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ABSTRACT: 
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A 71-year-old woman, with active autoimmune hepatitis, was treated with immunosuppressive 

drugs and presented with a1-month history of fever and diarrhea, dyspnea, and sudden eruptions of purpuric 

macules on the abdomen typical for disseminated strongyloidiasis, together with presence of Strongyloid 

larvae in rectum and sigmoid colon biopsies, and sputum fresh smear. Eight days into ivermectin treatment 

net-like purpuric patches on both thighs were observed and faded completely within 24 hours. The patient 

recovered fully after treatment completion. 
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Figure 1 Strongyloid larvae on sputum smear 

 

 
 

Figure 2 “Thumbprint purpura” on the abdomen 
 

Case Report 

A 71-year-old woman with a history of 

intrahepatic duct cholangiocarcinoma stage I 

status post left hepatectomy and autoimmune 

hepatitis presented with fever and diarrhea while 

being treated with corticosteroids and 

azathioprine. The diagnosis was E. coli septicemia 

and she was treated with vancomycin, 

meropenem and metronidazole.  

 

 
 

Figure 3 Livedo reticularis-like lesions on both 

thighs on day 8 of ivermectin treatment 

 

During admission, petechiae and purpuric 

macules or “thumbprint purpura” appeared on 

her abdomen and both upper thighs suggestive of 

disseminated strongyloidiasis (Figure 2). Although 

skin biopsy and stool agar plate were negative for 

the parasites, rectum and sigmoid colon biopsies 

were performed and showed chronic active colitis 

and Strongyloides stercoralis. The chest 

radiography showed bilateral reticulonodular 

infiltration prominently on both lower lungs. 

Sputum fresh smear showed Strongyloid larvae. 

(Figure 1). Bronchoalveolar lavage culture 

revealed Aspergillus terreus. She was then 

diagnosed with disseminated strongyloidiasis with 
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pulmonary aspergillosis. Treatment comprised 

ivermectin 200 mcg/kg and amphotericin B (0.7 

mg/kg/day) followed by voriconazole. On day 8 

of treatment, she suddenly developed livedo 

reticularis-like lesions on both thighs (Figure 3), 

which gradually faded and finally disappeared 

within 24 hours. Ivermectin was continued for a 

total of 3 weeks. Three days after stopping 

treatment, urine and stool exam for PCR and DNA 

sequencing were negative for Strongyloides. The 

thumbprint purpuras resolved in 3 weeks. She 

was well recovered and returned home. 
 

Discussion 

In disseminated strongyloidiasis, multiple 

organs can be involved .Gastrointestinal and 

pulmonary are the major involved systems .The 

most common symptoms are fever, abdominal 

pain, diarrhea, vomiting, dyspnea, hemoptysis and 

anemia1. Most cases of disseminated 

strongyloidiasis occur in patients with underlying 

conditions as follows: malignancy (30%), 

immunological diseases (20%), HIV/HTLV-1 

infection (20%), and transplantation (15%)2-12. The 

most common skin manifestation is purpuric 

with/without petechial eruption (80%) 

predominantly located on the abdomen 

with/without thighs or trunk (90%). Other 

reported skin signs, including erythroderma and 

morbilliform rash13,14. All except 3 cases had skin 

signs prior to treatment. Punch skin biopsy 

showed positive larvae in 75% (15/20) of cases. 

Other common sources to detect the larvae are 

from bronchial alveolar lavage fluid and stool 

(45% each). In few cases larvae were detected 

from sputum, ascitic fluid and urine. The overall 

mortality rate of this condition is extremely high 

at approximately 65%. To increase the probability 

of definitive diagnosis, investigating several 

sources of clinical samples are essential. 

Other cutaneous manifestations of strongyloid 

infestation and disseminated strongyloidiasis have 

been reported. Larva currens is a manifestation of 

chronic strongyloidiasis, caused by filariform larval 

migration in the skin. These lesions are intensely 

pruritic, serpiginous, urticarial wheals mainly on 

the buttocks, groin and trunk. In disseminated 

strongyloidiasis, the characteristic skin lesions are 

progressive petechiae and purpura on the 

abdomen and proximal extremities15. The 

eruptions are caused by larvae migrating through 

blood vessel walls into the dermis. Petechial rash 

can be combined into a large rash called 

“thumbprint purpura”. 

Another skin lesion compatible with livedo 

reticularis was observed in our patient. From the 

literature review, there was only one report by 

Kim and Law16. However, unlike the present case, 

livedo reticularis in their report appeared prior to 

treatment.  

Livedo reticularis, in general, reflects 

disturbance in vascular perfusion, which may be 

associated with various acute or chronic diseases 
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and even medications. Among these, several 

infections can be the etiologies17. We speculate 

that this phenomenon took place in our patient 

from the various infections together with 

hemodynamic disturbance. 

In conclusion, disseminated strongyloidiasis is 

not uncommon in immunocompromised hosts. 

Livedo reticularis is an unusual skin sign. Clinical 

suspicions, early detection and prompt treatment 

are important to decrease fatality rate. 

Characteristic cutaneous sign “thumbprint 

purpura” is a useful clue for early diagnosis of 

disseminated strongyloidiasis. 
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