepatic lobe. Angiography also 
showed active bleeding in the right hepatic lobe with multiple aneurysms, so a 
transarterial coil embolization was performed to stop the bleeding. The endoscopic 
retrograde cholangiopancreatography revealed several moving flat flukes in the 
common bile duct, which were pathologically confirmed as Fasciola hepatica.
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DISCUSSION

Hepatobiliary fascioliasis is a rare zoonotic disease caused by 
Fasciola hepatica. Fasciola hepatica usually infects cattle or 
sheep and humans are accidental hosts (1). Infections occur due 
to the ingestion of water or raw water plants contaminated with 
metacercariae, and larvae hatch in the small bowel. Later, the 
larvae penetrate the bowel wall and migrate through the perito-
neal cavity to the liver parenchyma by penetrating the hepatic 

14–18 g/dL) and the peripheral blood eosinophils decreased 
(5.3% eosinophils, 670 K/μL). After observation for 1.5 months, 
hyperbilirubinemia developed (total bilirubin, 4.1 mg/dL; nor-
mal range, 0.1–1.2 mg/dL; and direct bilirubin, 3.57 mg/dL; 
normal range, 0–0.5 mg/dL). Thus, endoscopic retrograde chol-
angiopancreatography (ERCP) was performed to evaluate the 
biliary obstruction. The ERCP revealed several moving flat 
flukes in the common bile duct (Fig. 1G), which were pathologi-
cally confirmed as Fasciola hepatica (Fig. 1H). 

Fig. 1. A 52-year-old woman with hepatobiliary fascioliasis. 
A, B. Contrast-enhanced four phase CT scans in arterial phase (A, B) show multiple ill-defined, hypodense lesions (black arrows) in the peripher-
al areas of both hepatic lobes. Some of the lesions are composed of hypoattenuating nodules and start at the peripheral area and point toward 
the central liver (black arrowheads). Active bleeding (white arrow) is seen in the right lobe of the liver with subcapsular hematoma.
C, D. Celiac angiogram (C) shows multiple aneurysms at the peripheral tip of the intrahepatic arteries (black arrows). Hepatic angiogram (D) 
shows multiple aneurysms and active bleeding (white arrow) from one of aneurysms in the right hepatic lobe.
E, F. Follow-up CT scans after a week. CT scans show cessation of the active bleeding (white arrow) but persistence of the subcapsular hemato-
ma with no change. Most of the earlier-observed hypodense lesions are improved, but new lesions (black arrows) are seen at central area of liver. 
The migration of the hypodense lesions is verified.
G. Endoscopic retrograde cholangiopancreatography shows 0.3 cm-sized moving flat flukes (white arrow).
H. Flat flukes pathologically confirmed as Fasciola hepatica (H&E, × 100).
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like a pyogenic abscess, micro-abscesses caused by Fasciola he-
patica cannot coalesce into one large abscess cavity. Since the le-
sions are not healed through granulation and fibrosis, hepatic 
necrotic lesions persist for a long time, for months and even 
years (4). In the biliary stage, the larvae in the bile duct can live 
for years and move to the larger bile ducts such as the extra-he-
patic ducts or the gallbladder. Thus, adult flukes are detected as 
single or multiple elongated, filamentous, echogenic lesions in 
US, or as filling defects in a cholangiogram. Spontaneous move-
ment of flukes can be detected in US and cholangiogram. Be-
cause adult flukes promote chronic inflammation, the walls of 
the extra-hepatic ducts and the gallbladder thicken (7).

There have been some reports of fascioliasis accompanied by 
subcapsular hematoma (8). However, to our knowledge, this is 
the first report of fascioliasis with multiple aneurysms and active 
bleeding. When we saw the initial CT scans, we thought that a 
parasite infection and cholangitic abscesses, which can be seen 
as ill-defined low-density lesions in the liver, should be consid-
ered. But, we also performed angiography and saw multiple an-
eurysms and active bleeding, which are not usual findings in 
parasite infections and cholangitic abscesses. Thus, we added 
vasculitis to our differential diagnosis, which may represent mul-
tiple aneurysms, especially polyarteritis nodosa. But, we could 
not form a definite conclusion until hyperbilirubinemia devel-
oped. To evaluate the biliary obstruction, we performed ERCP, 
which led to the diagnosis of Fasciola hepatica. 

