Case Report / Olgu Sunumu 8 3

Recurrent Toxocariasis Due to Chronic Urticaria and Successful
Treatment with Prolonged Albendazole Therapy

Kronik Urtikere Neden Olan ve Uzatulmis Albendazol Kullanimi ile Basarili Bir Sekilde

Tedavi Edilen Rekiirren Toxocariasis Olgusu
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ABSTRACT

Toxocariasis is a worldwide human helminthiasis, especially seen in temperate and tropical climate regions around the world. The diagnosis of
this disease is performed on the basis of clinical symptoms and laboratory findings. Albendazole is one of the treatment choices for toxocariasis,
with a currently recommended regimen of 10 mg/kg/day in two doses (400 mg twice daily) for 5 days. However, there is no precise consensus
about the duration of the treatment. In this article, we report a case of toxocariasis; the patient visited our infectious disease polyclinic with
complaints of long-term itching and urticarial skin lesions that were resistant to routine treatment and that recurred. Then, recurrent disease was
resolved and skin lesions were diminished after prolonged albendazole therapy. (Turkiye Parazitol Derg 2015; 39: 83-5)
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OZET

Toxocariasis, diinya genelinde &zellikle iman ve tropikal iklimin hikim strdigi bolgelerde gérilen bir paraziter hastaliktir. Tani klinik
ve laboratuar bulgulari ile konur. Albendazol (400 mg giinde iki kez) 10 mg/kg/giin 5 giin sire ile kullanimi énerilen tedavi rejimlerinden
biridir. Ancak, tedavi siresi ile ilgili kesin bir konsensus mevcut degildir. Bu yazida; rutin tedaviye direngli ve tedaviye ragmen tekrarlayan,
uzun stredir devam eden kasinti ve Urtikeryal cilt lezyonlari ile enfeksiyon hastaliklar poliklinigine bagvuran ve uzatiimis albendazol tedavisi
sonucu kir saglanan bir Toxocariasis olgusu sunulmustur.(Turkiye Parazitol Derg 2015; 39: 83-5)
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INTRODUCTION

Toxocariosis is a worldwide human helminthiasis, particularly
occurring in temperate and tropical climate regions worldwide
(1). Dogs are reservoirs for the spread of this disease. Thus, chil-
dren who play with dogs without paying attention to hygiene
and who have habit of hand-to-mouth and inadvertent ingestion
of soil are at risk (1). The following clinical entities have been
recognized in humans: visceral larva migrans, ocular larva
migrans, and covert toxocariasis. Visceral larva migrans presents
with fever, hepatomegaly, and pulmonary findings. Ocular larva
migrans especially affects older children and although it does
not have systemic symptoms, it can lead to blindness. In covert
toxocariasis, the symptoms are nonspecific (2). The diagnosis is
made on the basis of clinical symptoms and laboratory findings.
Here, we report a case of toxocariasis; the patient visited our
infectious disease polyclinic with complaints of long-term itching
and urticarial skin lesions that were resistant to routine treat-
ment.

CASE REPORT

A 31-year-old man was admitted to our hospital with complaints
of itching and embossed skin lesions characterized by erythem-
atous and edematous plaques. He had experienced these symp-
toms for 2 years, and they especially appeared in the evening.
Because of these complaints, he had visited internal medicine
and allergy polyclinics and received treatment with antihista-
mine, with a diagnosis of chronic urticaria. Despite these treat-
ments, his complaints did not disappear after 6 months. It was
also learnt that in 2010 and 2011, he had visited the infectious
disease and hematology polyclinics because of abdominal pain
and thrombocytopenia. After detection of thrombocytopenia
and splenomegaly, a bone marrow biopsy revealed normocellu-
lar bone marrow by the hematology service and he was dis-
charged. His physical examination showed a body temperature
of 36°C, pulse of 75 beats/min, and blood pressure of 120/80
mm Hg. In both shoulders and the right upper quadrant of the
abdomen, there were puffy, erythematous, pruritic urticarial skin
lesions; systemic examination was otherwise normal. The patient
was hospitalized because of high titers of Toxocara canis excre-
tory-secretory enzyme-linked immunosorbent assay (TES-ELISA)
IgG Novalisa NOVATEC (Immundiagnostica GMBH, Germany)
twice. Laboratory findings were notable for leukocytes: 4,130/
mm?, erythrocytes: 5,440,000/mm?3, Hb: 15.6 g/dL, Hct: 43.1%,
thrombocytes: 100,000/mm?3, erythrocyte sedimentation rate: 2
mm/h, PT: 13.3 s, C-reactive protein: 5 mg/L, AST: 32 U/L, ALT: 30
U/L, BUN: 25 mg/dL, and creatinine: 0.9 mg/dL. Peripheral
eosinophil count and total IgE levels were normal in the auto-
mated system. A peripheral blood smear revealed 85% neutro-
phils, 12% lymphocytes, 3% monocytes, and no eosinophilia.
Urinalysis and stool examination revealed no abnormalities. In
feces, parasitic investigation, and stool culture, no pathogenic
microorganisms were detected. Organomegaly and no granulo-
mas were determined on abdominal USG and no abnormality
was observed on chest radiography. Ophthalmological, neuro-
logical, and respiratory system aspects were evaluated as usual.
Serological tests were negative for HBsAg, anti-HCV, salmonel-
losis, brucellosis, and toxoplasma IgM and toxoplasma IgG.

