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The article on neglected parasitic infections in
this issue of American Family Physician reviews
infections of increasing relevance to family phy-
sicians in the United States because of demo-
graphic changes and increased ability for or
access to international travel.! Although the
intestinal roundworm Strongyloides stercoralis is
not on the Centers for Disease Control and Pre-
vention’s list of neglected parasitic infections, it
deserves increased awareness. There are an esti-
mated 30 million to 100 million infections from
S. stercoralis worldwide and a prevalence in some
U.S. communities ranging from 2% to 7% (and
higher in immigrant and refugee populations)**;
therefore, family physicians are more likely to
care for patients with S. stercoralis than many
other parasites. Chronic strongyloidiasis can
transform into disseminated disease with a mor-
tality rate of up to 70%; even more concerning is
that disseminated strongyloidiasis is typically an
iatrogenic complication.

S. stercoralis is a soil-transmitted helminth
found in the tropics and subtropics (particu-
larly Southeast Asia, sub-Saharan Africa, South
America, and Oceania); however, there are foci of
endemicity in the southeastern United States and
Appalachia.® Outside of endemic areas, immi-
grants, travelers, and military personnel are at
risk of strongyloidiasis if their countries of ori-
gin, travel, or deployment included areas where
S. stercoralis is prevalent (e.g., veterans who
served in Vietnam or the South Pacific). Out-
breaks have also occurred in institutional set-
tings such as nursing facilities and homes for
people with intellectual disabilities.®

Humans become infected when exposed skin
comes into contact with free-living S. stercoralis
larvae in soil (e.g., while walking barefoot). The
larvae penetrate the skin, enter the circulatory
system, migrate to the lungs, and are expecto-
rated and swallowed. The larvae subsequently
reach the small intestine, where they mature

into adult worms. Females can reach a length of
longer than 2 mm. Acute infections can present
with a rash (which can be papular, urticarial, or
serpiginous), pruritus, abdominal pain, diarrhea,
dry cough, or wheezing; patients may also be
asymptomatic.

S. stercoralis can cause continuous reinfection
(i.e., autoinfection) without leaving the host.
Female worms in the duodenum asexually pro-
duce eggs that hatch into noninfectious larvae.
These larvae are excreted in the stool or develop
into infectious larvae, which reenter the circu-
lation by penetrating the colon or perianal skin
and then repeat the parasite’s life cycle. Untreated
infections can persist for the host’s lifetime.
Patients with chronic strongyloidiasis are often
asymptomatic, although some have intermittent
abdominal discomfort, migratory rashes (larva
currens), urticaria, cough, or wheezing. Periph-
eral eosinophilia is common and may be the only
indication of infection.

Stool examination for S. stercoralis ova and
larvae is insensitive because of low parasite bur-
dens and intermittent larval excretion. Therefore,
serology (enzyme-linked immunosorbent assay
for S. stercoralis immunoglobulin G) is the most
common method of diagnosing strongyloidia-
sis.” Treatment is a two-day course of ivermectin
(Stromectol; 200 mcg per kg per day).

S. stercoralis hyperinfection occurs when the
immune system is impaired and the rate of auto-
infection is accelerated. Hyperinfection can lead
to disseminated strongyloidiasis in which larvae
spread to multiple organs such as the liver, lungs,
and central nervous system. Gram-negative sep-
sis (through translocation of enteric bacteria
when large numbers of larvae migrate through
the intestinal wall) is common. In contrast to
localized infections, in disseminated strongy-
loidiasis, the larvae are readily identified in the
stool. For some patients, the diagnosis is made
when larvae are discovered in biopsies obtained
to evaluate gastrointestinal bleeding. Dissemi-
nated strongyloidiasis is a medical emergency
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and has a fatality rate of nearly 70%.® Treatment
is daily ivermectin (commonly with albendazole
[Albenza]) until larvae are no longer present in
the stool for at least two weeks.

The most common trigger for S. stercoralis
hyperinfection is corticosteroid use, and dissem-
inated disease can occur within several days of
use.®” There is no minimum dose or treatment
duration; even short courses of prednisone for
asthma or chronic obstructive pulmonary dis-
ease have resulted in disseminated strongyloidi-
asis. Concern regarding corticosteroid-induced
hyperinfection is especially pertinent during the
COVID-19 pandemic because there have been
reports of disseminated strongyloidiasis precip-
itated by dexamethasone used to treat patients
with the virus.!*!

Approximately 14% of U.S. residents are
foreign-born, many of whom come from §. ster-
coralis endemic regions.? Therefore, it is essential
that physicians recognize risk factors for strongy-
loidiasis and screen individuals who are at risk.
According to the Centers for Disease Control and
Prevention, clinicians should consider screening
for S. stercoralis in immigrants from endemic
countries (regardless of the time since immigra-
tion) and in people with human T-lymphotropic
virus 1, hematologic malignancies, persistent or
unexplained eosinophilia, a history of travel to
endemic areas, and in people who are expected
to receive corticosteroids or other immune-
suppressing therapies.”® Physicians should also
maintain a high index of suspicion for dissemi-
nated strongyloidiasis in patients receiving cor-
ticosteroids. Experts advocate that patients with
COVID-19 who are candidates for dexameth-
asone or who have unexplained gram-negative
sepsis or meningitis after treatment with dexa-
methasone receive empiric treatment with iver-
mectin as a treatment for strongyloidiasis (not
COVID-19) if they have risk factors." To prevent
the iatrogenic complication of hyperinfection and
avoid delays in recognizing disseminated stron-
gyloidiasis, family physicians should become
familiar with this often silent parasitic infection.
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