Although the exact relationship between Fasciola hepatica 
and aneurysms of hepatic arteries is unknown, we think Fascio-
la hepatica causes infectious arteritis and spontaneous rupture. 
Infected aneurysms can develop from bacteria such as Staphylo-
coccus, Streptococcus, or Escherichia coli, and from fungi such 
as Aspergillus (9). Through this case, we can consider that Fasci-
ola hepatica caused an infected aneurysm. 

Hepatobiliary fascioliasis may typically appear in the form of 
ill-defined low-density lesions in the peripheral liver, and can 
sometimes be accompanied by subcapsular hematomas. How-
ever, there has been no report yet that parasite infection produc-
es an infected and ruptured aneurysm in the liver. As shown in 
our case, Fasciola hepatica should be considered even if it is ac-
companied by multiple aneurysms. We report a case with both 
the usual radiological findings and the first reported findings of 
hepatobiliary fascioliasis.

capsule (2). This period is termed the hepatic (or invasive) stage. 
It begins one to three months after the initial ingestion. The 
common signs and symptoms of the disease in the hepatic stage 
are fever, urticaria, right upper quadrant pain, and marked eo-
sinophilia. Mild hepatitis and severe subcapsular hemorrhage 
can also be observed (3). In the liver, the flukes gradually tract 
through the parenchyma and make multiple small holes and 
cavities, until they reach the larger bile duct and penetrate into 
the lumen, which is their permanent residence (4). This period 
is called the biliary stage, when the flukes enter the bile ducts 
and the gallbladder, where they mature and release eggs. In the 
biliary stage, the disease usually manifests through intermittent 
right upper quadrant pain, which may or may not be accompa-
nied by cholangitis and/or cholestasis. Eosinophilia may also be 
detected (3, 4).

There are several useful methods of diagnosing Fasciola he-
patica. Stool studies can be used for ova and parasites, but they 
are non-diagnostic during the hepatic phase. An enzyme-linked 
immunosorbent assay is the most widely used method. It is fast, 
has high sensitivity, and has positive results for all patients re-
gardless of the stage of their disease (3). In most cases, ERCP is 
not necessary for diagnosis. However, in the clinical presenta-
tion, there may be biliary obstructive or pancreatitis-like symp-
toms and signs that may necessitate ERCP to rule out other pos-
sible causes that could produce irregularity and a thickening of 
the common bile duct wall. As in our case, the flukes can be ex-
tracted from the bile ducts. A liver biopsy is not routinely indi-
cated, but it may show eosinophils, histiocytes, granulomas, and 
in some cases, even eggs (5).

Because the clinical and laboratory findings of fascioliasis 
may be easily confused with other diseases, its radiological find-
ings are important in shortening the diagnostic process (5). Ra-
diographic tools such as US and CT are useful, not only for di-
agnosis, but also to evaluate the efficacy of the administered 
therapy. Although both are useful, US may not be diagnostic in 
the hepatic phase, because of the heterogeneity of the liver due 
to poorly defined nodules (3). The flukes migrate gradually 
through the liver parenchyma and digest hepatocytes. Along the 
pathway of a fluke, there are multiple small necrotic cavities and 
abscesses. In the CT scans, they appear as multiple serpentine, 
branching, subcapsular, and clustered hypoattenuating lesions 
that point to the central liver (the tunnels and caves sign) (6). Un-
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다발성 동맥류 및 현성 출혈로 나타난 간담도 간질증: 증례 보고

최수영 · 김재운 · 장재천

52세 여자가 2일간의 상복부 통증을 주소로 내원하였다. 혈액 검사상에서 백혈구 증가, 혈중 헤모글로빈 농도 감소와 호

산구 증가 소견이 보였다. 복부 전산화단층촬영에서 간 양엽의 주변부에 다발성의 경계가 불분명한 저음영 병변들이 관찰

되었으며, 우엽의 외측표면을 따라 발생한 피막하 혈종과 함께 현성 출혈이 관찰되었다. 혈관조영술 소견상 다수의 동맥

류와 함께 현성 출혈의 병소가 간우엽에 발견되었으며, 지혈을 위한 코일 색전술이 시행되었다. 내시경적 역행성 담췌관조

영술상에서 총담관 내에 움직이는 흡충들이 발견되었으며, 병리적으로 간질증이 진단되었다.
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