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Clinical manifestations:
Most infected individuals are asymptomatic. The most common manifestations are mild waxing and waning gastrointestinal, cutaneous or pulmonary symptoms that persist for years or simply the development of eosinophilia in the absence of symptoms.  The symptoms also depend on the stage of disease. In the early infection (larval migration), the skin shows itchy and erythematous papules. Patients may also have dry cough, throat irritation, dyspnea, wheezing and hemoptysis during the transpulmonary migration of larvae. After the larvae move to the small bowel, patients may complain abdominal pain. The cycle of autoinfection can lead to the hyperinfection syndrome by greatly increasing the parasite burden. The most common symptoms in the hyperinfection syndrome include gastrointestinal (nausea and vomiting, diarrhea and abdominal pain), pulmonary (cough, wheezing and hemoptysis) and systemic manifestations (fever) (3). Hyperinfection syndrome immunity usually occurs in patients with immunocompromising conditions such as lymphoma (4) and AIDS (5). 

Diagnosis:
   The diagnosis of uncomplicated strongyloidiasis is usually made by detecting rhabditiform larvae in concentrated stool or duodenal fluid specimens (3). In some patients varying degrees of eosinophilia may be the only clue and thus a strong suspicion is essential. Approximately 25 percent of infected patients have negative stool examinations (6). Besides direct detection of larvae and eggs in stool, a highly sensitive and specific ELISA serologic test has proven valuable in detecting strongyloidiasis (7). 

Treatment and prognosis:
The treatment for strongyloidiasis is thiabendazole. Ivermectin is an alterative drug. Albendazole also has activity against strongyloidiasis. Immunocompetent patients have an excellent prognosis. In immunocomprised patients, hyperinfection syndrome may be fatal.
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Patient history:


This is a 62 years old black male presenting with intermittent abdominal pain for 3 months. The pain was mainly on the right side of his abdomen. In the past week, his abdominal pain became worse with diarrhea. His symptoms were not associated with any food. He did notice some bright red blood in his stool. He also had a mild fever. The findings from his abdominal CT were consistent with a pancolitis. Stool and blood were submitted for culture. His blood culture was negative. Stool culture was negative for any pathogenic bacteria. However, parasitology examination on his stool revealed rhabditiform larvae of Strongyloides stercoralis. Treatment with thiabendazole was initiated.


Organism: Life cycle and Epidemiology


Strongyloides stercoralis is an intestinal helminth.  Strongyloides stercoralis is an unusual "parasite" in that it has both free-living and parasitic life cycles. Its life cycle is shown in the following figure (1). There are 2 types of larvae: rhabditiform larvae (noninfectious) and filariform larvae (infections). Human infection starts when the filariform larvae penetrate into the skin and then migrate through the lung and finally mature into adult worms in duodenum and jejunum. One particular feature of strongyloides stercoralis is autoinfection caused by filariform larvae (2).  Strongyloides is a rare infection in the USA with the highest rates of infection found in residents of Appalachia and the southeastern states, in immigrants from endemic areas, and in those with occupational exposures (including military veterans) in endemic areas (3).
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