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Background

A 37-year-old male with no prior surgical history presented with a small bowel obstruction secondary
to adhesive disease from an Anisakis infection.

Summary

The patient is a 37-year-old male with no significant past medical history and no past surgical history
who presented to the emergency department with a one-day history of epigastric pain with associated
nausea and emesis. A CT scan was obtained demonstrating a transition point in the mid-small bowel.
The patient underwent laparoscopic exploration and was found to have two band-like adhesions
at the suspected transition point of obstruction. With concern for possible omphalomesenteric
duct remnant, pathologic analysis of these adhesive bands was performed and notable for a fibroinflammatory reaction with necrotic anisakis nematodes (roundworms). Gastrointestinal infection
by anisakis nematodes is well described in the literature and prevalent in regions where raw fish
consumption is common. Bowel obstruction secondary to this parasite typically occurs as a result of
intraluminal infection causing severe inflammation and swelling of the infected portion of bowel.
This report describes a case of small bowel obstruction due to intraabdominal adhesions secondary to
an extraluminal anisakis infection. Based on literature review, this is the second adhesive small bowel
obstruction due to anisakiasis reported worldwide with the others occurring in Japan.1

Conclusion

Keywords

This case report reinforces the importance of conducting a thorough history and forming a broad
differential diagnosis. The authors recommend including enteric anisakiasis on the differential of
bowel obstruction in a patient with history of raw seafood ingestion.
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Case Description
Anisakiasis is an infection from the parasitic nematode
(roundworm) of the Anisakis genus. It is transmitted by
consumption of raw or undercooked saltwater fish or
squid. Approximately 90 percent of reported cases occur
in Japan as raw fish is a hallmark of the diet in this region.2
Anisakis roundworms typically infect the stomach; small
bowel infection is much less common but has been
described in the literature.3–5 Several case reports have been
published describing small bowel obstruction secondary
to anisakiasis. These reports commonly describe patients
who present with a small bowel obstruction necessitating
surgical intervention in the form of a small bowel resection. The operative findings typically include a portion of
small intestine obstructed secondary to severe intestinal
wall inflammation.6–15 While the majority of these reports
come from Japan, there have been reports from Italy,
France, Spain, Croatia, and Canada. There have been two
reported cases of bowel obstruction secondary to anisakis
affecting patients in the United States. One case involved
a large bowel obstruction secondary to a mesenteric mass
formed by infecting anisakids.16 The other is a case of small
bowel obstruction secondary to intussusception caused by
anisakiasis.17

Figure 1. Axial images from computed tomography scan of the abdomen
and pelvis with IV contrast showing dilated loops of small bowel (dashed
white arrows) and suspected transition point (solid red arrow).

The authors present a case of small bowel obstruction
in a patient with a “virgin abdomen” whose small bowel
obstruction was secondary to adhesive disease from an anisakis infection. Based on literature review this is the second
adhesive small bowel obstruction due to anisakiasis reported worldwide, with the other occurring in Japan.1
The patient is a 37-year-old male with no significant past
medical history and no past surgical history who presented to the emergency department with a one-day history
of severe, sharp, cramping epigastric pain with associated
nausea and emesis. The patient did note similar episodes
of abdominal pain one month prior that resolved spontaneously; he did not seek medical attention at that time. At
presentation, he was afebrile and hemodynamically stable.
Laboratory evaluations were unremarkable, including a
normal white blood cell count without eosinophilia. A CT
scan of the abdomen and pelvis was obtained with IV contrast, showing dilated loops of small bowel with suggestive
transition point in the mid-small bowel. The radiologist
also noted possible partial midgut malrotation and several
prominent central mesenteric lymph nodes (Figure 1 and
Figure 2). The patient was resuscitated with intravenous
fluids, electrolyte repletion, and nasogastric decompression
with plans for operation intervention. He improved clinically over the first night of hospitalization.
American College of Surgeons

Figure 2. Coronal images from computed tomography scan of the
abdomen and pelvis with IV contrast showing dilated loops of small bowel
(dashed white arrows) and suspected transition point (solid red arrow).

