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Introduction
Anisakiasis is a gastrointestinal infection caused by larvae, mainly 

of Anisakis species and Pseudoterranova species, found in saltwater 
fish. Its symptoms, including abdominal pain, nausea, and vomiting, 
occur usually within 48 hours after ingestion of raw sea water fish, 
and are caused by penetration of larvae into the gastrointestinal wall. 
Consideration of this disease based on a history of prior ingestion 
of raw fish is important for the diagnosis, and a definite diagnosis of 
gastric anisakiasis is easily made by endoscopic examination. Although 
usually no specific treatment is needed, relief of the symptoms is 
hastened by endoscopic removal of larvae. Gastric irritation, such as 
peptic ulcer disease, may be included in the causes of chest pain or 
discomfort, but gastric anisakiasis presenting with chest pain has been 
reported in only a few cases to our knowledge. 

Case report
We report the case of a 53 years-old woman whose clinical history 

was positive for patent foramen ovale that was admitted in our 
department for elective percutaneous closure of interatrial a defect 
associated with huge redundant interatrial aneurysm. Clinical history 
was negative for cardiovascular risk factors and documented a previous 
intervention for mammalian neoplasia and multidrugs allergy. The 
patient suffered from migraine for many years while MRI findings 
documented hyperintense areas compatible with signs of previous 
cerebral ischaemia.

Therefore, the patient was subjected to percutanous closure of patent 
foramen ovale by means of device Amplatzer n 35 mm. Procedure was 
free from significant complications and echocardiographic follow-up 
showed correct placement of device and no significant interatrial shunt 
at color-Doppler.

The patient was discharged in optimal clinical conditions with 
medical therapy based on clopidogrel, aspirin and proton pump 
inhibitors.

After one week from discharge the patient underwent 
rehospitalization for intense stomachache associated with aspecific 
chest pain. Blood pressure, pulse, heart and respiratory parameters 
were within normal limits.

Serial blood test, electrocardiogram, echocardiography, chest X-ray 
and abdominal ultrasound documented no significant alterations 
(Figures 1-3). 

Patient experienced worsening of chest constriction symptoms 
so that the patient was subjected to coronary contrast computed 
tomography performed four hours later that showed no significant 
coronary narrowings and good placement of device Amplatzer at the 
level of fossa ovalis (Figures 4-6).

Finally careful endoscopic gastric examination was performed that 
revealed a superficial ulcer in the gastric fund wall. A single worm was 
removed with biopsy forceps and multiple biopsies were perfomed 
close to the penetration site. 

Histologic findings documented nonspecific signs of hyperemia with 
eosinophilic infiltration and superficial epithelium hyperplasia associated 
with fragments of white parasite compatible with Anisakis diagnosis. 
H. pylori morphological and histochemical research was negative.
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Figure 1. Top. Brain networks associated with mind wandering and attention. 
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We insisted on asking the patient about the ingestion of 
undercooked fish and accurate patient history confirmed about the 
ingestion of marinated anchovies the night before onset of gastric 
symptoms. 

The patient conditions immediately improved after removing 
the worm. She was discharged after receiving supportive care.   The 
12-month follow-up was negative for relevant clinical events.

Discussion
Gastrointestinal anisakias is a parasite infection acquired 

by infection with Anisakis simplex or Pseudoterranova decipiens 
nematodes belonging to the Anisakidae family, occurring in people 
that consume raw or inadequately cooked fish or squid. It is frequently 
characterized by severe epigastric pain, nausea and vomiting caused by 
the penetration of the larvae into the gastric wall [1,2].

Figure 2. Top. Brain networks associated with mind wandering and attention. 

Figure 3. Top. Brain networks associated with mind wandering and attention. 

Figure 4. Endoscopy findings showing erosion at fundus-body stomach level.

Figure 5. Anisakis finding s during procedural multiple biopsies.

