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Introduction

The number of people travelling internationally has grown substantially
in the past few decades. Travel risks include contracting infections which
may not be endemic to the UK.

Helminth infections occur worldwide and may affect up to 20% of
migrants from endemic countries at their time of arrival in the UK.

They are often asymptomatic but can cause significant morbidity and
mortality if untreated.



It is important for health professionals to consider the possibility of a
parasitic helminth infection in returning travellers or migrants/refugee
populations as early treatment can significantly reduce morbidity and
mortality.

A thorough medical history can ensure that we consider such diagnoses
in ill returning travellers.



Important points in medical history

In an ill returned traveller?

Severity of illness

Travel itinerary and duration of travel

Timing of onset of illness in relation to international travel
Past medical history and medications

History of a pre-travel consultation
= Travel immunizations
= Adherence to malaria chemoprophylaxis



Individual exposures

= Type of accommodations

= Insect precautions taken (such as repellent, bed nets)

= Source of drinking water

= Ingestion of raw meat or seafood or unpasteurized dairy products
= Insect or arthropod bites

= Freshwater exposure (such as swimming, rafting)

= Animal bites and scratches

= Body fluid exposure (such as tattoos, sexual activity)

= Medical care while overseas (such as injections, transfusions)



Main messages

Consider the possibility of helminth infection in patients who have:
Unexplained symptoms, especially gastrointestinal

Eosinophilia, as there is approximately a 60% chance that it will be due
to helminth infection in those coming or returning from the Tropics



Helminth infections

There are a number of them including:

= Strongyloides stercoralis
= Schistosomiasis

= Soil-Transmitted helminths (Ascaris Trichuris and Hookworm including
Ancylostoma)

= Filariasis



Most of these infections are self-limiting, but some can persist for
decades after leaving an endemic country.

Strongyloides can remain for life if not treated.

A raised eosinophil count may be the only clinical indication of a parasitic
infection.



Strongyloides

Filariform larvae found in contaminated soil penetrate human skin.
Person-to-person transmission is rare but documented. Infected larvae
can go on to penetrate the intestine and set up an auto-infective cycle.
Thus, unlike other intestinal parasites, the larvae can increase in number
without reinfection from the outside.

Common in South and South East Asia and the Caribbean.

Infection is usually asymptomatic but may cause characteristic skin
rashes and non-specific Gl symptoms. With acute infections, a localized,
pruritic, erythematous papular rash can form at the site of skin
penetration followed by pulmonary symptoms, diarrhoea, abdominal
pain and eosinophilia.



Migrating larvae in the skin can cause a serpiginous urticarial rash. This is
called “Larva currens”. It can be differentiated from cutaneous larva

migrans (CLM) by the fact that the migration of larvae is much faster -
can be over an inch a day compared with a few millimetres, there can be
perianal involvement not present in CLM and a wide band of urticaria.

Infection can be lifelong, and can become serious with a high mortality if:

= steroids or otherimmunosuppressives are prescribed in later life
= otherimmunosuppressive conditions co-exist



Larva Currens




Diagnosis is via stool microscopy (low sensitivity in migrants and so may
need to be repeated) or strongyloides serology (high sensitivity in
migrants)

Treatment is with Oral Ivermectin, which is safe and effective.

The alternative is albendazole but it has lower cure rates.



Schistosomiasis3

Schistosomiasis is caused predominantly by:

= Schistosoma haematobium, a common cause of microscopic and
macroscopic haematuria in patients from endemic areas

= Schistosoma mansoni

Waterborne transmission occurs when larval cercariae, found in
contaminated bodies of freshwater, penetrate the skin.



Schistosomiasis is acquired by exposure to snail-contaminated fresh
water in many tropical regions, particularly sub-Saharan Africa, where it
can affect up to 20% of travellers and residents.

Infection can persist for many years after exposure, and pathology is
cumulative.

The incubation period is typically 14—84 days for acute schistosomiasis
(Katayama syndrome), but chronic infection can remain asymptomatic
for years.



Penetration of cercariae can be associated with a rash that develops
within hours or up to a week after contaminated water exposures.

Acute schistosomiasis is characterized by fever, headache, myalgia,
diarrhoea, and respiratory symptoms. Eosinophilia is often present, as
well as painful hepatomegaly or splenomegaly.

The clinical manifestations of chronic schistosomiasis are the result of
host immune responses to schistosome eggs.



“‘Swimmer’s itch”- Localised
papular dermatitis caused by
penetration of cercariae.




Eggs, secreted by adult worm pairs living in the bloodstream, become
lodged in the capillaries of organs and cause granulomatous reactions

Depending on the infecting species, untreated infection can result in:

= chronic renal failure
= bladder cancer
= portal hypertension



Diagnosis is made by

= Stool microscopy (identifying parasite eggs in stool, S.mansoni and S.
Japonicum)

= Urine microscopy (5.haematobium)

= Schistosoma serology — useful for light infections as egg shedding
may not be consistent. Useful in travellers and those who have not
had schistosoma infection before as antibody test do not distinguish
between past or current infection.



Treatment with Praziquental is recommended.

