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Abstract & Background

Strongyloides Stercoralis is a soil-transmitted nematode capable of autoinfection and potentially fatal
Hyperinfection. Paediatric cases presenting as multifocal transmural enteritis are infrequently reported in the
literature. The Th2-polarised immune signature — markedly elevated serum immunoglobulin E and peripheral
eosinophilia alongside normal acute-phase reactants — is a pivotal but under recognised diagnostic clue
distinguishing helminthic infection from granulomatous, malignant pathology and allergic primary
eosinophilic gastroenteritis (EoGE).

Case Presentation

A 12-year-old South Asian (Indian) male presented with a 2-day history of severe abdominal pain, vomiting,
and generalised weakness following a soil-contaminated toe injury three weeks prior. Contrast-enhanced
computed tomography of the abdomen demonstrated circumferential mural thickening from the second part of
the duodenum to the ileocecal junction (4-5 mm), mesenteric lymphadenopathy, hepatosplenomegaly, and mild
ascites. Laboratory investigations revealed peripheral eosinophilia (7.8%), markedly elevated serum
immunoglobulin E at 1055 IU/mL (reference less than 100 1U/mL), microcytic hypochromic anaemia, and
critically normal C-reactive protein (less than 6 mg/L) and erythrocyte sedimentation rate (8 mm/hr). Duodenal
biopsy revealed mucosal eosinophilia of 30-40 per high-power field, with complete absence of granulomata
and cellular atypia, histologically excluding intestinal tuberculosis and lymphoma. Routine stool microscopy
was negative. Treatment comprised weight-based ivermectin (200 micrograms per kilogram per day for 7 days)
and albendazole (400 mg per day for 3 days).

Conclusions

Colicky pain abdomen with triad of eosinophilia, markedly elevated immunoglobulin E, and normal acute-
phase reactants is diagnostically strongly suggestive of systemic helminthic infection with relevant clinical
background. Epidemiological timeline reconstruction is indispensable. Corticosteroids are absolutely
contraindicated before exclusion of strongyloidiasis. Empiric weight-based antiparasitic therapy should not be
delayed pending microbiological confirmation when clinical probability is high.
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Introduction

Strongyloides Stercoralis is estimated to infect more than 100 million individuals globally, with the highest
prevalence in Southeast Asia, sub-Saharan Africa, and the Indian subcontinent [1]. Unlike other soil-
transmitted helminths, Strongyloides is uniquely capable of autoinfection — converting rhabditiform larvae to
infective filariform larvae within the host colon — enabling persistent infection lasting decades and, under
certain conditions can lead to life-threatening Hyperinfection with dissemination to the lungs, central nervous
system, and bloodstream [2].

Paediatric Strongyloides cases presenting as multifocal transmural enteritis, mimicking intestinal tuberculosis
or inflammatory bowel disease, are rarely described in the published literature [3]. The key diagnostic clue —
the Th2-polarised immune response characterised by elevated immunoglobulin E (IgE), eosinophilia, and
paradoxically normal C-reactive protein (CRP) and erythrocyte sedimentation rate (ESR) — remains
underappreciated in routine clinical practice [4].We report a case of systemic Strongyloides Stercoralis
Hyperinfection in a 12-year-old male presenting as multifocal transmural enteritis, in whom systematic
integration of the epidemiological timeline , immunological profile and duodenal biopsy established the
diagnosis and directed targeted antiparasitic therapy.

Case Presentation

A 12-year-old male (South Asian ethnicity; approximate weight 35 kg) presented to the emergency department
of Yatharth Super Speciality Hospital, Faridabad, Haryana, India, with a 2-day history of severe diffuse
abdominal pain, multiple episodes of vomiting, mild fever (38.1°C), and constipation. Three weeks prior he
had sustained an injury to his right little toe with significant soil contact. Two weeks prior, he developed
bilateral lower extremity pain, attributed at that time to a viral illness. There was no history of prior
hospitalisation, corticosteroid use, immunosuppressive therapy, known tuberculosis contact, food allergy, or
atopic disease. The family resided in a peri-urban area with access to open ground.

On examination, the abdomen was diffusely tender with voluntary guarding but without peritoneal signs.
Bowel sounds were present. No organomegaly was clinically detectable. Vital signs were otherwise stable.

