
G Chir Vol. 37 - n. 6 - pp. 281-283
November-December 2016

281

Introduction

Anisakiasis is a parasitic infection caused by the in-
gestion of raw fish contaminated by larval nematodes
of Anisakis species and Pseudoterranova decipiens (1).
This disease is frequently reported in Asian countries
where eating raw seafood is a habit (2). Anisakis larvae
can cause gastric, intestinal, extraintestinal or allergic
manifestations (3). The number of gastric manifestations
due to ingestion of Anisakis larvae are rated to > 95%,
while intestinal or extraintestinal ones to > 4% and
>1% respectly (4). 

In human body larvae normally die within 14 days,

but they can penetrate the intestinal wall and can
cause inflammation and consequently a granuloma
(5). In fact intestinal anisakiasis usually presents itself
with abdominal pain, diarrhea, high levels of inflam-
mation biomarkers and it can be complicated by
intestinal obstruction, peritonitis and perforation (6). 

Since larvae die in the course of time, a conservative
treatment can be considered, while intestinal compli-
cations need to be treated with an emergency surgical
procedure (7).

Sometimes, intestinal anisakiasis is very difficult to
recognize and surgery is necessary for its diagnosis. 

Case report

A 61-year old patient was admitted to our General
Surgical and Emergency Unit because of sudden abdo-
minal pain, vomit and constipation. He referred to
have eaten raw fish 3 days before admission and denied
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any previous surgical treatment. Abdominal examination
revealed muscular rigidity, pain in the right abdominal
quadrants with rebounding pain and positive Blumberg’s
sign. Digital rectal exam gave no evidence of stools
and no bleeding. Laboratory data showed high levels
of WBC (especially neutrophils and no eosinophils)
and PCR. The patient underwent an abdominopelvic
CT scanning that showed “dilation of jejunum and
ileum loops, thickening of the terminal ileum and
cecum and signs of inflammation of the intestinal wall
and mesentery”.

After a CT scan, the following emergency surgical
procedure was performed: 1) laparotomy with evidence
of purulent liquid in abdomen, a stenotic terminal
ileum with obstruction of the small intestine bowels
and a giant Meckel’s diverticulum, 2) resection of
terminal ileum and cecum and ileocolonic anastomosis
L-L; 3) toilette and drainage. The patient started enteral
feeding and antibiotics protocol and underwent blood
exams that showed improved of WBC and PCR values.
There were no post-operative complications. 8 days
after surgery he was discharged. Then he started his
post-operative and medical follow-up in the Infectious
Diseases Unit which lasted for 6 months and after that
he refused any further examination. 

Gross examination showed ileal stenosis with
tickening of the wall for the length of 18 cm. At the
microscopic examination, the intestinal wall appeared
occupied by a transmural inflammatory infiltrate,
mainly eosinophilic, edema, angiectasiae and nematode
larvae, referable to Anisakis, surrounded by necrotic-
inflammatory material (Figures 1 and 2). Moreover,
there was evidence of giant a Meckel’s diverticulum (at
about 12 cm from the resection). 

Discussion

Owing to the very high consumption of raw fish
Anisakis is very common among the population of the
Eastern Countries where approximately 20,000 cases
are reported (8). It commonly affects the gastric mucosa
but rarely the intestinal one. Diagnosis of intestinal
anisakiasis can therefore be challenging and the history
of recent raw fish consumption can be helpful (9). US
and CT scanning are very useful in the differential dia-
gnosis. In fact, typical CT outcomes include a thickening
of the intestinal wall, diffuse contrast enhancement of
the involved intestinal tract and ascites (10). According
to Ido (11), US scanning can show the presence of
ascite, dilation of the small intestine and localized
edema of Kerckring’s folds. Unfortunately, in our case,
US was not performed.  

Normally, enteric anisakiasis exhibits leukocytosis
with eosinophilia and high C-reactive protein levels

(10). In literature, some studies report also the possibility
of using Anisakis’ antibodies to improve the differential
diagnosis (11). Concerning treatment, there are cases
of successful medical treatment with prednisolone and
olopatadine hydrochloride avoiding hospitalization (7)
and other cases of endoscopic treatment avoiding
surgical procedure (12). 

In our case, enteric Anisakias had not been taken
into consideration at the moment of the operation be-
cause the presence of a bowels’ obstruction diagnosed
on CT scanning. After surgery a strong suspicion of
obstruction caused by Meckel’s diverticulum was con-
sidered and only histopathology could reveal Anisakis
larvae inside the intestinal wall. Our laboratory cannot
allow the research of Anisakis’ Ab in a short time and it
would have been ineffective in this case. Another
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Fig. 1 - Larva ov Anisakis received in the bowel wall thikness, surroundednby
a necrotic-inflammatory, predominantly eosinophilic (40x, E&E) 

Fig. 2 - At higher magnification can observe the anatomical details of the
parasite: a thin external cuticle overlying a muscle layer and intestine com-
posed of a single layer of columnar epithelium forming a central tripartite
lumen (100x, E&E)
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similar case has been reported in literature with this
rare combination of anisakiasis and Meckel’s diverticulum
(13). 

Conclusions

Enteric anisakiasis is a rare disease and in some
cases a conservative approach can be recommended
(10), but it is important to focus on history and clinical
presentation for differential diagnosis. Anyway in cases
of bowel obstruction or perforation, surgical procedure
needs to be performed. 

In our case there was no suspicion of anisakiasis
apart from the fact that the patient had reported that
he had recently eaten raw fish. After laparotomy a
Meckel’s diverticulum was evident and it was considered
as the primary cause of the bowels’ obstruction as it

normally happens in the Surgery and Emergency Unit
Deparment. In fact only the histological exam revealed
the presence of anisakiasis larvae inside the intestinal
submucosa. 

With our experience we want to demonstrate that
complicated anisakiasis is difficult to diagnose, especially
without such positive laboratory data as eosinophilia.
We always also recommend a CT scanning followed
by an emergency surgical approach, in as much as it
can be possible to find out a combination of a Meckel’s
diverticulum and Anisakis larvae.

Consent section
Written informed consent was obtained from the

patient for publication of this case report and accompanying
images. A copy of the written consent is available for
review by the Editor-in-Chief of this journal on request.
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