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Abstract 
This paper reports the case of a young female Thai patient who presented with periodic 

severe abdominal pains which proved to be acute pancreatitis. Conventional investigations and 
treatments failed to prove and improve her condition. ERCP was done on the twelfth day after 
admission. 3 caudal ends of living round worms were noted protruding from the papillary orifice 
during endoscopy. Cholangiography revealed impacted multiple round worms in the common bile 
duct and both intrahepatic ducts. Endoscopic extraction of the worms was done by using dormia 
basket and removed with endoscope. Repeated procedure was done 21 times in two and a half 
hours, obtaining 26 live, mature Ascaris lumbricoides varying from 13 to 24 em in length. Repeated 
cholangiogram confirmed complete removal of the worms. The patient was relieved from abdo­
minal pain immediately after the procedure, and given oral albendazole 400 mg daily for 7 days. 
She was discharged asymptomatic 8 days after Ascaris removal. 
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Ascaris lumbricoides (round worm) affects 
nearly one quarter of the world population and while 
most infestations are asymptomatic, complications 
may cause death. The ova of ascaris may migrate to 
the liver by retrograde flow into the ducts. The adult 
worm is 10-30 centimeters long may occasionally 
invade the bile duct through the choledochal sphinc­
ter from the duodenum producing partial bile duct 
obstruction causing secondary cholangitis and pan­
creatitis(! ,2). Usually one worm invades the bile 

duct, but in extreme cases there may be many more. 
Hepatobiliary ascariasis remains an uncommon dis­
order in Thailand. This paper reports the case of a 
young Thai female infested with 26 ascaris impacted 
in the common bile duct and both intrahepatic ducts 
diagnosed and treated by ERCP procedures. 

CASE REPORT 
A 24 year-old, married woman was 

admitted to the Police General Hospital because of 
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severe abdominal pains for I day. The patient had 
been well until 20 days earlier, when she began to 
experience intermittent bouts of sharp epigastric 
pain radiating to the back without relation to food 
intake and was partially relieved by antacid. 

One day before admission, severe abdomi­
nal pains recurred accompanied by fever with chill, 
abdominal distention and vomitting. She was treated 
as a case of food poisoning by a private doctor with­
out improvement. 

On physical examination the patient 
appeared ill, febrile , and was in acute distress with 
severe abdominal pains. Abdominal examination 
showed generalized guarding and rigidity of abdo­
minal wall with tenderness in the right upper quar­
drant area, bowel sounds were hyperactive. Rectal 
examination was normal. The abdominal pain re­
solved during the examination. 

Twelve hours after admission she deve­
loped severe abdominal pains with shock. The blood 
pressure was 60 mm Hg systolic with distended 
abdomen. The pains resolved within 30 minutes with 
normal blood pressure. Blood examinations showed 
normal hemogram with leucocytosis . The blood 
sugar, urea nitrogen, creatinine, albumin, globulin 
were normal. The total bilirubin was 2.9 mg/dL, direct 
bili rubin was 1.7 mg/dL, alkaline phosphatase was 
310 IU./L, AST was 252 U/ml, ALT was 251 U/ml, 
amy lase was 2,081 U/dL, calcium was 7. 7 mg/dL and 
phosphorus was 2.9 mg/dL. The urine amylase was 
12,916 U/dL. Ultrasonographic examination of the 
abdomen revealed acute pancreatitis with partial 
obstruction of the common bile duct and mild dila­
tation of intrahepatic ducts. 

The patient was treated as acute pancrea­
titis. Parenteral antibiotics (ampicillin plus gentami­
cin) were given to combat associated infection. The 
abdominal pain resolved in severity, but intermittent 
pains with fever were still experienced. Episodes of 
pain were accompanied by abdominal distention, 
nausea, vomitting and fever. The pains usually sub­
sided after 30-45 minutes. Between the attacks the 
patient was well. 

On the fifth hospital day, liquid diet was 
started. The serum amylase decreased to 303 U/dL, 
but alkaline phosphatase increased to 794 IU/L, 
AST decreased to 27 U/ml, ALT 57 U/ml. While 
recurrent abdominal pains with fever persisted. 

CT scan of the whole abdomen was per­
formed on the seventh day and showed moderate 
degree intrahepatic duct and common bile duct 
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dilatation down to distal end. Stricture at duodenal 
opening could not be excluded. Swelling of the small 
bowel mesentery could be from acute pancreatitis. 
Repeated serum amylase decreased to 161 U/dL, 
while liver function tests had no significant changes. 

Without clinical improvement the patient 
was scheduled for endoscopic retrograde cholan­
giopancreatography (ERCP) on the twelfth day after 
admission. 

During ERCP, the caudal end of 3 living 
round worms were noted to protrude I - 2 centimeters 
from the papillary orifice and retracted completely 
into the common bile duct during cannulation. 

