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CASE REPORT

Ascariasis as an Unexpected Cause of Acute Pancreatitiswith
Cholangitis: A Rare Case Report from Urban Area

Pochamana Phisalprapa, Varayu Prachayakul
Department of Medicine, Faculty of Medicine, Sirirospital, Mahidol University. Bangkok, Thailand

ABSTRACT
Context Ascaris lumbricoides is one of the most common parasitic infestationshwfan gastrointestinal tract. This parasitic
infestation might be asymptomatic and only few ®s@n extraintestinal ascariasis have been repoftecending cholangitis and
acute pancreatitis as a result of thearis lumbricoides migrating into the biliary system and pancreatictdwere very rare
complications. Here, we presented a case repobiliafy ascariasis induced acute pancreatitis whiblangitis without imaging
supported in a patient coming from urban af@ase report A 33-year-old woman lives in Bangkok, urban aredlodiland. She
presented with severe epigastric pain for one Hay.diagnosis wa#scaris lumbricoides induced acute pancreatitis accompanied
with ascending cholangitis. The investigation residhowed no eosinophilia and no ascaris eggs dal stxamination. The
abdominal computed tomography showed slightly comrhde duct dilatation. The parasite was found migiran endoscopic
retrograde cholangiopancreatography performed. cHodangiography revealed a roundworm in common thilet. The parasite
was successfully removed by using an extractiolobalcatheter and a snare. Microbiological exanmmabf the parasite revealed a
22 cm long adult form of\scaris lumbricoides. Conclusion Ascaris lumbricoides is the uncommon cause of biliary obstruction with
complications. It is also a possible cause evehempatients who live in urban areas. Endoscopiorl is the treatment of choice
in addition to antihelminthic medications.

INTRODUCTION biliary system and pancreatic duct are very rare
complications [4, 5, 6]. Up to the present, ther@sw
some cases ohscaris lumbricoides found in common
bile duct reported from the endemic area around the
world. However, those patients had evidence of only
acute cholangitis or pancreatitis at the presentati
Here, we presented a case of biliary ascariasiscil
acute pancreatitis accompanied with cholangitigh
patient who came from urban area.

Ascaris lumbricoides is the second most common
intestinal parasite affecting more than 1.4 billion
people in the world. The endemic areas are rural
especially developing countries of Asia and Latin
America. It is acquired by ingestion of eggs with
embryos in raw vegetables. Infestation whlkcaris
lumbricoides causes about 20,000 deaths every year
[1], usually as a result of intestinal obstructiand
infant malnutrition [2]. Poor sanitation is the rhos CASE REPORT
important risk factor [3]. The infestation might be
asymptomatic. Whereas intestinal ascariasis gdperal
does not cause any severe medical problems, the
extraintestinal ascariasis is likely to cause nsmeere
conditions such as biliary colic, acute cholecisstit
acute cholangitis, acute pancreatitis or hepatsceds

[1]. Ascending cholangitis and acute pancreatitisaa
result of theAscaris lumbricoides migrating into the

A 33-year-old healthy woman was born and lives in
Bangkok which is the largest urban area of Thailand
She works as a secretary of a private company. She
loves eating fresh vegetables. She had the higibry
intermittent epigastric pain for two months and
presented with severe abdominal pain radiatingeto h
back with nausea and vomiting for one day. Physical
examination revealed febrile (37.5°C), no jaundice,
marked tenderness at epigastrium and decreased bowe
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initially diagnosed with acute mild gallstone
pancreatitis with suspected retained common bild du
stone by over all clinical manifestations. Endoscop
retrograde cholangiography was performed and
swollen ampulla with purulent bile were noted (Figyu
1). Cholangiogram showed dilated common bile duct
of 1.2 cm and there was a cylindrical filling defec
about 6-7 cm in length inside the common bile duct
(Figure 2). After endoscopic sphincterotomy, the
parasite popped out and was extracted, using an
extraction balloon catheter, then removed with &en
The cholangiogram after removing this parasite
showed markedly decreased in size of common bile
duct without residual filling defect. The parasite
duodenum was shown in Figure 3. It was identifischa
22 cm long adult form ofscaris lumbricoides (Figure

4).

Figure 1. Endoscopic retrograde cholangiopancreatography isiy
a cylindrical filling defect (arrows) on the dilateommon bile duct.

amylase 2,036 U/L (reference range: 0-220 U/L)ob5to
testing for parasites and ova were negative foeethr
days. Abdominal computed tomography (CT scan)
showed dilated common bile duct (0.8 cm in diameter
without filling defects and no gallstone. No eviderof
acute pancreatitis was found from this study. She w

Figure 2. The cholangiogram after removal of parasite she Figure 3. The endoscopy revealed a roundworm extracted
decreased size of common bile duct without filldeject. ampulla of Vater and floating in the duodenum.

