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Introduction
Strongyloides stercoralis is unique among the

intestinal nematodes in that it has a free-living cycle in
warm and tropical climates in addition to a parasitic cycle
in its human host. In immuno-competent hosts, this
parasite is mostly confined to the intestinal tract. Infection
may be asymptomatic or it may induce a wide variety of
symptoms such as nausea, vomiting, abdominal pain,
chronic diarrhea, loss of weight  and pruritus of the perianal
region caused by autoinfective larvae ('larva currens').
Although intestinal nematode infections are relatively
common in Sri Lanka, infection with  S. stercoralis is
infrequently reported. Prevalence rates of S. stercoralis
infection in Sri Lanka range from 0-1.6% [1,2,3]. Here we
report a case of symptomatic intestinal strongyloidiasis
with marked eosinophilia.

Case report
A 47-year old previously healthy male was admitted

with a history of diarrhoea and right-sided abdominal pain
of six weeks duration. He complained of passing watery
stools 5-6 times a day which was not associated with
passage of blood or mucus. There was no steatorrhoea.
Initially, loose motions were associated with nausea and
vomiting and symptoms were more prominent following
meals. He had lost about 10 kg in weight during this period,
and also experienced significant loss of appetite. He also
complained of intermittent low grade fever without night
sweats. There was no history of chronic cough or wheeze.
On examination he was not pale or icteric and there was
no lymphadenopathy. There was mild clubbing. No
peripheral oedema was noted. He had a chronic eczematous
skin rash in both lower limbs and significant excoriation
of the perianal skin suggestive of larva currens. Exami-
nation of the cardiovascular and respiratory systems was
unremarkable. The only physical sign in the abdomen was
tenderness in the right lower quadrant.

His total leucocyte count was 47.7  103/µl with an
eosinophil count of 80%. Haemoglobin was 13.5 g/dl and
the platelet count was 213  103/µl. His blood picture
showed marked eosinophilia with normal morphology. His
ESR was 42 mm/ 1st hour and C-reactive protein was 3.1
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mg/dl. Renal and liver function tests were within normal
limits except for mild hypoalbuminaemia. Chest X-ray and
ultrasound abdomen were normal. Microscopic exami-
nation of a saline smear from a faecal sample for parasites
demonstrated numerous rhabditiform larvae which were
presumptively identified as those of S. stercoralis by their
short buccal capsule and prominent genital primordium
(Figure 1).
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Coprocultures performed on charcoal, on nutrient
agar, and using the Harada-Mori technique, yielded L3
filariform larvae which confirmed the species identification
by its long oesophagus and the tail with a notched tip
(Figure 2).

A colonoscopy was performed to exclude any other
associated pathology and was macroscopically normal.
Series of colonic and ileal biopsy histology revealed
eosinophilic gastroenteritis with lamina propria being
heavily infiltrated with eosinophils admixed with lympho-
cytes and neutrophils and some crypt abscesses (Figure
3). He had no history of recurrent infections in the past.
His serum globulin level was within normal limits and
quantitative serum immunoglobulin levels were not done.
The retroviral screen was negative.

Figure 1. L1 rhabditiform larva of Strongyloides
stercoralis in direct faecal smear.
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Direct faecal microscopy following the second course of
albendazole was negative for rhabditiform larvae, but the
faecal cultures continued to yield L3 filariform larvae,
indicating persistent low grade infection. However,
following the third course of high dose albendazole the
infection was cleared.

Discussion
The most distinct feature of S. stercoralis is its ability

to replicate within the host. Even in immuno-competent
cases, a small population of adult worms remains alive
and propagates in the small intestines for decades without
further infection from outside [4]. This causes recurrent
clinical manifestations, which may include skin rashes at
the sites where the filariform larvae enter the perianal skin
('larva currens' associated with urticaria) similar to that
observed in our patient.

The definitive diagnosis of strongyloidiasis is made
on the basis of detection of larvae in faeces. Direct faecal
smears are easy and quick to perform [5]. Faecal culture
techniques (Harada-Mori filter paper, charcoal cultures
and agar plate cultures) which harvest the L3 larvae from
faeces are more labour intensive but have a higher
sensitivity than direct faecal smears and are useful in
differentiating S. stercoralis infection from other intestinal
nematode infections [6,7]. This case of intestinal
strongyloidiasis highlights the importance of careful
follow-up of cases after treatment, even in immuno-
competent individuals, until final parasitological clearance.
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Figure 2. (a). L3 filariform larva of Strongyloides
stercoralis in faecal culture, (b). Notched tail of
L3 larva.

(a)

(b)

A diagnosis of intestinal strongyloidiasis was
confirmed and treatment was initiated with the antihel-
mintic albendazole at a dosage of 400 mg twice daily for 7
days, since ivermectin is not registered for human use in
Sri Lanka. His abdominal symptoms improved and bowel
habits became normal. Faecal examination was repeated
after completion of the first antihelmintic course, and
revealed persistent infection (rhabditiform larvae in direct
faecal smears and L3 filariform larvae in stool cultures).
Therefore, albendazole was repeated at the same dosage.

Figure 3. Colonic biopsy showing eosinophilic
gastroenteritis with a crypt abscess (white arrow).