Investigations

Complete blood count revealed haemoglobin 11.6 g/dL (mean corpuscular volume 76.8 FL, mean corpuscular
haemoglobin 24.1 pg, red cell distribution width 15.0%), consistent with microcytic hypochromic anaemia.
Total leucocyte count was 8870 per cu mm with peripheral eosinophilia at 7.8% (absolute eosinophil count
691 per cumm (reference range <100 IU/mL), exceeding ten times the upper limit of normal. CRP was <6
mg/L (normal <10 mg/L) and ESR was 8 mm/hr (normal <20 mm/hr), both well within normal limits. Liver
function tests were normal with albumin 4.7 g/dL.). Serum IgE was markedly elevated at 1055 IU/mL Results
are summarised in Table 3. Routine stool examination for ova and cysts was negative. Standard direct
microscopy has recognised limitations in detecting Strongyloides larvae, as the organism is excreted in larval
rather than egg form, requiring specific concentration techniques.

Pathology and Microbiology

[5]. Duodenal biopsy obtained at upper gastrointestinal endoscopy (Histo No. 1264/26) revealed chronic
nonspecific duodenitis with mucosal eosinophilia of 30-40 eosinophils per high-power field. Current literature
defines eosinophilic gastrointestinal disease [5]. Duodenal biopsy obtained at upper gastrointestinal endoscopy
(Histo No. 1264/26) revealed chronic nonspecific duodenitis with mucosal eosinophilia of 30-40 eosinophils
per high-power field. Current literature defines eosinophilic gastrointestinal disease (EGID) in the duodenum
as >30 eosinophils per high-power field in >3 high-power fields; a stricter transcriptomic threshold of >52 peak
eosinophils per high-power field has also been described [6, 7]. Critically, granulomata and cellular atypia
were completely absent (Table 1), histologically excluding intestinal tuberculosis and lymphoma. Absence of
visible larvae on biopsy reflects the recognised sampling limitations of small-specimen forceps biopsy for an
organism residing deep within intestinal crypts.
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Imaging. Contrast-enhanced CT abdomen (Figure 1) demonstrated circumferential mural thickening of the
D2-D3 duodenum (4-5 mm) and terminal ileum with ileocaecal junction involvement (4—4.5 mm), mucosal
fold thickening of proximal jejunal loops, extensive mesenteric lymphadenopathy (5-8 mm nodes at the root
of mesentery and right iliac fossa), mild free intraperitoneal fluid, hepatomegaly (15.6 cm), and splenomegaly
(11.1 cm). No free intraperitoneal air was identified

UGI endoscopy:

Diagnostic Synthesis

Integration of the three-week illness timeline (Table 2), three-phase illness progression, and immunological
profile established the working diagnosis of systemic Strongyloides Stercoralis Hyperinfection with probable
co-infection with Ancylostoma duodenale. The differential diagnosis and exclusion rationale are presented in
Table 2.

Management

Ivermectin was prescribed at 200 micrograms/kg/day as a single daily oral dose on an empty stomach for 7
days (extended hyperinfection protocol) [8]. The patient's weight was confirmed at 35 kg prior to dosing.
Albendazole 400 mg once daily with a fatty meal for 3 days was co-administered for hookworm coverage
along with supportive care with IV fluids and electrolyte corrections. Corticosteroids and stimulant laxatives
were explicitly withheld (Table 4).

Outcome

Clinical improvement in abdominal pain and tolerance of oral intake was noted by day 3 of antiparasitic
therapy. Follow-up serology and complete blood count were arranged at 2 and 4 weeks to confirm
parasitological cure and eosinophil normalisation.