Given the question of malrotation seen on CT scan, the
patient was taken for exploratory laparoscopy as he had
no prior surgical history and had experienced multiple
previous episodes of abdominal pain. The small bowel was
inspected from the ligament of Treitz distally to the cecum.
The cecum was noted to be mobile with minimal retroperitoneal attachments and located appropriately in the
right lower quadrant. Additionally, the ligament of Treitz
was left of midline with normal anatomic relationships.
The proximal small bowel was noted to be mildly dilat– 58 –
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Discussion

ed with two separate abnormal-appearing bands running
from the mesentery to the posterior abdominal wall. These
bands seemed to correspond with a transition point in the
mid-jejunum. Due to the location of the bands and their
abnormal appearance, consideration of an omphalomesenteric remnant prompted excision for pathological analysis
rather than simple lysis. The remaining small bowel and its
mesentery were found to be unremarkable, and no other
abnormal findings were visualized within the abdomen.

Small bowel obstruction secondary to anisakiasis is a rare
occurrence but has been described in the literature. The
case described above is a unique presentation of this entity
as most obstructions occur secondary to an inflamed and
severely edematous small bowel wall. The patient suffered
a small bowel obstruction secondary to intraabdominal
adhesions. The majority of small bowel obstructions are
due to intra-abdominal adhesions from prior abdominal
or pelvic surgical procedures.18–20 It is estimated that only
three to nine percent of patients’ suffering from an adhesive small bowel obstruction will have no prior abdominal or pelvic surgical history.21,22 Anisakiasis represents an
extremely rare cause of adhesive small bowel obstruction
in any patient, with or without a prior surgical history.
The patient had minimal subjective and objective features
to suggest a parasitic infection except an extensive travel
history. Ultimately, this patient was successfully managed
with exploratory laparoscopy that was both diagnostic and
therapeutic.

The patient recovered from the operation without complication and was discharged home on postoperative day
two. Microscopic review of the adhesive bands removed
during the procedure were notable for fibro-inflammatory
reaction surrounding necrotic parasites nematodal in morphology and most consistent with anisakis (Figure 3). The
patient was evaluated by an infectious disease specialist and
treated with a one-time dose of oral 400 mg albendazole.
He was seen for follow-up in the surgical clinic on postoperative 16 and was recovering well from his procedure
without further gastrointestinal issues.

As evidenced by the case reports cited previously, obstruction due to enteric anisakiasis typically requires surgical
intervention that is both diagnostic and therapeutic. There
are a few case reports suggesting that intestinal anisakiasis
may be treated with albendazole alone.17,23,24 This management approach seems logical based on descriptions of severe
inflammation and edema causing obstruction, but in areas
where anisakiasis is rarely seen, intestinal obstruction due
to this parasite can be a difficult diagnosis to make or even
suspect. There are serological tests available for anisakiasis, but a high index of suspicion is needed to utilize these
tests.25 Since the patient suffered from an adhesive small
bowel obstruction, the authors do not feel that the patient
would have improved with medical treatment alone.

Conclusion

Figure 3. Microscopic slides from surgically excised intra-abdominal
adhesions showing fibrosis, inflammation, and hemorrhage surrounding a
necrotic, nematode parasite.

This case report reinforces the importance of conducting a
thorough history and forming a broad differential diagnosis. The authors recommend including enteric anisakiasis
on the differential of bowel obstruction in a patient with
history of raw seafood ingestion.

Review of the patient’s travel history over the past 10
years was extensive and consisted of stays in Afghanistan,
India, Iraq, Peru, and most recently a vacation in Hawaii
approximately one to two months prior to presentation.
The patient felt that he may have contracted the parasites
from consuming sushi during his vacation in Hawaii, as
this correlates temporally with the onset of recurring gastrointestinal upset.
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Lessons Learned
Patients without a surgical history who present with a
small bowel obstruction should be explored for possible
pathologic causes. In patients with a history of raw food
consumption, anisakiasis should be on the differential
diagnosis.
– 59 –
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