Figure 6. Clear documentation of bleeding erosion after parasite removal.
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Larval anisakias was firstly reported in 1960 by Van Thiel et al.  
[3]. Humans become infected by ingestion of the As Larvae, which are 
present in seafood dishes. Many cases have been reported in Japan [4] 
where there is a high rate of consumption of raw fish but the disease has 
been recognized in some other countries, especially the Netherlands, 
Germany, France, and Spain, United States [5-11].  Acute gastric 
anisakiasis with severe chest discomfort is rarely reported in Italy 
[6,7].  The gastric anisakiasis has increased proportionally with high 
consumption of sushi, sashimi, raw and smoked fish dishes. 

Herring, cod, squid, mackerel, tuna and cuttle fish are the most 
commonly potential larval conductors.

Four major clinical syndromes are described in infected individuals, 
including gastric (GA), intestinal, ectopic and allergic diseases [9]. The 
most common presentation, the GA is frequently characterized by 
severe epigastric pain, nausea, vomiting and is caused by penetration 
of the larvae in the gastrointestinal wall. GA (acute form) is severe 
epigastric pain occurring usually within 12 hours of eating raw fish 
such as tuna, cuttlefish, shrimp, herring or mackerel.  Generally, the 
diagnosis is made by the endoscopic identification of the anisakis larva. 

On the other hand, gastro-allergic anisakiasis with rash, urticaria 
and isolated angioedema [10,11] or anaphylaxis is a clinical entity 
that has been described only recently. Also, if patients usually develop 
symptoms within 12 hours after raw seafood ingestion, not always 
endoscopic exploration can promptly identify the Anisakis larvae.

In cases where upper endoscopy is performed within few hours 
or days after ingestion, endoscopic findings show gastric reddening, 
oedema and erosions or ulcerations around the worm penetration site, 
which may frequently affect the gastric greater curvature.

Endoscopic examination, when delayed, can highlight a chronic 
mucosal change with a greater difficulty in anisakis detection. 
The endoscopic worm extraction is usually followed by a rapid 
improvement in symptoms while a delayed treatment may allow the 
larvae to penetrate into the submucosa. 

While intestinal or extraintestinal infections can required surgical 
removal of the larvae, the diagnosis of GA obtained with a noninvasive 
method allows a conservative treatment by supportive therapy or 
albendazole administration.

Chest discomfort during anisakias was rarely reported.

On the other hand, with chronic gastric anisakiasis, the larvae 
are difficult to find at endoscopy, making the diagnosis difficult. A 
submucosal tumour is one of the characteristic features of chronic 
gastric anisakiasis.  Chronic anisakiasis [1,2] is really rare and its 
diagnosis is difficult. The diagnosis is often made incidentally at 
endoscopy or after discovery of a mass in the abdomen. The authors 
assume that penetration of the anisakis larvae through the gastric 
mucosa caused formation of an abscess within the muscular layer, with 
subsequent rupture of the abscess leading to transient perforation.

Conclusions
In our reported case, the chest discomfort described by our 

patient was so severe that the patient was admitted in our Emergency 
Department. Occurring within few hours after parasite ingestion 
and contact, upper accurate endoscopic examination was effective as 
diagnostic confirmation and curative treatment considering that the 
endoscopic removal was followed by rapid improvement in symptoms. 

Generally, removal of the larvae at endoscopy is curative for acute 

gastric anisakiasis and the severe epigastric pain disappears rapidly. On 
the other hand, If the anisakis larvae cannot be removed, the symptoms 
continue for a few days until the larvae die within the gastric mucosa 
[2,6,11].

Sometimes, a significant allergic reaction may have hindered the 
permanence of the larva in the stomach and its penetration through the 
gastric wall, thus making diagnosis impossible. 

The clinical implication of these considerations is reflected on 
the patient management. In fact, the gastroallergic anisakiasis clinical 
manifestations rather than the gastric or “surgical” symptoms may 
authorize, if this hypothesis is confirmed, to adopt a “wait and see” 
treatment.

On the other hand, immediate removal of parasite by means of 
endoscopy allows rapid relieve of symptoms in gastric Anisakiasis as 
in our case report.
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