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IntroductIon
Strongyloidiasis is a parasitic disease caused by the Strongyloides ster-
coralis, an intestinal nematode of humans.1 It is estimated that about 30 
to 100 millions of people are infected worldwide, although no precise 
estimate is available.2 Endemic region for infection include the South-
eastern United States, Eastern Europe, Southeastern Asia, Bangladesh, 
Pakistan, sub-Saharan Africa, the West Indies and South America.3 The 
clinical symptoms and signs reported are frequently nonspecific.4 It is 
a chronic and self-limited disease; however, in immunocompromised 
patients, hyperinfection syndrome and disseminated disease can occur.5 
So early diagnosis is very important, as a high rate of mortality and mor-
bidity is associated with hyperinfection or disseminated disease.5-7 

case PresentatIon
A 70-year-old man, farmer, from Rupgonj, Narayangonj was admitted 
into SRNGIH with the complaints of vomiting, anorexia and significant 
weight loss for 2 months. Vomiting usually occurred 30 minutes to 40 
minutes after taking meal, copious in amount, contained partially di-
gested food materials but did not contain any blood or bile. It was not 
associated with any abdominal pain, distension, visible abdominal lump 
or constipation. He also complained of early satiety, bloating, post pran-
dial abdominal fullness and nausea associated with vomiting. Previously 

he was admitted in a local hospital & was treated conservatively with 
intravenous fluids, antibiotic, antiemetic and PPI. As his condition was 
not improving, he was transferred to SRNGIH for better management. 
He had no history of fever, cough, night sweats, alteration of bowel hab-
it, jaundice, NSAID intake, hematemesis, melena, joint pain, oral ulcer-
ations or contact with known TB patients. He had no significant past 
medical or surgical illness. All his family members were in good health.

 On query he mentioned that four months prior to admission 
he was diagnosed as a case of bullous pemphigoid and was prescribed 
oral prednisolone by a dermatologist. After taking 3 months he stopped 
prednisolone by himself due to appearance of presenting symptoms.

 On examination, he was ill looking, cachectic, smooth shiny 
tongue, mildly anemic, pitting leg edema, multiple depigmented skin 
patches mostly over the trunk and appeared dehydrated with normal 
vital signs. Systemic examination, including abdominal examination, 
was unremarkable. On the basis of presenting symptoms and exami-
nation findings, clinical diagnosis of gastric outlet obstruction due to 
carcinoma stomach was considered.

 We did routine investigations and reviewed the investiga-
tions previously done. His complete blood count revealed Hb-10 gm/
dL with normal WBC count. PBF showed dimorphic anemia. He had 
hyponatremia and hypokalemia. Serum Albumin was 21 gm/L. Chest 
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X-ray and USG of whole abdomen was normal. Endoscopy of upper 
GIT was done which revealed patchy erythema, erosions at body and 
antrum of the stomach. Duodenal bulb was deformed and partially nar-
rowed. Mucosa of the first part of the duodenum showed nodularity, fri-
ability, marked erythema and edema. (Figure 1) Biopsy was taken from 
the bulb of the duodenum and histopathology report revealed nematode 
infestation with chronic duodenitis. (Figure 2) Fresh stool sample was 
sent for routine microscopic examination and revealed many larvae of 
strongyloides stercoralis.

 

 

 Patient was treated with albendazole orally 400 mg B.D for 7 
days. After getting anti helminthic, patient had dramatic improvement 

of general well-being. His vomiting subsided, appetite improved and leg 
edema gradually disappeared. After two weeks, patient gained 3 kg of 
body weight and repeat stool examination found no larvae or ova. We 
repeated upper GIT endoscopic examination and showed completely 
normal. (Figure 3) Patient was discharged home after a total 24 days of 
hospitalization.

dIscussIon
Strongyloides stercoralis is a common intestinal parasite in tropical and 
subtropical countries.8 To the best of our knowledge only few cases of 
duodenitis due to strongiloides stercoralis have been reported in Ban-
gladesh.9,10 S. stercoralis is a complex and unique nematode because 
it completes its entire life cycle both in free living and parasitic stages 
within the human host. Adult females, embedded in the intestinal mu-
cosa, lay eggs that hatch internally. Rhabditiform larvae are excreted 
into stool and develop into filariform larvae in the soil. Humans are 
infected transcutaneously when filariform larvae penetrate intact skin 
(usually through the feet when people walk barefoot) migrate to the 
lungs via venous circulation. They penetrate the alveoli, ascend through 
the tracheobronchial tree, and are swallowed. After reaching GI tract, 
the larvae mature into adult females, reside in the duodenal and jejunal 
mucosa, and lay eggs. Eggs hatch into rhabditiform larvae, which are 
either passed in stools or penetrate intestinal mucosa or the perineal 
skin area. When rhabditiform larvae can develop directly into filariform 
larvae without leaving the host, this maturation results in autoinfection 
and continuation of parasitism causing autoinfection.3,8,11

