DOI: 10.7860/JCDR/2025/78281.20807

Intraoperative Incidental Discovery of
Pinworms in Paediatric Appendectomy:
A Case Report
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ABSTRACT

One of the most common surgical emergencies worldwide is acute appendicitis. The inflammation of the appendix typically results
from luminal obstruction, with faecoliths being the most prevalent cause. However, other aetiologies, such as parasitic infections,
tumours, foreign bodies and lymphoid hyperplasia, can also lead to appendicitis. Enterobius vermicularis, frequently referred to as
pinworm, is one of the most commonly encountered parasites associated with appendiceal inflammation. The following case report
presents a case of acute appendicitis in an eight-year-old boy who experienced pain in the Right llliac Fossa (RIF). This condition was
managed by a laparoscopic appendectomy, during which the presence of pinworms was incidentally discovered intraoperatively
and later confirmed by histopathology. This case emphasises the need to include parasitic infections in the diagnostic evaluation
of children presenting with acute abdominal pain. The incidental discovery of pinworms during surgery underscores the necessity
for thorough intraoperative evaluation and appropriate management to prevent complications.
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CASE REPORT

An eight-year-old male child presented to the outpatient clinic with
right-sided lower abdominal pain. The abdominal pain initially started
as diffuse discomfort around the umbilicus but gradually localised
to the right lower quadrant over the past 24 hours. The pain was
described as sharp and intermittent, exacerbated by movement,
and accompanied by anorexia. The patient denied having fever,

nausea, vomiting, diarrhoea, or anal pruritus. o
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On physical examination, there was tenderness in the RIF, and A‘a >
Rovsing’s sign was positive. There were no signs of peritoneal j
irritation and no palpable masses. Bowel sounds were present on g &
auscultation. Laboratory investigations were normal, except for mild

leukocytosis and mildly elevated C-Reactive Protein (CRP) levels.
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[Table/Fig-1]: Midway through the dissection of the appendix, several macro-
scopically apparent worms were adhered to the mucosa.

Ultrasound of the abdomen and pelvis revealed a blind-ending, non
compressible tubular structure in the RIF region with a maximum wall-
to-wall diameter of 7.2 mm, along with surrounding periappendiceal
fat stranding, consistent with acute appendicitis.

A diagnosis of acute appendicitis was established based on the
patient’s clinical assessment and diagnostic imaging findings,
and the patient was taken for an emergency laparoscopic
appendectomy. Intraoperatively, the appendix was visualised and
found to be macroscopically inflamed and oedematous. After the
appendix was transected between the endoloop ligatures, multiple
pinworms were observed adherent to the mucosal surface of the
appendix, causing luminal obstruction. Using a blunt grasper, all the
worms were carefully extracted [Table/Fig-1].

The excised specimen of the appendix was sent for histopathological
examination. Postoperatively, the patient was prescribed a single

tablet of albendazole 400 mg orally, with a second dose given two
weeks later. The recovery period was uneventful.

Histopathological examination of the appendix showed colonic
mucosa with  mucosal ulceration, suppuration, lymphoid
hyperplasia, neutrophilic infiltrate, plasma cells and adult worm
within the lumen. These worms showed thick cuticle, lateral alae
and visible organs, which were typically consistent with Enterobius
vermicularis [Table/Fig-2]. After two months of follow-up, the patient
was asymptomatic.

[Table/Fig-2]: Microphotograph of colonic mucosa showing mucosal ulceration,
suppuration, lymphoid hyperplasia, neutrophilic infiltrate, plasma cells and adult
worm in lumen showing thick cuticle, lateral alae and visible organs (arrow),
(H&E, 400x)

