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An Unusual Cause of Acute Pancreatitis
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CASE REPORT

Acute pancreatitis (AP) is one of themost common gastrointestinal disorders necessitating hospital admission.1 Although gallstones
and alcohol remain the leading causes, determining the underlying etiology of AP is a crucial step for guiding appropriate and timely
therapeutic interventions, optimizing healthcare resource utilization and minimizing the risk of recurrence.2

A 21-year-oldHispanicmanwith no significantmedical history presentedwith acute, new-onset, severe postprandial epigastric pain
radiating to the back, associated with nausea and vomiting but no diarrhea, fever, chills, jaundice, melena, hematochezia, or
hematemesis. He denied smoking, alcohol, illicit or prescribed drug use, or any over-the-counter medications or supplements. He
was born in Mexico and moved to the United States 3 years ago. On presentation, his laboratory tests were pertinent for a white cell
count of 14.5 K/mm3, lipase 3,040 U/L (.53 U/L), aspartate aminotransferase 39 U/L, alanine aminotransferase 26 IU/L, alkaline
phosphatase 66 IU/L, total bilirubin 0.6 mg/dL, and serum triglyceride level 55 mg/dL.

Computed tomography showed AP and biliary dilation; magnetic resonance cholangiopancreatography noted a large, elongated
filling defectwithin the common bile duct extending into the leftmain hepatic duct (Figure 1).3 Given concern for biliary obstruction,
an endoscopic retrograde cholangiopancreatography (ERCP) was performed.

Figure 1. Magnetic resonance cholangiopancreatography result.
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During ERCP, the ventral pancreatic duct was inadvertently
cannulated and limited contrast injected to reduce the risk of
post-ERCP pancreatitis. Limited pancreatogram was normal
with the pancreatic duct measuring 3 mm in diameter. Due to
challenging bile duct access, a pancreatic duct stent was placed
for prophylaxis and to facilitate biliary cannulation. Upon
successful bile duct cannulation and contrast injection, the
maximum diameter of the bile duct was 8 mm and no strictures
were seen. However, a long linear filling defect was noted in the
main bile duct and left hepatic duct (Figure 2).

A biliary sphincterotomy was performed, and the biliary tree was
swept with a 12 mm stone extraction balloon with removal of a 6
inch longAscaris roundworm.4ARothnet retrieval devicewas used
to remove theparasite fromtheduodenum(Video1).Aplastic stent
was placed in the common bile duct to maintain patency.

The patient was given intraprocedural indomethacin, and he
tolerated the ERCP with no complications. He was prescribed
a one-time dose of albendazole for treatment of Ascaris lum-
bricoides and was discharged home 2 days after the ERCP.5 The
patient was lost to follow-up for 10 months, but repeat ERCP
was eventually performed with removal of biliary duct stents.
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Figure 2. Fluoroscopic image during endoscopic retrograde cholangiopancreatography (A) and retrieved Ascaris roundworm (B).
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