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ABSTRACT

Introduction: Strongyloidiasis is a systemic disease caused by the nematode Strongyloides stercoralis. Strongyloides is unique among parasites 

in that it can remain undetected for decades. Although patients may present with the typical symptoms of a skin rash, cough or diarrhoea, a 

rare manifestation of infection is pseudopolyposis in the colon. This case highlights the unique finding of pseudopolyposis in a patient with 

strongyloidiasis with negative stool studies.

Case description: We present the case of an 81-year-old man with a delayed diagnosis of strongyloidiasis. The patient initially presented to 

the clinic for evaluation of productive cough and was treated empirically for bronchitis. He subsequently developed vomiting and diarrhoea 

with imaging revealing circumferential wall thickening of the ascending colon, consistent with colitis. Although stool tests were negative, 

the patient was treated with antibiotics, and then underwent a colonoscopy which revealed multiple polyps. Biopsy results confirmed 

Strongyloides infection. The patient was treated with ivermectin and improved. 

Discussion: This case describes the unique finding of colonic pseudopolyposis in a patient infected with Strongyloides in rural southwest 

Virginia. Strongyloidiasis is often misdiagnosed due to its non-specific gastrointestinal symptoms and the chronic nature of the disease. 

Although stool studies are routinely negative for parasitic infection, CT scan findings suggestive of colitis should be followed by colonoscopy 

with biopsy of any abnormal lesion in the right clinical context. Determining the definitive diagnosis in a timely manner is crucial for 

establishing the specific treatment and for resolution of the disease. 

LEARNING POINTS

• CT scan findings suggestive of colitis should be followed by colonoscopy with biopsy of any abnormal lesion in the right clinical context; 

stool studies may be negative, as in this case. 

• Internists should know the incidence, even if it is low, of certain parasitic infections in their local area. 

• Strongyloides infection in the colon can mimic colitis and initiating the wrong treatment can lead to worse outcomes. 
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INTRODUCTION

Strongyloides stercoralis is a soil-transmitted nematode which penetrates the skin and is endemic in the tropics and Africa [1]. Cases of 

Strongyloides infection have also occurred in the southeastern United States and southern Europe, although most known cases have 

been documented in military veterans and immigrants from endemic regions [1]. Acute symptoms are usually mistaken for dermatitis. The 

most feared complication of Strongyloides infection is hyperinfection syndrome and dissemination, which is often associated with human 

T-lymphotropic virus type I [2]. Disseminated Strongyloides infection has a mortality rate of 50–87% even with treatment [3]. 
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Chronic strongyloidiasis is usually asymptomatic but most often presents with peptic ulcer disease-like symptoms including vague 

abdominal pain and diarrhoea. We present a unique case of strongyloidiasis manifesting as pedunculated colon polyps in an 81-year-old 

immunocompetent patient.

CASE DESCRIPTION

An 81-year-old man initially presented to an urgent care clinic with a productive cough and was empirically treated with azithromycin for 

bronchitis. Several days later he developed fever and persistent nausea, vomiting and watery diarrhoea, and was admitted to hospital for 

further evaluation and treatment. His medical history was significant for monoclonal gammopathy of undetermined significance (MGUS), 

and controlled type 2 diabetes. The patient was not taking any immunosuppressive medications at the time of presentation. On physical 

examination, the only remarkable finding was pallor and mild abdominal pain in all four quadrants on palpation.

Routine laboratory tests were normal except for mild leucocytosis of 12.5 and peripheral eosinophilia of 15.6%. A CT scan of the abdomen 

and pelvis showed a short segment of circumferential wall thickening of the descending colon suggestive of colitis. Blood cultures were 

negative. Stool studies for ova, larvae, Shiga toxin, Campylobacter, Cytomegalovirus, Giardia and Cryptosporidium were all negative. The patient 

was started on empiric treatment for infectious colitis and was given levofloxacin and metronidazole. On hospital day 2, a colonoscopy 

was performed, which revealed multiple non-specific pedunculated polyps in the ascending and transverse colon (Fig. 1). Biopsies were 

taken which showed inflammatory polyps containing Strongyloides organisms (Fig. 2). The patient was subsequently treated with a four-dose 

regimen of ivermectin, and a repeat screening colonoscopy 3 months later showed diverticular tics in the descending and transverse colon 

with no ulcerations or polyps visualized.

Figure 1. Images taken from colonoscopy 

which show pedunculated polyps in the 

transverse colon

Figure 2. Pathology slides of the lamina 

propria of the colon mucosa. Black 

arrows point to the filariform larvae 

within eosinophilic aggregates

DISCUSSION

S. stercoralis is a parasitic nematode endemic in tropical countries, although cases have been known to occur in Appalachia and the 

southeastern United States [1]. It penetrates human skin after exposure to contaminated soil. The primary risk factors for infection include 

exposure to contaminated soil, poor sanitary conditions, and poor personal hygiene. Strongyloides is able to complete its entire lifecycle in a 
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human host, leading to chronic infection that can be misdiagnosed at later stages. Initial symptoms include dermatitis, cough and wheezing. 

Notably, our patient had initially been treated for bronchitis, which may have been a manifestation of early Strongyloides infection. The 

condition is particularly dangerous in immunocompromised patients in whom disseminated strongyloidiasis with sepsis has a high mortality 

rate. Peripheral eosinophilia often indicates an underlying helminthic infection, with S. stercoralis infection being the most common aetiology 

of diagnosis [4]. Definitive diagnosis can be made with stool microscopy, however it has a sensitivity of <50%. Stool nucleic amplification tests 

have greater specificity than direct stool microscopy, with one systematic review of PCR tests showing a sensitivity of 72% and specificity of 

93% [5]. In our case, routine stool microscopy results were negative for the infection. 

This case describes the unique finding of pedunculated polyps on colonoscopy in a patient infected with Strongyloides. Rare biopsy findings in 

patients with strongyloidiasis may typically include mucosal erythema, ulceration, oedema, erosions and yellowish-white nodules [6, 7]. These 

pseudopolyps consist of granulation tissue with an eosinophilic infiltration triggered by the infecting organism. Pseudopolyps containing 

S. stercoralis have previously been reported in Japan and Korea [7–9]. Strongyloides infection in the colon can also mimic ulcerative colitis [10]. 

Diagnosing a patient with ulcerative colitis who actually has Strongyloides infection will most likely result in initiation of steroid therapy. 

Initiation of corticosteroid therapy can lead a patient to be immunocompromised and can cause a hyperinfection syndrome [11]. 

To our knowledge, this is a rare reported case in which a patient infected with Strongyloides presented with pedunculated polyps on 

colonoscopy. For patients with risk factors for strongyloidiasis, negative stool studies with evidence of colitis on imaging and peripheral 

eosinophilia should prompt colonoscopy evaluation and biopsy in order to expedite a definitive diagnosis and initiate the correct curative 

treatment. S. stercoralis infection in the colon can mimic colitis and initiating the wrong treatment can lead to worse outcomes.
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