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CLOSE ENCOUNTERS WITH THE ENVIRONMENT

S trongyloides stercoralis (Figure 1) is endemic to
Southeast Asia, the southern United States
(especially Kentucky and Tennessee), central

Africa, and warmer areas of South America (espe-
cially Brazil).1 Among immigrants from Southeast
Asia, the prevalence of infection may be as high 
as 38%.2 The most characteristic skin lesion associ-
ated with Strongyloides infection is larva currens
(Figures 2 and 3), a rapidly moving urticarial form
of cutaneous larva migrans. These linear or serpigi-
nous urticarial streaks are typically noted on the
buttocks or lower trunk. Larva currens may migrate
up to 10 cm in a matter of hours, unlike the slow
progression of cutaneous larva migrans. Although
lesions of cutaneous larva migrans persist for 
days, larva currens is fleeting and may vanish a few
hours after onset. Thumbprint purpura also may be
noted, especially on the lower trunk and buttocks.
In one study of patients with disseminated strongy-
loidiasis, skin biopsy results of purpuric lesions
demonstrated the parasite in 10 of 12 biopsy spec-
imens.3 Recognition of the characteristic skin
lesions can be crucial for early diagnosis and treat-
ment.4 Nonspecific lesions are common, including
urticaria, morbilliform eruptions, and generalized
or localized pruritus. Strongyloides infection also
may present as generalized prurigo nodularis or

lichen simplex chronicus.5 The larval worm in 
Figure 4 was isolated from the feces of a patient
with urticaria and prurigo nodularis. She had
recently been treated with a course of prednisone.
Complete blood count results revealed peripheral
eosinophilia, which prompted examination of
stool samples for ova and parasites. Lesions
resolved after treatment for Strongyloides with
albendazole and ivermectin.

Laboratory recognition of Strongyloides infec-
tion usually depends on enzyme-linked immunosor-
bent assay testing of serum or the recovery of larvae
from stool, duodenal, or sputum samples. Adult
worms and eggs are infrequently recovered. If
unpreserved stool specimens have been allowed to
remain at room temperature for 24 hours or more,
hookworm eggs, if present, may hatch to first-stage
larvae, which can be confused with Strongyloides
larvae. Strongyloides are differentiated from hook-
worm larvae by the presence of a short buccal 
cavity, notched tail, and prominent genital pri-
mordium. Hookworm larvae have a long buccal
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Figure 1. Strongyloides larva.



VOLUME 71, JANUARY 2003 23

Close Encounters With the Environment

Figure 2. A patient 
demonstrating the urticarial 
“burrow” of larva currens.

Figure 3. Larva currens position marked at 11:30 AM (blue) and 12:00 PM (red). Ruler indicates distance in 
centimeters (A). Progression onto the back by 2:45 PM (B).

Figure 4. Strongyloides in a 
stool sample from a patient with
urticaria, prurigo nodularis, and
peripheral eosinophilia.
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cavity, pointed tail, and inconspicuous genital pri-
mordium. Strongyloides larvae are much smaller
than pinworms and lack the pinworm’s broad snout
and bulbous esophageal dilatation. Intermittent
larval shedding hampers diagnosis of Strongyloides
in stool specimens.6 The sensitivity of routine lab-
oratory detection of Strongyloides can be increased
by agar-plate culture. The plates are examined
daily for characteristic furrows left by the larvae.7

Morbidity related to Strongyloides infection is
greatest in immunocompromised patients. The life
cycle of autoinfection from the bowel results in 
persistent infection in immunocompromised hosts.
Dissemination of strongyloidiasis has been associ-
ated with as little as a single large dose of a sys-
temic corticosteroid.8 In endemic areas, physicians
should screen patients with peripheral eosinophilia
for Strongyloides infection before initiating cortico-
steroid therapy. In nonendemic areas it is wise to
elicit a travel history before initiating immunosup-
pressive therapy.

Patients infected with the human T-cell 
lymphoma/leukemia virus type I have a higher inci-
dence of Strongyloides infection.9 Death from gastro-
intestinal bleeding and multiorgan failure has been
reported as the initial presentation of disease in the
setting of the human T-cell lymphoma/leukemia
virus type I and Strongyloides infection.10 Death from
massive pulmonary hemorrhage has been reported in
strongyloidiasis in the setting of systemic lupus 
erythematosus.11 Serum immunofluorescence and
enzyme-linked immunosorbent assay tests are helpful
in screening for Strongyloides infection in immuno-
compromised patients.12,13

Ivermectin and albendazole are useful in the
treatment of strongyloidiasis.14,15 Resistance to alben-
dazole treatment appears to be associated with HLA-
DR9 (DRB1*0901) and elevated Strongyloides-
specific IgG4 antibody titer.16 Thiabendazole may be
associated with a higher incidence of side effects.17

The Medical Letter on Drugs and Therapeutics is a good
source for current recommendations regarding the
treatment of parasitic infestations.
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