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History of Present Illness:
Chief complaint: Abdominal Pain
Patient is a 17 year-old female with no significant past 
medical history who presented to RRMC ED due to 
abdominal pain. Patient’s pain started a few days ago, and 
was initially intermittent, but became constant a few hours 
before presenting. Patient says that her pain is in her upper 
abdomen, and denies any radiation. She denies any nausea, 
vomiting, diarrhea, or a decrease in appetite. Patient also 
denies any relieving or exacerbating factors. Pt's family notes 
that she recently moved to the area from Guatemala. Per 
family, patient’s Immunizations are up-to-date.
Past Medical History:  
None reported. 
Physical Examination:
P: 82,BP: 100/65,RR: 18,T: 98.4,O2: 99%,Wt: 38kg (83.6lbs)
General: appropriate, no apparent distress, no irritability
Head/eyes: atraumatic, EOMI, normocephalic
Cardiovascular: normal heart sounds, regular rate and 
rhythm
Respiratory: normal breath sounds, no distress
Abdomen: pain (epigastric), hypoactive bowel sounds, soft, 
no masses
Extremities: full ROM, non-tender, no edema
Skin: no rash, no lesions, dry, intact
Lymphatic: neck normal, axilla normal, no adenopathy
Psychiatry: normal mood, normal insight, normal affect
Laboratory:
Amylase: 1281, Lipase >600
Eosinophils: 6.9%, 13.8%, 15.5%

17 year-old female with acute epigastric pain for 3 days 
presenting for further evaluation. Physical exam 
revealed point tenderness to palpation, but 
translational barriers make it difficult to access the 
exact characteristics of the pain, including radiation to 
the back or elsewhere. 
Imaging revealed inflammatory changes in and around 
the pancreas. Labs showed markedly elevated serum 
Amylase and Lipase levels consistent with acute 
pancreatitis. 

Patient was admitted for evaluation and treatment 
while under close observation on the pediatric floor. 

Initially, the patient was kept NPO and given IV fluids. 
Her pain was controlled with PO and IV analgesics.

Labs were drawn daily and followed closely. 
Eosinophilia increased despite a decline in serum 
Amylase and Lipase levels.

Stool Cultures, ova, and parasites were collected prior 
to patient discharge.

Upon return of cultures, isolation of Ascaris 
lumbricoides ova was found via wet mount and 
trichrome stain.

Ivermectin 9mg PO x 1 dose(3mg first 24kg, then 3mg 
more per 10kg) was prescribed. 

Mother was reassured that this treatment had a 96% 
cure rate and was the most economically feasible 
management plan.

CT abd/pelvis w con: Inflammatory changes seen in the 
tail of pancreas with small amount of reactive fluid seen 
around tail of pancreas and some edema seen within the 
tail of the pancreas consistent with patient's history of 
pancreatitis

Fig.1 : Female vs male ascaris 
lumbricoides roundworm. Females are 
usually thicker and grow 20-40cm vs 
thinner males growing 15-30cm.  

Fig. 2: Axial CT of Abd showing 
longitudinal & axial views of Ascaris 
lumbricoides in the jejunal lumen. Note 
the lack of contrast in the gut of the 
worm.

Fig. 3: Summary facts of Ascaris 
lumbricoides
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Ascaris lumbricoides is the most common parasitic 
roundworm found to infect humans. This patient was believed 
to have been infected and subsequently suffering from 
ectopic migration of the worm into her pancreatic duct, thus 
causing severe pancreatitis that wax-and-waned. 

While most patients are asymptomatic, transient respiratory 
symptoms and eosinophilic pneumonitis may occur. 
Upon migration of larvae, a cough, fever, wheezing, 
substernal discomfort, blood-tinged sputum
Urticaria (hives) and hepatomegaly may present. 
Later (6-8 weeks), ascariasis may consist of nonspecific 
symptoms such as abdominal discomfort, anorexia, nausea, 
vomiting, and diarrhea. Macroscopic adult worms are passed 
in the stool. 

Intestinal obstruction (>90 worm burden; accounts for 37-80% 
of complications) and malnutrition (impaired absorption of Vit. 
A&C, proteins [albumin], lactose in school-aged children) 
often appear as comorbidities. 
Migration of adult Ascaris worms into the biliary tree can 
cause biliary colic, biliary strictures, acalculous cholecystitis, 
ascending cholangitis, obstructive jaundice, liver abscesses, 
and bile duct perforation with peritonitis). Lastly, pancreatitis 
(obstruction and migration) occurs in up to 13% of patients.
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