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Strongyloidiasis is caused by a nematode helminth which causes multisystem involvement with signs
and symptoms related to the gastrointestinal, pulmonary, dermatological and nervous systems. The
index case discussed here presented with edema, hypoalbuminemia, malnutrition and anemia with
urease positive duodenal ulcer. Duodenal biopsy suggested malabsorption, and strongyloidiasis was
detected in the biopsy, which clinched the diagnosis and treatment was given with ivermectin, after
which the patient improved and responded to treatment. The importance lies in the fact that
parasitic infections may cause malabsorption even in immunocompetent patients, which is a rare
entity but must not be missed as it responds to treatment promptly, which is cheap and effective.
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On LFT, albumin was 1.8 g/dl with a mild rise of

Introduction
Strongyloidiasis

is

a

disease

caused

by

transaminases,

and

alkaline

normal.

WA,

chest

USG

phosphatase
x-ray,

ECG,

was
and

diarrhea,

Echocardiography were normal. Serology was nonreactive, and fasting plasma glucose, postprandial

vomiting, indigestion along with loss of weight.
Rarely it can cause malabsorption syndrome,

examination for OPC revealed mucus and 1-2 pus

Strongyloides stercoralis, which is a nematode. It
may

present

with

pain

abdomen,

protein-losing enteropathy and appendicitis.[1]. We
present
an
interesting
case
of
anemia,
hypoalbuminemia and pain abdomen associated
with strongyloidiasis, which is a rare presentation

plasma glucose and HbA1c were normal. Stool
cells/HPF but did not reveal any organism. Fecal
Calprotectin was negative, so was serum ANF by the
HEP 2 method. Urine ACR was normal, and there
was no proteinuria on urine RE. Serum iron was low

and causes a diagnostic dilemma.

with reduced ferritin and increased TIBC. IgA tissue

Case Report

Endoscopy, Urease positive active duodenal ulcer
was found in D1 with antral gastritis. Vitamin D3
levels were low with normal vitamin B12 and RBC
Folate levels. Duodenal biopsy clinched the
diagnosis by detecting larva of Strongyloides
stercoralis and flattening of villi altering the crypt
villi ratio with mucosal ulceration and moderate
chronic inflammation in the lamina propria (Figure
1, 2). Patient refused to do CECT Whole abdomen
and colonoscopy.

A 45 years Hindu female residing in South 24
Parganas district in West Bengal presented with two
months history of generalized weakness with pedal
edema for the same duration. She had attained
menopause and had no history of fever. There was a
history of vomiting with ill-defined abdominal pain
for the last one week with a history of intermittent
loose motions. There was neither history of facial
puffiness, decreased urine volume, hematuria,
orthopnoea, PND, jaundice, nor any history
suggestive of bleeding from any site. There was no
history of photosensitivity, malar rash, abdominal
swelling or any heaviness of the chest. She had one
son, and there was no history of addiction or drug
intake. There was no history of blood transfusion or
exposure, and the patient was non-diabetic and
non-hypertensive.
Signs and symptoms-On examination, the patient
was alert, conscious and cooperative. She was
malnourished with severe anemia with koilonychia
and leukonychia. There was glossitis with oral ulcers
and bilateral pitting pedal edema. There was no
icterus or lymphadenopathy. Tachycardia was
present with normal blood pressure. Epigastric
tenderness was present on superficial palpation
without any organomegaly or ascites. There was no
scar mark on the abdomen. A provisional diagnosis
of malabsorption syndrome with iron deficiency
anemia and hypoproteinemia was made with a
differential diagnosis of nephrotic syndrome.
Laboratory
Investigations-On
investigation
Hemoglobin was 7.7 gm/dl with microcytic
hypochromic anemia and mild eosinophilia on
peripheral blood smear with normal WBC and
platelet count. Urea and creatinine levels were
normal, with mild hyponatremia and hypokalemia.
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transglutaminase

was

negative.

On

upper

GI

Diagnosis and treatment
A diagnosis of malabsorption syndrome due to
Strongyloides stercoralis was made with duodenal
ulcer and iron deficiency anemia with koilonychia
and leukonychia due to iron deficiency and
hypoalbuminemia respectively. (Figure 3). Initially
the patient was treated with an injection of PPI,
Ondansetron, drotaverine with judicious iv fluid and
two
units
of
PRBC
transfusion.
Injection
metronidazole was also given with Vitamin D3 oral
supplementation
and
injection
multivitamin.
Triamcinolone acetonide paste was given for oral
ulcers, and the patient was started on HP Kit
therapy for two weeks after receiving the endoscopy
report. Finally, Ivermectin 12 mg OD for two days
was given for Strongyloidiasis, after which the
patient started improving and serum albumin
started to increase. The pain abdomen reduced, and
the patient felt better, proving Strongyloides
stercoralis as the causative organism. Hookworm
was also a differential diagnosis, but a duodenal
biopsy revealed the morphology of Strongyloides
stercoralis.

Discussion
Strongyloidiasis is an infection of the intestine
caused by parasitic nematodes, mostly S stercoralis.
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It can stay and multiply within the host for many
years without any symptoms in immune-competent
individuals but causes life-threatening disseminated
infection

or

hyperinfection

syndrome

in

immunocompromised cases with high mortality.
[2,3,4].Risk factors are corticosteroid therapy,
HTLV1infection, HIV infection, malignancy, diabetes,
malabsorption, chronic alcohol consumption etc.
[5,6,7,8,9,10,11]. The gastrointestinal symptoms
are anorexia, weight loss, epigastric pain, vomiting,
and nausea which were present in our case, but
stool examination was unremarkable. Strongyloides
hyperinfection presenting as diarrhea was described
in a diabetic patient by Shreekant Tiwari et al. [12].
But our case was non-diabetic. Another case was
described by Niranjan Tachamo et al. where
Strongyloides presented as itching and abdominal
pain in an immunocompetent patient [13], but not
as
malabsorption
syndrome.
Strongyloides
stercoralis presenting as malabsorption is a rare
entity.

Figure 3: Koilonychia and leukonychia

Conclusion
Strongyloidiasis
rarely
causes
malabsorption
syndrome. Our patient presented with anemia,
hypoalbuminemia
and
duodenal
ulcer
with
malabsorption and malnutrition, which responded to
ivermectin therapy after a duodenal biopsy revealed
strongyloidiasis. The importance of the case lies in
the fact that clinicians must remember the treatable
causes
of
malabsorption
syndrome
before
proceeding with complicated investigations and
making undue delays in diagnosing and treating
parasitic malabsorption which can lead to fatal
complications.
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