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Introduction 

Strongyloidiasis is an intestinal parasitic infection caused 
by the nematode Strongyloides stercoralis. It is endemic in 
rural tropical and subtropical areas with a prevalence of 
100 million people worldwide [1]. In Spain, we ind endemic 
areas at several points on the Mediterranean coast [2].

It produces a paucisymptomatic infection except in 
situations of immunosuppression, in which it can lead to 
massive dissemination of the larva with a risk of death. 
Hence the importance of suspecting this entity in patients 
with epidemiological risk factors under immunosuppressive 
treatment.

Case presentation
We present a case of a 44 – years - old woman from 

Bolivia, resident in Spain since 2008. Her medical history 
includes a meningioma treated with radiotherapy and 
four pregnancies, the last one in 2014, complicated by 
preeclampsia. Cesarean section was performed and after 
8 weeks subnephrotic proteinuria persisted together with 
microhematuria, with normal renal function and normal 
immunological pro ile. A renal biopsy was performed with 
the result of IgA nephropathy (IgAN), starting prednisone at 
a dose of 1 mg/kg/day. 

One month after starting prednisone, the patient traveled 
to Bolivia for two weeks. Upon his return, she presented a 
fever of unknown origin and generalized itching, for which 
microbiological tests were requested with a positive result 
for Strongyloides stercoral in serial stool examination 
(Figures 1,2). A tapering regimen of glucocorticoids was 
started and ivermectin (200 mcg/kg/day) was administered 
orally. She didn’t present eosinophilia at any time. Monitoring 
of response to treatment was performed by serology (ELISA 
test). At diagnosis, IgG titer was 2.97 (positive > 0.3) and 
progressively decreased in a few months (1.77 after one 
month and 0.63 after 4 months of treatment with ivermectin).

Figure 1: Strongylodes stercoral in stool examination.

Figure 2: Life cicle of Strongyloides stercolaris [10].
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Discussion 
Strongylodes stercoral is a parasite with an atypical life 

cycle that differentiates it from the rest of the helminths by 
being able to complete it without abandoning the host, that 
is, with the capacity for autoinfection. 

Autoinfection is limited in immunocompetent patients, 
which prevents the disease but not the life cycle within 
the host, which lasts for years without causing symptoms 
except luctuating eosinophilia [2]. It is in a situation of 
immunosuppression (especially induced by corticosteroids) 
when the cycle goes out of control and the dissemination of 
the parasite increases throughout the body, giving varied and 
non-speci ic manifestations. The most frequently affected 
organs are the skin, the gastrointestinal tract, and the 
respiratory system. The most severe form of strongyloidiasis 
is hyperinfestation syndrome due to the massive disse-
mination of the ilariform larva, endangering the life of the 
patient.

Diagnosis is made by direct visualization of the larva in a 
biological sample (faeces, bronchoalveolar lavage, duodenal 
biopsy) or by indirect ELISA test. In immunosuppressed 
patients, eosinophilia may be absent and serology may give 
false negatives.

The drug of choice is ivermectin, followed by albendazole 
as second-line treatment, both being able to be combined 
in hyperinfestation syndrome (in addition to withdrawing 
immunosuppression) [3]. The response is monitored by 
stool examination, antibody titer, and degree of eosinophilia. 
If there is refractoriness to treatment, we must rule out 
HTVL-1 co-infection.

In the case we present, the rapid diagnostic and 
therapeutic action managed to prevent a progression of the 
infection that could have led to hyperinfestation syndrome. 
Reviewing the literature, the association between this 
syndrome and delay in diagnosis is re lected, with published 
cases being frequent in renal transplant recipients, but 
rare in patients with acute glomerulonephritis. Among 
them, we found cases of type I membranoproliferative 
glomerulonephritis [4-6], ANCA-MPO vasculitis [7], or lupus 
nephropathy [8]. All of them share common characteristics: 
corticosteroid therapy (in addition to cyclophosphamide), 
absence or minimal eosinophilia, exposure in endemic areas 
(sometimes decades ago), nonspeci ic symptoms (especially 
fever, respiratory symptoms or digestive symptoms) and
diagnosis with invasive methods (biopsy intestinal, 
bronchoalveolar lavage) due to low initial suspicion of 
parasitosis. Exceptionally, we found a described case of 
strongyloidiasis in an asymptomatic patient with IgAN who 
received ivermectin before treatment with corticosteroids 
[9].

We must remember that many glomerulonephrites 
occur within systemic diseases, with nonspeci ic symptoms 

common to strongyloidiasis, which can lead to an erroneous 
increase in immunosuppression. Mora, et al. [8] insist on this 
aspect, she published a series of cases of hyperinfestation 
syndrome in patients with systemic lupus erythematosus 
in whom immunosuppression was initially increased due 
to suspected lupus activity, with clinical worsening and, in 
some cases, death.

Conclusion 
In patients from endemic areas for Strongyloides 

stercoralis who are going to receive immunosuppression, 
prior screening of strongyloidiasis and other parasitic 
infections should be performed and, in con irmed cases, 
treated, so they may complicate the patient’s prognosis. 
Immunocompromised patients with fever of unknown origin 
who have not been screened before treatment and who come 
from an endemic area should also be studied, even if they 
have not presented diarrhea or eosinophilia.
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