JOP. Journal of the Pancreas - http://www.sereizautiindex.php/jop - Vol. 14 No. 1 — January 20fISSN 1590-8577] 89



JOP. J Pancreas (Online) 2013 Jan 10; 14(1):88-91.

The patient's symptoms improved dramatically after
the procedure. She had no abdominal pain, naugka an
vomiting and fever. The leukocyte count, AST, ALT,
bilirubin and amylase returned to normal within two
days. The patient was prescribed with ceftriaxorg 2
once daily for her cholangitis. Although no eggsreve
found on repeated stool examination, albendazole 40
mg once daily was prescribed for three days in case
that there was still a male or an immature female
parasite. Finally, this patient had a complete vecp
and was discharged home within 7 days.

DISCUSSION

This is a case report of biliary ascariasis induaedte
pancreatitis accompanied with ascending cholangitis
without imaging supported in a patient who camenfro
an urban area of Thailand and was successfullyenlea
by endoscopic retrograde cholangiopancreatography
(ERCP) and anthelmintic drug. Up to the presemeh
was only one case report of biliary ascariasis wéthme
presentations and supported by imaging from South
Africa [7]. The pathogenesis dfscaris lumbricoides
induced acute pancreatitis and cholangitis arelairto
those from the other causes such as common bile duc
stone. The roundworms are actively motile and can
migrate from their natural habitat in the duoderamd
proximal jejunum into the ampulla of Vater and ente
the bile duct or pancreatic duct. Some complication
such as biliary colic, cholangitis or pancreatitigght
occur and depend on the parasitic load. Fortunately
biliary complications are not frequent. Howevergga

can cause severe morbidity and mortality. Therefore
early diagnosis and management are essential.

In the previous studies, 80% of the patients wiliauty
ascariasis had previously undergone cholecystectomy
and/or sphincterotomy and they claimed that
sphincterotomy leads to the development of biliary
ascariasis [6]. However, there is no history of
sphincterotomy or cholecystectomy in this case. In
urban areas, acute pancreatitis and cholangitis
associated withAscaris lumbricoides are unusual and

Figure 4. A 22 cm long adult form ofAscaris lumbricoides aftel
extraction from common bile duct.
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its prevalence is less than gallstone diseasekdia,
which is the endemic area, 23% of acute pancreaditi
caused by biliary ascariasis. It is composed of %
mild pancreatitis, 22% of severe pancreatitis ang i
also accompanied with pyogenic cholangitis in 13.6%
of cases. Endoscopic treatment was successful% 95
of the cases [8]. A few cases of pancreatitis due t
biliary ascariasis have been reported from areayavh

it is uncommon and it was stated that treatment by
endoscopic methods was successful in all of them [9
10, 11, 12].

However, most patients with biliary ascariasis pres
with unspecific symptoms and the diagnosis is
sometimes incidental [3]. The diagnosis is usually
made by abdominal ultrasonography which showed
bile duct dilation and the presence of the parasite
hyperechoic linear structure with a hypoechogeinie |
inside, which is sometimes motile [3, 13, 14].
Abdominal CT scan can also be helpful. In this case
the diagnosis was missed with abdominal CT scan but
ERCP was able to reveal the parasite. The pressghce
eosinophilia should have raised suspicion of the
possibility of a parasitic infestation. However,cAsis

is not a tissue parasite, so no eosinophilia wagshn

our patient. There was only 5 to 12 percent of
eosiniphilia reported in extrapulmonary ascariasis.
Stool testing is the most important method in the
diagnosis of ascariasis and yields false nega#salts
about 80% in biliary ascariasis. In this case, scads
eggs were also found on three days of stool
examination and it was therefore thought that hjlia
ascariasis was caused by a male or immature female
parasite. ERCP is the gold standard method for
identifying and removing the parasite from the
duodenal, biliary or pancreatic tract [3]. Gorgidilal.
reported a case of biliary ascariasis in which #sw
removed by balloon extraction after endoscopic
sphincterotomy. This procedure is feasible and
harmless in the treatment of biliary ascariasig Hrid
ERCP with parasitic extraction has been reported
successful in up to 90% of the patients with byliar
ascariasis [1]. Management of biliary ascariasis
consists of administration of intravenous fluidsydx-
spectrum intravenous antibiotics indicated if sigris
cholangitis presented and early intervention wiR(P
followed by anthelmintic medication will reduce
morbidity and mortality including recurrent rate time
future [16, 17, 18]. Because of the lack of
enterohepatic circulation of anthelmintics, themse i
inadequate bile concentration level to kill thegsites
within the biliary tree. Thus only anthelmintics rist
enough to treat biliary ascariasis.

In conclusion,Ascaris lumbricoides is the uncommon
cause of biliary obstruction with complications. igt
also a possible cause even in the patients whoirive
urban area. Endoscopic removal is the treatment of
choice in addition to anthelmintic medications.
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