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A 61-year-old man presented for routine colon can-
cer screening. No recent travel history, weight 
loss, anemia, rectal pruritus, or discomfort was 

noted. The colonoscopy was normal except for the 
presence of a 2.5-cm worm-like mobile structure in the 
proximal ascending colon, which was retrieved with a 
grasper (Image A). The pathology specimen obtained 
was consistent with Enterobius vermicularis (Image B). 
Microscopic stool analysis for ova and parasites was 
negative. The patient and all members of his family 
were treated with 1 dose of albendazole 400 mg fol-
lowed by a repeat course 2 weeks later.

E. vermicularis is a common helminthic parasite that 
affects people worldwide from all socioeconomic classes. 
Humans are the only natural host for the parasite. A 
high prevalence is noted among children (typically aged 
5–10 yr), institutional populations, homosexual men, 
and family contacts.1–3 Infection commonly occurs by 
transfer of highly infective eggs from the perianal area 
to the mouth. The human gastrointestinal tract is the 
primary site of habitat, mainly in the cecum and ap-
pendix. Each female worm can produce between 10,000 
and 20,000 eggs. Following mating, the male dies. The 
female then migrates out onto the perianal skin to de-
posit her eggs, which commonly occurs at night. 

Symptoms range from an asymptomatic presenta-
tion to perianal pruritus, insomnia, irritability, restless-
ness, and rarely, impetigo of scratched skin, vulvo-

vaginitis, or enuresis.1,4 Diagnosis is best made with the 
“Scotch tape” test, where a strip of cellophane tape is 
pressed to the perianal skin and examined under the 
microscope for eggs and, uncommonly, the female 
adult worms. Colonoscopy or anoscopy typically are 
not needed for the diagnosis, and fecal examination is 
unnecessary as eggs are not passed in the stool. 

First-line treatment is with either mebendazole or al- 
bendazole. Two doses are commonly prescribed for ther-
apy, as these drugs will kill only the adult worm (not its 
eggs or larvae). Surviving eggs and larvae in a host’s intes-
tines can mature to new adults in 14 days. Thus, a second 
dose, 14 days after the first, is crucial for killing the new 
adults.4 Although screening colonoscopy is performed 
for assessment of colorectal carcinoma, incidental find-
ings may result in initiation of therapy for conditions not 
elucidated by history or other diagnostic means. 	 HP
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