Discussion

This case illustrates the diagnostic value of systematically integrating epidemiological history, clinical timeline
reconstruction, immunological profiling and finding of multifocal transmural enteritis in a child presenting
with colicky abdominal pain. The radiological differential — intestinal tuberculosis, typhoid enteritis, Crohn's
disease, and lymphoma — was excluded through convergent evidence: absence of granulomata and cellular
atypia on duodenal biopsy, normal acute-phase reactants, and a classical Th2 immunological signature [4,
9].Strongyloides stercoralis induces a Th2-polarised immune response characterised by interleukin 4-driven
IgE class switching, interleukin 5-mediated eosinophil recruitment, and interleukin 10-mediated suppression
of the Th1 axis [4]. This explains the paradox of severe intestinal inflammation with normal CRP and ESR. It
is prudent to understand that this immunological signature is a positive diagnostic finding, not an incidental
absence of inflammation. Clinicians who interpret normal acute-phase reactants as reassuring in the presence
of eosinophilia and markedly elevated IgE risk catastrophic diagnostic delay. The three-week soil-exposure to
admission timeline corresponds to the established biological phases of Strongyloides infection: filariform larval
skin penetration at the site of the toe wound (week 0); transpulmonary migration through the musculoskeletal
compartment with eosinophilic myositis during the Loeffler phase (weeks 1-2); and intestinal colonisation of
the duodenum and jejunum causing transmural enteritis (days before admission) [2]. Portal circulation larval
migration accounts for the hepatosplenomegaly identified on computed tomography [2]. Negative routine stool
microscopy does not exclude Strongyloides infection, as the organism is shed as larvae rather than eggs,
requiring specific larval concentration methods [5]. The Baermann technique with charcoal pre-incubation
achieves substantially higher sensitivity than conventional Baermann, as demonstrated by Gelaye et al. [10].
Similarly, the absence of larvae on a small-specimen duodenal biopsy is consistent with the known sampling
limitations of forceps biopsy for an organism residing deep within intestinal crypts [5]. Food allergy and
primary eosinophilic gastroenteritis (EOGE) are important differentials in any child with duodenal eosinophilia.
EoGE is characterised by elevated IgE, peripheral eosinophilia, and eosinophilic infiltration on biopsy — an

IJSDR2606208 ] International Journal of Scientific Development and Research (IJSDR) www.ijsdr.org \ c78



ISSN:2455-2631 June 2026 IJSDR | Volume 11 Issue 6
immunological overlap with helminthic infection [6, 7]. Distinguishing features favouring helminthic aetiology
in this case included: soil-exposure epidemiological history, a three-phase febrile illness with bilateral myositis
consistent with larval migration, acute systemic presentation rather than a chronic dietary-triggered course, and
no personal or family history of atopy or food allergy. The biopsy count of 30—40 eosinophils per high-power
field meets the EGID diagnostic threshold, underlining the importance of clinical context in interpreting
duodenal eosinophilia. The absolute contraindication to corticosteroids in unexcluded Strongyloides infection
is well established [9]. Geri et al. reported an intensive care unit mortality of 60.3% in a multicentre series of
133 patients with Strongyloides hyperinfection syndrome, with corticosteroid use present in 83.5% of cases
[9]. Ivermectin at 200 micrograms/kg achieves cure rates of 93-96% in randomised controlled trials [8].
Weight-based dosing is essential in paediatric patients; adult fixed dosing risks underdosing in children below
60 kg [2].

Conclusions

Systemic Strongyloides stercoralis should be considered in any paediatric patient with multifocal enteritis,
peripheral eosinophilia, and markedly elevated serum IgE — particularly following soil exposure in an
endemic region. The Th2 immune signature with normal acute-phase reactants is diagnostically decisive and
effectively excludes tubercular and bacterial aetiology. Empiric weight-based ivermectin therapy must not be
delayed pending microbiological confirmation when clinical probability is high, and corticosteroids are
absolutely contraindicated prior to exclusion of this diagnosis.
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Tables

Table 1 Histopathological findings — duodenal biopsy

Finding Result Interpretation

Specimen size 0.3x0.3x0.2cm (one Small specimen: sampling limitations
block) apply

Mucosal Duodenal mucosa present Adequate for histological

architecture interpretation

Inflammatory Lymphocytes, plasma cells, = Chronic active inflammation

infiltrate neutrophils, eosinophils in

lamina propria

Eosinophil count  30-40 per high-power field Meets EGID diagnostic threshold
(>30/hpf in >3 hpf [6]); below EoD
transcriptomic threshold of >52/hpf [7]

Granulomata Absent Intestinal tuberculosis effectively
excluded
Cellular atypia Absent Lymphoma and malignancy

excluded histologically
Parasitic larvae Not identified Does not exclude Strongyloides;
biopsy sensitivity limited by small
specimen size and superficial sampling
Pathologist Chronic nonspecific Clinical correlation advised

impression duodenitis with slight
increase in eosinophils

Histo No. 1264/26; specimen collected 28 February 2026; reported 2 March 2026. EGID, eosinophilic
gastrointestinal disease; EoD, eosinophilic duodenitis; hpf, high-power field.