 The clinical syndromes of strongyloidiasis comprise a wide 
spectrum ranging from asymptomatic, acute or chronic infection to hy-
perinfection or dissemination. Strongyloidiasis is often asymptomatic 
in 50% of the cases. Chronic strongyloidiasis is mainly asymptomatic 
with occasional mild pulmonary and gastrointestinal symptoms. The 
hallmark of hyperinfection is development or exacerbation of gastro-
intestinal and pulmonary symptoms and increase numbers of larvae in 
stool and/or sputum. Pulmonary symptoms are fever, cough and dys-
pnea. Gastrointestinal symptoms include abdominal bloating, abdomi-
nal cramps, diarrhea, vomiting, weight loss, small bowel obstruction, 
paralytic ileus, perforating peptic ulcers and hematochezia or melena.12 
In our case, the patient presented with intractable vomiting, dyspepsia, 
anorexia with significant weight loss, features of malnutrition with leg 
edema as a consequence of hypoalbuminemia but did not have any pul-
monary symptoms.

 Infection with strongyloides stercoralis is particularly impor-
tant in immunocompromised patients receiving immunosuppressive 
drugs such as corticosteroids and chemotherapy for cancer and hemato-

Figure 1: Endoscopy of upper GIT showing patchy erythema and crosions at stomach. 
Duodenal bulb is deformed and partially narrowed. Mucosa of the D1 shows nodularity 
and friability.  

Figure 2: Histopathology of duodenal mucosa showing cross section of strongyloids ster-
coralis within the crypts.  

Figure 3: Endoscopy of upper GIT showing marked improvement after treatment.  
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logic malignancies and also in those with organ transplantation, human 
T lymphotropic virus type 1, and HIV infections. Under such immuno-
compromising conditions the filariform larvae can be disseminated by 
autoinfection and progress to hyperinfection syndrome or disseminated 
strongyloidiasis.7 Hyperinfection syndrome is defined as accelerated 
autoinfection with increased reproduction leading to excessive worm 
burden, whereas disseminated disease refers to the massive migration 
of infective larvae outside of the usual route after invading the gut wall 
to various organs, including liver and Central Nervous System (CNS).3 
In our case, the patient received corticosteroid for 3 month in high dose 
which may be the cause of hyperinfection in the background of chronic 
asymptomatic carrier stage.

 Eosinophilia may be the only sign, during the asymptomatic 
stage but eosinophilic count is not a reliable indicator of parasitic infec-
tions. Eosinophil count may be normal in hyperinfection or disseminat-
ed disease or patient on corticosteroid therapy.14 In case of our patient 
eosinophil count was not high, possibly due to high dose corticosteroid 
therapy.

 Definitive diagnosis of strongyloidiasis is generally made 
based on detection of larvae in stool, sputum, and duodenal fluid/bi-
opsy. However, strongyloidiasis is difficult to diagnose only on stool ex-
amination as the parasite load is low and the larval output is irregular 
in the majority of patients.14 Although most studies focus on finding the 
parasite by means of stool examination, single stool examinations are 
unrewarding in up to 50% to 70% of cases.15 Even after three stool ex-
aminations, positivity does not exceed 46%.15,16 Endoscopic evaluation 
has been recognized to be an important tool for diagnosing strongyloi-
diasis, as worms and their maturing larvae colonize in the duodenum.7 
Thus, this procedure is the most sensitive diagnostic technique for 
strongyloidiasis, with a false negativity less than 10%.16 In our case ini-
tially endoscopic biopsy followed by stool microscopy had evidence of 
strongyloidiasis. Various immunodiagnostic assay tests have been used 
over the years, including indirect immunofluorescence analysis of fixed 
larvae and gelatin particle agglutination. It is shown in population based 
studies that stool examination generally underestimates the prevalence 
of S. stercoralis infection, whereas serological studies overestimate it.8 In 
our case no serological test was done.

 Thiabendazole, albendazole and Ivermectin are the treatment 
of choice for strongiloidiasis and quite effective in most of the cases. Our 
patient was treated with albendazole. 

conclusIon
Patient with immunocompromised condition are at risk of suffering 
from strongyloides stercoralis hyperinfection or disseminated disease. 
Physicians should be aware of these unusual manifestations of stron-
gyloidiasis. Through this case report, we intend to emphasize the im-
portance of doing endoscopy and endoscopic biopsy keeping in mind 
the stercoralis hyperinfection or disseminated disease when investigat-
ing the etiology of gastrointestinal symptoms in immunocompromised 
patients. Unless there is a high index of suspicion, strongyloidiasis, a 
readily treatable disease, may be missed.
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