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A Case of Rheumatoid Arthritis with Strongyloides
stercoralis Hyperinfection

Strongyloides stercoralis Hiperinfeksiyonlu Bir Romatoid Artrit Olgusu
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ABSTRACT

The patient was a 83-year- old male who worked as a farmer. He had complaints of weight loss, abdominal pain and joint pains for
almost 5 months. Twenty days ago, the patient was checked at another hospital for complaints of occasional coughing and bloody
sputum. He was treated with a diagnosis of pneumonia. His respiratory complaints were reduced, but there was no relief of his
ongoing abdominal pain. Gastroduodenoscopy and colonoscopy were performed to examine for possible etiologies of continuous
abdominal pain. Biopsies were taken from duodenal bulbus and second duodenal segment. Intense eosinophilic leukocyte
infiltration and Strongyloides stercoralis larvae were observed in pathologic examination. The patient was successfully treated with
albendazole 2x400 mg/day for 7+7 day.
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Ciftci olarak ¢calisan 83 yagindaki erkek hastanin yaklagik bes aydur kilo kaybs, karin agris: ve eklem agrilar sikayeti vardi. Yirmi gin
6nce, hasta ara sira 6ksiiriik ve kanli balgam sikayetleri nedeniyle bagka bir hastaneye bagvurdu. Pnémoni tanisi ile tedavi edildi.
Solunum yakinmalar1 azalmasina ragmen hastanin karin agrisi sikayeti diizelmedi. Hastaya karin agrisinin olasi etiyolojileri i¢in
gastroduodenoskopi ve kolonoskopi yapildi. Biyopsiler duodenal bulbus ve duodenumun ikinci kismindan alindi. Patolojisinde
yogun eozinofilik l6kosit enfiltrasyonu ve Strongyloides stercoralis larvalar1 gozlendi. Hasta albendazol 2x400 mg/giin, 7+7 giin
tedavisiyle bagarili bir gekilde tedavi edildi.

Anahtar Kelimeler: Romatoid artrit, Strongyloides stercoralis, hiperinfeksiyon

INTRODUCTION pruritus and erythema on the skin near the entrance

) o ) ) ) site of the larvea. This helminth can migrate to the
Strongyloides stercoralis is an intestinal helminth

that is transmitted from the soil, therefore it may
affect millions of people. It was first identified in the
stool samples of soldiers who had gastrointestinal
complaints and diarrhea after returning from the war
in Vietnam in 1876. Although S. stercoralis infection
is seen in tropical and subtropical regions, low

lungs and cause different clinical pictures in relation
to the immunological status, which may range from no
relevant symptoms to a patient with pneumonia. Main
gastrointestinal symptoms are resistant diarrhea (25
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times/day) that is usually accompanied by abdominal

pain and meteorism (3,4).

socioeconomic status is one of the most important In humans, hyperinfection and disseminated
reasons for the acquisition of primary disease (1,2). infection of S. stercoralis have been reported to occur
Transmission of S. stercoralis to human is mainly by in the presence of comorbid conditions such as
penetration of filariform larvae through the skin while chronic liver disease, cirrhosis, peptic ulcer, chronic
contacts with the soil. There may be complaints of obstructive pulmonary disease, and drug-induced
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immunosuppression such as corticosteroid, vinca alkaloids,
cyclosporin, azathioprine, bleomycin (5,6).

Here we aimed to present a patient with rheumatoid arthritis that
was diagnosed as S. stercoralis infection with the demonstration
of larvae in duodenal biopsy.

CASE REPORT

The patient was a 83 years old male who works as a farmer. He
had complaints of weight loss, abdominal pain and joint pains for
almost 5 months. Twenty days ago, the patient was checked at
another hospital for complaints of occasional coughing and bloody
sputum. He was treated to having pneumonia. His respiratory
complaints were reduced, but there was no relief of his ongoing
abdominal pain, corticosteroid therapy (prednisolone at 7.5 mg/
day) was also initiated with the suspicion of respiratory distress.
The patient was referred to us in the rheumatology department
where he was admitted because of accompanying pain and
swelling in his joints. Physical examination showed swelling
on the left elbow, tenderness and swelling of both wrists and
metocarpophalangeal joints. Body temperature: 36.2 °C, pulse
rate: 68 beats/min, blood pressure: 110/70 mm-Hg. Other
system examinations were normal. Complete blood count of
the patient was; 12.7 pL white blood cells, hemoglobin 11.6 g/
dL, hydrochlorothiazide: 34.7% and platelets 233 pL. Peripheral
spread was 61.9% neutrophil, 12.4% lymphocyte, 20.4%
eosinophil, 5% monocyte, 0.3% basophil.

