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Gastric Anisakiasis: Do not Forget the Clinical History! 
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Gastrointestinal anisakiasis is a parasitic disease 
acquired by humans after ingestion of raw fish  infected 
with third stage larvae of the nematode Anisakis simplex. 
Even if considered a rare disease in Western countries, it is 
underestimated in many countries with large fishing-based 
activities and widespread consumption of raw sea food. This 
could also depend on the observation that the nematode 
is often hidden among gastric folds, and can be confused 
with gastric mucus. Consequently, gastric detection could 
be difficult, and the use of narrow band imaging (NBI) 
has been recently suggested to improve parasite detection 
at endoscopy [1]. To our knowledge, 11 cases of gastric 
anisakiasis have been described in Italy [1, 2]. Moreover, 
some cases have been reported in other European countries, 
such as Austria, Germany, and Spain [3-5]. We observed a 
patient complaining of acute epigastric pain and vomiting 
within 3 hours following the ingestion of uncooked 
anchovies. Due to persistent pain without vomiting, the 
patient underwent upper endoscopy 4 days later. Based on 
clinical history, anisakiasis was suspected and the parasite 
was searched for at standard endoscopy. A mobile nematode 
was detected (Fig. 1A), showing an extremity strongly 
adherent to the gastric mucosa when it was removed with a 
biopsy forceps (Fig. 1B). 

This case clearly demonstrates that anisakiasis should 

be promptly suspected when abdominal symptoms occur 
following raw fish ingestion. In addition, it highlights that 
the clinical history may guide the diagnosis, alerting the 
endoscopist to accurately search for a parasite during a 
standard endoscopy. Since no effective medical treatments 
for anisakiasis are currently available, it should be suspected 
at clinical history, and an accurate upper endoscopy be 
performed to remove the parasite.

References 
	 1.	 Taranto D, Sessa G, Tortora R, Tremolaterra F. Narrow band imaging 

enhancement could improve gastric anisakis detection. Dig Liver Dis 
2010 Mar 26. [Epub ahead of print].

	 2.	 Ugenti I, Lattarulo S, Ferrarese F, De Ceglie A, Manta R, Brandonisio 
O. Acute gastric anisakiasis: an Italian experience. Minerva Chir 
2007;62:51-60.

	 3.	 Kapral C, Haditsch M, Wewalka F, Schatzlmayr W, Lenz K, Auer 
H. The first case of anisakiasis acquired in Austria. Z Gastroenterol 
2009;47:1059-1061.

	 4.	 Lock G, Ehresmann J, Jöntvedt E. Severe segmental colitis due to 
anisakiasis. Unusual manifestation of a rare infection in Germany. 
Dtsch Med Wochenschr 2008;133:1779-1782. 

	 5.	 Bao Pérez F, Alvarez Rubio M, Martí Cabané J. Anisakis simplex on 
an ulcer in a Billroth II patient. Rev Esp Enferm Dig 2005;97:532-
533.

Fig 1 A. Endoscopic view of a mobile worm on antral mucosa. B. The worm was grasped with a forceps and 
removed, showing that its extremity was strongly fixed into the mucosa.
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