When we measured the T. canis larva EIS antigen-specific 1gG
using an ELISA kit, we observed seropositivity with high titers.
The punch biopsy of the urticarial skin lesions on the right leg of
the patient was reported as being compatible with leukocyto-
clastic vasculitis (Figure 1). When we deeply researched his med-
ical history, we learnt that one of his close friends had a dog in
his house and our patient visited him frequently. After the inves-
tigations to confirm the diagnosis, we identified toxocariasis |G
antigens by Western blot and initiated treatment with albenda-
zole (400 mg) twice a day for 5 days; the patient was then dis-
charged. The patient’s skin lesions regressed within 5 days of
treatment with albendazole. But 3 months after the standard
treatment, he returned to our polyclinic with the same com-
plaints. We suspected the recurrence or inadequate treatment
of toxocariasis and prescribed albendazole (400 mg) once daily.
After an additional 3 weeks of treatment, his skin lesions dimin-
ished dramatically. In addition, at the time of writing this paper,
episodes of urticaria have not been observed for the last 12
months. Written informed consent was obtained from the
patient for publication of this case report.

DISCUSSION

Toxocariasis is the dog intestinal roundworm and is usually man-
ifested as visceral larva migrans. Humans are infected by inges-
tion of embryonated eggs in soil, via contaminated hands, or by
consumption of unwashed vegetables. The embryonated eggs
hatch in the intestine of a human host, liberating the larva, which
in turn, penetrate the bowel wall and enter the circulation and
migrate to the tissues and organs (3). They may cause granulo-
mas. Although the granulomas are mostly seen in the liver,
accompanying lesions are also frequently seen in the eyes. The
brain, kidney, lung, and central nervous system involvements
may also be seen. Eosinophilia may sometimes be the only find-
ing, so the infection may be suspected in all children who have
a history of soil ingestion with a high peripheral blood eosino-
philia. Seroprevalence of toxocariasis has been reported in dif-
ferent regions with different rates. The highest seroprevalence is
reported in Saint Lucia, with a rate of 86%.

The clinical diagnosis of human toxocariasis depends on sero-
logical and immunological tests. In our case, the patient applied
to our polyclinic with chronic urticaria and we suspected parasit-
ic infections among the differential diagnoses. Punch biopsy of
the skin was performed and a STES-ELISA serological technique
was performed for the diagnosis of the disease; however, TES-
ELISA is not specific because of cross-reactivity with parasites of
other nematodes. Therefore, we confirmed the diagnosis of T
canis by Western blot (Toxocara WB IgG, Ldbio Diagnostics,
France), which is a highly specific and confirmatory test for T.
canis. In addition, the presence of low-molecular-weight bands
in the range of 24-35 kDa indicates specific anti-Toxocara IgG in
the sample (4). We observed low-molecular-weight bands in the
range of 24-35 kDa in the Western blot analysis.

Nephrotic syndrome, HSV, endomyocarditis, and thrombocyto-
sis cases are also described with a T. canis infection (5, 6). All
these cases were treated successfully with anthelmintic agents.
Albendazole is one of the treatment choices for toxocariasis,
with a currently recommended regimen of 10 mg/kg/day in two
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Figure 1. Leukocytoclastic vasculitis

doses (400 mg twice daily) for 5 days (7). Interestingly, recent
clinical studies have shown that only a few patients, six of 19
(32%), are cured after 5 days of albendazole therapy (8, 9).
Instead, in Japan, adults who contract toxocariasis (typically
through eating raw liver) are treated with albendazole for 4
weeks or longer (8). Kim et al. reported a case of recurrent toxo-
cariasis that was also treated with an additional 3-week treat-
ment (10). In our case, the patient was treated with albendazole
(400 mg) twice daily for 5 days. Despite this treatment, his skin
lesions recurred. Then, recurrent disease was resolved and skin
lesions were diminished after prolonged albendazole treatment.

CONCLUSION

We conclude that toxocariasis, which is a parasitic infection,
should always be considered in the differential diagnosis of
chronic urticaria. Although 3 weeks of treatment was effective for
our patient, it cannot be considered as a certain consensus for
all cases. More study is required to reach a consensus on the
appropriate duration of albendazole therapy to treat this dis-
ease.
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