The rheumatoid factor, antinuclear antibody and anti-cyclic
citrullinated peptide tests performed in relation to the joint
sympthoms were negative. Rheumatoid arthritis (RA) 2010
EULAR/ACR classification criteria applied and found 6 points.
periarticular osteopenia, soft tissue swelling, and narrowing
of the radiocarpal joint were present on hand X-ray. With these
findings, the patient was diagnosed with seronegative RA.
Abdominal ultrasonography revealed hepatosteatosis and no
parasites were seen in stool and and phlegm samples examination.
Thus, gastroduodenoscopy and colonoscopy were performed to
examine for possible etiologies of continuous abdominal pain.
Duodenitis, bulbitis, antral gastritis and colonic diverticula
were detected. Duodenal bulbus and 2" duodenal segment were
extremely hyperemic and granular in appearance. Biopsies were
taken from these regions. Pathology; biopsies were first stained
with hematoxylin and eosin, intense eosinophilic leukocyte
infiltration and intraepithelial nematodes were observed (Figure
1A, B). Biopsies were stained with Periyodik asit Schiff and Alcian
Blue as advanced staining technique and S. stercoralis larvae

Figure 1. Intraepithelial nematode larvae in duodenal biopsy
specimen A) Hematoxylin and eosin X100, B) Intraepithelial
nematodes are indicated by red arrows (Hematoxylin and eosin X200)

were observed. Prior corticosteroid therapy, eosinophilic lung
symptoms and resistant gastrointestinal complaints led to a
first suggestion of S. stercoralis hyperinfection. The patient was
treated with albendazole 2x400 mg for seven days. Another cure
of albendazole was also given after an interval of 2 weeks. The
patient had full recovery with no gastrointestinal complaints and
his eosinophil counts were measured within normal range.

DISCUSSION

The main risk factors that facilitate the transmission of S.
stercoralis infection are, dealing with soil as a profession where
the larvae are located and, defects of the skin integrity (6). The
fact that our patient is a farmer makes him prone to infection
with larvae. The classical autoinfective cycle of S. stercoralis is the
transition of the larvae to the lungs and the gastrointestinal tract
after entering through the skin of the host. In hyperinfection, this
cycle is exaggerated, with increased parasite load and frequency
(7). Hemoptysis and respiratory distress in our patient suggested
parasite migration to the lungs. The use of corticosteroids
to treat respiratory distress also caused drug-induced
immunosuppression. In addition, weight loss, abdominal pain and
meteorism complaints of the patient suggested hyperinfection.

Eosinophils play an important role in the immune response to
parasitic infections. Therefore, it is important to investigate
patients with eosinophilia for parasitic diseases. There are
differences in the data of the literature regarding to the eosinophil
ratios of S. stercoralis infected patients. In one study, it was
reported that the rate of eosinophils rises up to 70% in the first
period and it maintains at 5-15% in the later period of the disease
(8). In an HIV (+) case reported by Lessnau et al. (9), S. stercoralis
infection was accompanied by a relatively lower eosinophil as
20.4%. Despite the use of corticosteroids, eosinophilia required
a search for a parasitic infection in our patient. Decrease in
eosinophil levels during treatment was assessed in response to
proper treatment. The absence of parasites in stool examination
does not exclude the diagnosis of S. stercoralis. Direct stool
examination should be repeated three times. If still negative, the
stool should be re-examined with lugol and formaldehyde ether
precipitation method (10). In the study by Ashiri et al., acase of
strongyloidiasis in a 58-year-old female with a history of RA and
type 2 Diabetes Mellitus wasreported. The patient was treated with
corticosteroids for RA. After the treatment patient was presented
with abdominal pain and gastrointestinal bleeding. In the fourth
direct stool examination, rhabditiform larva of S. stercoralis was
reported (11). In anaother study by Altintop et al., a 68 year old
woman had bronchial asthma and also RA. She was received
immunusupressive agents including methotrexate (15 mg/week)
and steroids (deflazacort 5 mg/day). She was afebrile, had rhonchi
and mild epigastric tenderness. Stool and sputum parasitological
examinations were positive for S. stercoralis larvae (12). In
this study, larvae were not seen although stool were sent for
examination three times. The diagnosis was made on pathological
basis thanks to the biopsy specimen taken from the duodenum.
Lugol and formaldehyde ether precipitation techniques could have
been included in the diagnostic approach, were not used for this
patient. Ivermectin is recommended as the primary treatment
option Strongyloides infections (12,13). However, this drug is not
available in our country. In addition, different treatment options
such as pyrvinium pamoate, thiabendazole, albendazole can be
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effective. After we analyzed the cases that were presented in the
literature, we saw that albendazole treatment was commonly
and effectively used (11,12). However, different protocols were
applied for the duration of this treatment. Albendazole cures were
given at different durations, such as 3-7-10-14 days. Recurrences
were seen in patients continuously treated for 14 days. A regimen
of 7+7 days, with a 1-3 week interval between treatment days,
was tried and successful results were obtained (5-7,10,14). In this
case, the patient was successfully treated with 7+7 day treatment
regimen. As it is understood, repeated intermittent cures increase
the chance of success for treating strongyloidosis.

The limitation of our study is the lack of diagnostic molecular
tests in our case.

CONCLUSION

As a result, parasitologic etiologies should be kept in mind
while investigating patients with eosinophilia, hemoptysis,
weight loss and abdominal pain, especially for those under
immunosuppressive treatment.
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