DISCUSSION

Previously known as Oxyuris vermicularis or oxyurides, E.
vermicularis is commmonly known as pinworm. It is a small, white,
obligatory nematode that infects one billion people worldwide [1].
Pinworm infestation is the most prevalent helminthic infection, with
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an incidence of up to 50% in children and 20% in adults. It is usually
discovered by accident in the appendix of children aged 7 to 11 years
[2]. Arca MJ et al., in a study examining appendectomy specimens,
found E. vermicularis in 1.4% of cases, with a subset presenting
with acute appendicitis symptoms [3]. Humans acquire the infection
through faecal-oral transmission, either through self-inoculation,
where eggs are transferred to the mouth via contaminated hands
after scratching the perianal region, or through contact with eggs
found in the environment, including contaminated surfaces, clothing,
and bedding. The eggs hatch within the stomach following ingestion,
and the emerging larvae assume a coiled form [4]. After passing
through the cecum, larvae develop into adult pinworms, which are
approximately one centimeter long. Adult gravid female worms
move to the perianal region at night and lay up to 11,000 eggs.
Embryonated eggs of E. vermicularis range in size from 30 to 60
pm. Six hours after oviposition, the eggs become infectious. The life
cycle of E. vermicularis ranges from 11 to 35 days [4]. Although they
can be seen in the lumen of the appendix, adult worms are primarily
found in the ileum and ascending colon [5]. Among the paediatric
population, there is a female preponderance in E. vermicularis
appendicitis, which has a reported incidence ranging considerably
from 0.2 to 41.8%; however, the reason behind this is yet unknown
[5,6]. While the precise role of E. vermicularis in the development of
appendicitis remains unclear, the luminal obstruction caused by the
parasites is a potential contributing factor. Infections with pinworms
can cause symptoms similar to appendicitis, even when no acute
inflammation is observed histologically [7]. The pathophysiological
correlation between E. vermicularis and clinically suspected
appendicitis is comparable to those of appendicular faecolith or
luminal lymphoid hyperplasia. It causes “appendicular colic,” or
colicky right iliac fossa discomfort, by blocking the appendicular
lumen, but it also atypically causes appendicular inflammation [8,9].
Therefore, it may not always induce acute appendicitis, but it may
result in a clinical setting that mimics it [6]. In young people, the
elderly, and those of reproductive age, the diagnosis of appendicitis
is still clinical and can be difficult, as a physical examination typically
cannot distinguish between discomfort from a parasite and regular
appendiceal pain. It is important to obtain a history of perianal
irritation [10]. As the eggs and adult worms are not typically found
in stools, a stool examination is not necessary [9]. Pinworm infection
cannot be identified before surgery, even with high white blood cell
counts or eosinophil levels. Radiological imaging, such as abdominal
and pelvic ultrasound or abdominal and pelvic CT scan, can increase
the certainty of the diagnosis in unclear circumstances, particularly
in cases of suspected appendicitis [2]. Sosin M et al., presented
the first reported ultrasound image of a pinworm in the appendiceal
lumen [11]. Surgeons must be cognisant of the potential for pinworm
infestation within the appendix, especially in paediatric patients
with a history of perianal pruritus, and take precautions during the
appendectomy procedure to prevent pinworm contamination of the
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abdomen. Cutting the appendix section by section while maintaining
traction can help avoid contamination of the abdomen. If worms leak
into the abdominal cavity, endoscopic suctioning or diathermy must
be used to remove them [12]. In this case, the initial imaging findings
were suggestive of uncomplicated appendicitis, but the presence
of pinworms was discovered only during surgical exploration. E.
vermicularis is a curable infection that can be treated with standard
oral antihelminthic medications, such as mebendazole, in individuals
with RIF discomfort and suspected infection [6].

CONCLUSION(S)

One of the most common surgical emergencies worldwide is acute
appendicitis, with faecoliths being the most typical cause. However,
this case underscores the necessity of including parasitic infections
such as Enterobius vermicularis in the diagnostic evaluation of acute
abdominal pain, particularly in paediatric patients. The incidental
discovery of pinworms during surgery emphasises the need for
thorough intraoperative evaluation and appropriate management to
prevent complications. This case highlights the clinical significance
of recognising pinworm infestation as a potential cause of
appendiceal obstruction and inflammation, contributing to a broader
understanding of the aetiologies of acute appendicitis.
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