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Intestinal Eosinophilic: Anisakiasis

Jose Aneiros-Fernandeza, b, Mercedes Caba Molinaa, Rosa Rios Pelegrinaa, Alina Nicolaea, 
Ovidiu Predaa, Francisco O’Vallea, Jose Aneiros Cachazaa, Miguel Camara Pulidoa

Abstract

Anisakiasis is a parasitic disease in which the human is an acci-
dental host, due to the intake of raw or lightly cooked fish or squid 
that is infected by the larvae dematodes, family Anisakidae. We de-
scribe a case in a 51-year-old woman with parasitic infection Ani-
sakiasis, which affects the large intestine.
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Introduction

Anisakiasis is a parasitic disease in which the human is an 
accidental host, due to the intake of raw or lightly cooked 
fish or squid that is infected by the larvae dematodes, family 
Anisakidae (Anisakis simplex, Anisakis physeteris, Pseudo-
terranova decipiens) [1-5]. The clinical manifestations are 
varied, which can be asymptomatic patients with gastroin-
testinal symptoms or allergic type [6-9]. There has been an 
increase in this disease, due to the widespread exchange of 
food cultures around the world, such as eating raw fish (su-
shi and sashimi) [5]. We report a case of parasitic infection 
Anisakiasis, which affects the large intestine.

 
Case Report

A woman of 51 years of age attended the emergency depart-
ment for acute abdominal pain localized in right iliac fossa. 
The personal background of the patient includes gallstones 

and cholelithiasis. The patient has a family history of colon 
cancer (two brothers). At physical examination the patient 
had good general condition, no fever without spontaneous 
pain. On palpation, she showed a globular abdomen at the 
level of right upper quadrant, with tenderness in the right 
iliac fossa. Blumberg’s sign was negative. Laboratory tests 
showed 12,000 leukocytes without neutrophilia or eosino-
philia. The other values were normal. Radiological tech-
niques demonstrated a thickening of the right bowel wall 
without occluding the light with ascitic fluid. With suspicion 
of intestinal cancer in the right colon, colonoscopy was per-
formed, which demonstrated no tumor process that emerges 
from the intestinal mucosa. Since the patient remained in se-
vere pain, along with clinical suspicion and family history of 
bowel cancer, right hemicolectomy with ileocolic anastomo-
sis was performed. The macroscopic study and the opening 
of the surgical specimen showed an increase in thickness of 
the wall. We show the level of the mucosa in an area slightly 
eroded, with the presence of an elongated structure, 1 cm 
in length, which penetrated the mucosa intestinal (we sug-
gested a parasite) (Fig. 1). Histological study of intestinal 
thickening showed a slightly eroded mucosa, edema at the 
level of the submucosa with vascular congestion. At the level 
of deep and superficial muscle layer, an intense acute inflam-
matory infiltrate with abundant eosinophils was identified. 
At the level of blood extravasation, there was serous meso-
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Figure 1. Showed parasite that perforating the bowel mucosa. 
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thelial hyperplasia (Fig. 2). Histological examination of the 
filamentary structure corresponded with a parasitic nema-
tode, showing a thick cuticle, neural cord, and gastrointes-
tinal structure (Fig. 3). With all these findings the diagnosis 
was made of Anisakiasis of the colon. No evidence of ma-
lignant tumor process was seen. The patient reported taking 
fish in the last month. The patient did not show alterations in 
relation to infection after 6 months. 

Discussion
  
The species of Anisakis has a complex life cycle: the eggs 
hatch in seawater, and shellfish feed on the larvae. These 
crustaceans are eaten by a fish or cephalopods such as octo-
pus or squid, staying the nematode in the gut wall, into the 

muscle or under the skin. Humans become infected by eat-
ing raw or undercooked fish [1-8]. Three species of Anisakis 
larvae are pathogenic to humans: Anisakis simplex, Pseu-
doterranova decipiens, and Contracaecum. The areas with 
the highest incidence of cases caused by Anisakis are Japan, 
Netherlands and South America, although in recent years 
there has been a surge in non-endemic countries caused by 
an exchange of food cultures [7]. 

Figure 3. Presenting an intense inflammatory infiltrate with eo-
sinophils (magnification x 40, Hematoxiline and Eosine).

Figure 4. Histological examination of the parasitic nematode, 
showing a thick cuticle, neural cord, and gastrointestinal struc-
ture (A, B) (hematoxiline and eosine).

Figure 2. Panoramic histology of the intestinal wall: show mucosa with little erosion (M), edematous sub-
mucosa (S), muscle layer with intense inflammatory infiltrate (ML) and the serosa with edema and inflam-
matory infiltration (E) (hematoxiline and eosine).
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The highly variable clinical manifestations, digestive 
disorders are more common as right iliac fossa pain, obstruc-
tion, abdominal pain, vomiting, epigastric pain and bleeding. 
They may also have allergic skin reactions in the form of 
generalized papular erythema. These symptoms are caused 
by local action of the parasite causing gastrointestinal dis-
turbances and hypersensitivity reactions mediated by IgE 
[10-12]. According to laboratory values, the eosinophilia is 
not usually present in the gastric or intestinal Anisakiasis as 
showing in most cases, and leukocytosis is not usually pres-
ent in the intestinal involvement as in our case. Serological 
diagnosis and skin testing are important in acute and chronic 
cases. Elisa Western Blott, monoclonal antibodies, eosino-
philic cationic protein and IgE determination to Anis 1 are 
used.

The differential diagnosis should be performed with nu-
merous processes such as eosinophilic enteritis, appendici-
tis, diverticulitis, Crohn’s disease, ischemia, tuberculosis and 
malignancies [13].

There are studies to control the growth of the disease and 
control mechanisms and prevention. It was found that before 
taking fish kept at -20 degrees for 24 hours or 60 degrees for 
10 minutes the larva is not viable. Treatment of Anisakiasis 
is the administration of anthelmintics for 1 - 2 weeks [10]. 

We think that with a good clinical history detailed in 
food intake after a good box accompanied, abdominal radio-
logic and endoscopic study is crucial for the diagnosis of An-
isakiasis. In our case, due to family history of colon cancer 
and clinical-radiologic suspicion, surgery was performed.
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