Cholangiography revealed multiple, long 
tubular filling defect, impacted in both right and left 
intrahepatic ducts and common bile duct, with nor­
mal pancreatogram (Fig. 1). Therefore , impacted 
multiple live ascari s in the biliary system were 
diagnosed. Endoscopic extraction of the worms was 

. considered mandatory . 
The worms which were seen tluoroscopi­

cally in the common bile duct were caught at their 
lower end using a dormia basket without sphinc­
terotomy (Fig. 2) . Three worms were removed by 
dormia basket with endoscope in the first session 

Fig. 1. ERCP showed massive infestation of Ascaris 
in biliary system without pancreatic duct 
involvement. 
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Fig. 2. Removal of ascarids by dormia basket under 
fluorosocpy. 

(Fig. 3) . Repeated procedure was done 21 times in 
two and a half hours, obtaining 26 live, mature 
Ascaris Jumbricoides. Male and female worms 
sized between 13 to 24 em in length (Fig . 4). 

The epigastric pain of the patient was 
relieved immediately after complete removal of the 
worms. Repeated cholangiogram ten minutes later 
revealed nearly normal size and shape of the com­
mon bile duct, while right and left intrahepatic duct 
were still dilated (Fig. 5). Fever subsided to normal 
temperature 6 hours after the procedures. She took 
albendazole 400 mg daily for 7 days and was dis­
charged asymptomatic . 

DISCUSSION 
Biliary ascariasis has been reported world­

wide, but remains uncommon in Thailand. The diag­
nosis of biliary ascariasis can be made from typical 
findings on CT, ultrasound scan or ERCPC1-4). But 
in this case, CT and ultrasound failed to identify the 
worms, except biliary dilatation. Impaction of 26 
ascarids in the biliary ducts may cause homogeneous 
ductal dilatation, so that worm structures can not be 
identified by CT or ultrasound. 

Acute pancreatitis due to Ascaris is well 
recognized in China(5), but rarely seen in Thailand. 
Mechanical blockage of the papilla by migrating 

Fig. 3. 3 live ascarids are being removed by dormia 
basket through the papilla. 

Fig. 4. 26 live ascarids removed from biliary ducts 
endoscopically. 

Fig. 5. Cholangiogram showed complete removal of 
ascarids with nearly normal CBD, dilated 
LHD and RHD. 
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Ascaris was claimed to be the cause of pancreatitis. 
In this patient, 3 worms were seen emerging from 
the papillary orifice during the stage of duodeno­
scopy. Thus, blockage of the papillary lumen caus­
ing incompetent sphincter of Oddi could tempora­
rily occur. 

Acute pancreatitis in this patient may have 
resulted from either an obstructive bile reflux 
mechanism or the reflux of duodenal juice contain­
ing lysolecithin, bacterial toxin or enterokinase into 
the pancreatic duct via an incompetent sphincter of 
Oddi(6-9). These cytotoxic substances can change 
the acinar cell membrane structure, giving rise to the 
abnormal release of pancreatic enzymes, which in 
turn initiate acute pancreatitis. 

Independently of its diagnostic value, 
ERCP offers the possibility of treatment. Endoscopic 
removal of Ascaris worms has been reported using 
biopsy forceps or diathermy loop only when they 
were protruding from the orifice of the papilla into 
the duodenum(2,5,10-13). Due to massive infesta­
tion with deep location in both intrahepatic ducts, 
dormia basket was used for extraction of the worms 
under fluoroscopy. Grasping of biliary Ascaris with 
dormia basket seem to be easier than grasping the 
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stone. This may be due to the long, tubular, flexible 
structure of the worms that can be easily engaged 
into the basket. 

Only sporadic cases of endoscopic extrac­
tion of living worms from the bile duct have been 
reported in the literature. This patient to our know­
ledge is the first case in the world in whom 26 biliary 
Ascaris worms were completely removed endosco­
pically in a single session. Complete evacuation of 
parasites from the bile duct is important, since pro­
longed presence of the worms in biliary tracts favors 
the development of biliary stones due to infection 
and bile stasis. In addition, worm fragments may act 
as nidus for the formation of surrounding calculi. 
Antihelmintic drugs were not effective within the 
biliary tracts. 

This paper shows that duodenoscopy with 
ERCP is useful in diagnosis and treatment of intra­
biliary ascariasis. It permits direct visualization of 
the worm confirmed by cholangiography and offers 
the treatment by extraction with dormia basket. for­
ceps, or diathermy loops in the same session. which 
can relieve the symptoms more rapidly. This proce­
dure is safe with no complications or risks even in 
the presence of ascaris-induced acute pancreatitis. 

(Received for publication on August 20. 1997) 
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