Table 2 Differential diagnosis and systematic exclusion

Diagnosis Expected features | Eindings in this Status
patient

Strongyloid = Elevated IgE, IgE 1055 1U/mL, PRIMARY DIAGNOSIS
es eosinophilia, eosinophilia 7.8%,
hyperinfecti normal CRP/ESR, CRP/ESR normal,
on soil exposure, three- = confirmed soil-

phase illness contaminated toe

timeline wound 3 weeks prior
Intestinal Elevated ESR/CRP, Normal CRP/ESR,; Excluded
tuberculosis = granulomata on granulomata absent on

biopsy biopsy
Typhoid Elevated CRP, Normal CRP; Excluded
enteritis eosinopenia eosinophilia present
Crohn's Elevated CRP/ESR, Normal CRP/ESR,; Excluded
disease granulomata granulomata absent
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Diagnosis Expected features | Findings in this Status

patient
Food allergy = Elevated IgE and No atopy or food Considered; excluded by
/ eosinophilia; allergy history; acute epidemiology and
Eosinophilic = chronic dietary- febrile systemic systemic features

gastroenterit
IS

triggered course;
history of atopy; no
fever

illness; soil-exposure
epidemiology
inconsistent with
dietary trigger

Intestinal Elevated LDH/ESR, Normal uric acid/ESR;

lymphoma cellular atypia on no atypia on biopsy
biopsy

HLH Ferritin >10,000, Normal CRP; no

cytopenias, elevated

cytopenias

Excluded

Excluded

CRP

CRP, C-reactive protein; ESR, erythrocyte sedimentation rate; HLH, haemophagocytic lymphohistiocytosis;

IgE, immunoglobulin E; LDH, lactate dehydrogenase.

Table 3 Key laboratory investigations at admission

Parameter Value Reference Significance
range
HAEMATOLOGY
Haemoglobin 11.6 g/dL 11.5-15.5 Low-normal
g/dL
MCV 76.8 fL 77-95 fL Microcytic
MCH 24.1 pg 25.0-33.0 pg Hypochromic
RDW 15.0% 11.6-14.0%  Elevated — iron-deficiency pattern
Eosinophils 7.8% 0-3% ELEVATED — diagnostically
(691/cumm) decisive for helminthic infection
BIOCHEMISTRY / IMMUNOLOGY
Serum IgE 1055 IU/mL <100 IU/mL MARKEDLY ELEVATED >10x
ULN — near-confirmatory for
systemic helminthiasis
CRP <6 mg/L <10 mg/L Normal — Th2 polarisation;
(normal) excludes granulomatous/bacterial
aetiology
ESR 8 mm/hr <20 mm/hr Normal — Th2 polarisation;
(normal) excludes tubercular aetiology
Albumin 4.7 g/dL 3.5-5.0 g/dL  Normal

All investigations performed at Yatharth Super Speciality Hospital, Faridabad, 24-28 February 2026. AG,
anion gap; CRP, C-reactive protein; ESR, erythrocyte sedimentation rate; IgE, immunoglobulin E; 1V,
intravenous; MCH, mean corpuscular haemoglobin; MCV, mean corpuscular volume; RDW, red cell

distribution width; ULN, upper limit of normal.
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Table 4 Antiparasitic and supportive treatment protocol

Agent Dose Route/timing Duration | Indication
Ivermectin 200 Oral; single 7 days [8] Strongyloides stercoralis
mcg/kg/day daily dose; hyperinfection — extended
(weight empty stomach protocol
confirmed 35
kg prior to
dosing)
Albendazole 400 mgonce @ Oral; with fatty = 3 days Ancylostoma duodenale
daily meal co-infection coverage
WITHHEL — — — Absolute contraindication
D— — risk of fatal
Corticoster hyperinfection
oids amplification via

ecdysone-like larval
moulting stimulation [9]

WITHHEL — — — Contraindicated in
D— transmural enteritis
Stimulant (perforation risk);
laxatives prolongs colonic transit

thereby worsening
autoinfection cycle

Figure Legends

Figure -1 Figure — 2 Figure —3
Contrast-enhanced CT abdomen.
Axial and coronal reconstructions demonstrating: (Figure 1) circumferential mural thickening of D2-D3
duodenum (4-5 mm); (Figure 2) terminal ileal and ileocaecal junction mural thickening (4—4.5 mm) with
proximal jejunal mucosal fold thickening; “(Figure 3) demonstrating multiple enlarged mesenteric lymph
nodes at the root of mesentery and right iliac fossa.No free intraperitoneal air identified.
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