Clinicians are advised to liaise with Infectious Disease or Tropical
Medicine specialists.



Soil-transmitted helminths

These include:

= Ascaris lumbricoides (roundworm),

= Ancylostoma duodenale (hookworm),
= Necator americanus (hookworm),

= Trichuris trichiura (whipworm)

= Ancylostoma braziliense (cat or dog hookworm)



Eggs are passed in faeces from an infected person.

Infection with roundworm and whipworm occurs when eggs in soil have
become infective and are ingested.

Hookworm infection usually occurs when larvae penetrate the skin of
people walking barefoot on contaminated soil.

= Ancylostoma duodenale (a type of hookworm) can also be transmitted
when larvae are ingested.



A large part of the world’s population is infected with 1 or more of these
helminths, but the prevalence is highest in tropical and subtropical
countries where water supplies and sanitation are poor.

Most infections are asymptomatic, especially when few worms are
present.

Pulmonary symptoms occur in a small percentage of patients when
roundworm larvae pass through the lungs.



Roundworm can also cause intestinal discomfort, obstruction, and
impaired nutritional status.

Hookworm infection can lead to anaemia due to blood loss and chronic
protein deficiency.

Whipworm infection can cause chronic abdominal pain, diarrhoea, blood
loss, dysentery, and rectal prolapse.



Travellers are rarely at risk of these more severe manifestations as they

are generally associated with high worm burdens seen in indigenous
populations.

Immigrant and refugee populations could potentially present with severe
illness though. Therefore, maintaining an awareness of the possibility of
helminth infection is key to providing optimum clinical care.



Diagnosis is by stool microscopy to identify parasite eggs. The test has a
good sensitivity.

Treatment is with mebendazole or albendazole.



Cutaneous larva migrans*

Caused by larva of cat and dog intestinal hookworms (A.braziliense)

Transmitted via skin contact with soil or sand contaminated with infected
cat or dog faeces.

Most cases are reported in travellers to the Caribbean, Africa, Asia,and
South America.

Beaches where domestic animals may roam are a common source of
infection.



Creeping eruption usually appears 1—5 days after skin penetration, but
the incubation period may be 21 month.

Typically, a serpiginous, erythematous track appears in the skin and is
associated with intense itchiness and mild swelling. The tracks are
usually 2-3 mm wide and can advance a few millimetres to centimetres
per day, They are usually slightly raised and flesh-coloured or pink.

Usual locations are the foot and buttocks, although any skin surface
coming into contact with contaminated soil can be affected.






Diagnosisis clinical, based on the rash appearance.

Cutaneous larva migrans is self-limiting; migrating larvae usually die
after 5—6 weeks but could persist for months before dying.

Oral Albendazole is very effective for treatment. Oral lvermectin is also
effective.

ltching is relieved/considerably reduced within 24-48hours of
antihelminthic treatment. The skin tracks can take a week or longer to
heal.



Filarial infections

Filarial infections may be a cause of eosinophilia but are rarely
encountered in general practice.

They include:

= |lymphatic filariasis (which causes lymphoedema and elephantiasis)
= |oaloa (eye worm)
= onchocerciasis (which causes severe pruritus and blindness)



Testing for helminth infections

Screen patients with eosinophilia (>0.4 x 109 per litre) according to the
place of exposure

Anywhere in the tropics
If the patient was exposed anywhere in the tropics, screen by:

stool microscopy
strongyloides serology



Sub-Saharan Africa

If the patient was exposed in sub-Saharan Africa, screen by:

stool microscopy
urine microscopy
strongyloides serology
schistosoma serology



Refer to an infectious diseases unit if these tests are negative and

eosinophilia persists.



Prevention advice

(for travellers to areas where helminth infections are prevalent)>

Contaminated food and water pose an infection risk; take adequate
hygiene and food and water precautions.

Wash hands with soap and water before eating, after using the
bathroom, and after direct contact with pre-school aged children,
animals or faeces.

Avoid contact with water that may be contaminated with sewage, faeces
or wastewater runoff; near storm drains; after heavy rainfall; orin
freshwater of schistosomiasis-endemic areas in the Caribbean, South
America, Africa and Asia.



Avoid eating salads, unpeeled raw fruits and uncooked vegetables; only
eat food that is served hot and fully cooked, and fruit that has been
washed in clean water, then peeled.

Unless known to be safe, avoid using tap water for drinking, preparing
food and beverages, making ice, cooking, brushing teeth, and avoid
contact with the mouth during showering or bathing.



To prevent hookworms, avoid walking barefoot in areas where
hookworm is common or there may be human faeces-contaminated soil.

To protect from bites, diethyltoluamide (DEET)-containing insect

repellent, permethrin-soaked clothing, and thick, long-sleeved, long-
legged clothing should be worn.



Summary

Helminth infections are common around the world.

Pre-travel advice is essential to allow travellers to take precautions to
prevent infection.

Increased travel and immigration means we may see more of these
infections in the UK.

Screen for helminth infections in patients with unexplained persistent
eosinophilia or unexplained symptoms especially gastrointestinal
symptoms.
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