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CORRESPONDENCE

PROBABLE RECOGNITION OF HUMAN ANISAKIASIS IN BRAZIL?

Porto and Maringa, March 25th, 2015

We full agree with AMATO NETO et al. when they state that “it is 
understood that such reports are not deemed important enough to warrant 
formal register. Many such occurrences are not considered worthy of 
publication, and as such, delay acquisition of up-to-date information”. 
There are probably much more human infections cases in Brazil by 
several species of fish nematodes, both marine and freshwater, than 
generally believed. Any information concerning possible infections and 
their characteristics are extremely important for a better understanding of 
the Brazilian situation concerning this biological and medical important 
question.
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Dear Sir:

When making a survey of literature about fish-borne nematodes 
of human infections in Brazil the authors found a Letter to the Editor 
of Revista do Instituto de Medicina Tropical de São Paulo by AMATO 
NETO et al., July 2, 20071 about a probable recognition of human 
anisakiasis in Brazil.

Human infections by several species of nematodes infecting fish, 
of different genera belonging to more than one family, including the 
Anisakidae, were reported in several countries, mainly those where raw, 
lightly cooked or marinated fish are traditionally eaten7. 

In the above cited Letter to the Editor the infection of three anglers from 
São Paulo who had travelled to Ilha do Bananal, Tocantins State, Brazil, to 
fish, was described. From the total of nine people who had travelled to fish, 
five ate raw fish of the genus (sic) Cichlydae (sic), and these five became 
sick around fifteen to twenty days after they left the island and returned 
to São Paulo, and three of them were attended at a medical service. The 
other four anglers who did not eat raw fish were not sick.

The symptoms of the sick people included eosinophilia, abdominal, 
epigastric or pain in several parts of the body, and macular rash in the body 
trunk or in the abdomen. The authors concluded, based on clinic aspects, 
laboratory alterations and epidemiological circumstances, that the patients’ 
signs and symptoms suggested a case of anisakiasis acquired by ingestion 
of raw fish. The fact that anglers that did not eat raw fish did not become 
sick was a strong evidence of the way of acquiring the parasites.

We agree that the anglers were most probably infected with 
nematodes infecting fish from the Cichlidae family (not the genus 
Cichlidae!). However, we believe that it is unlikely that the etiological 
agent was Anisakis sp. or Pseudoterranova sp. The species of both genera 
are parasites only of marine fish2,5, and due to the geographical situation 
of the Bananal Island at Tocantins River it is virtually impossible to the 
local fish to be infected by species of those genera once they are far away 
from the marine habitat. Therefore, they cannot predate the intermediate 
hosts of those parasites. As far as the authors are aware there is only one 
reliable description of anisakiasis in Brazil3.

As an alternative parasite which might have infected the patients, we 
believe that Gnathostoma spp. is the most probable species based on the 
fact that all the patients had eosinophilia, which is characteristic of the 
infection caused by Gnathostoma, but not usually reported with infection 
by Anisakis spp. or Pseudoterranova spp4. On the other hand, infection by 
Gnathostoma spp. usually causes skin lesions which are frequent on the 
abdomen and back of the body, while these symptoms are rarely observed 
with Anisakis spp. or Pseudoterranova spp6. It is important to note that 
Gnathostomiasis was reported in a patient who ate raw fish (Cichla sp., 
Family Cichlidae) captured at Tocantins River, presenting eosinophilia, 
swelling and reddish nodules on the thorax. Plasma immunoblot allowed 
the identification of Gnathostoma spinigerum.8


