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ABSTRACT

Cutaneous larva migrans (CLM) is a zoonotic
skin disorder caused by the infestation of animal
hookworm larvae, the most common being
Ancylostoma braziliense. The larvae penetrate
the skin surface and subsequently migrate to the
epidermis, leaving a typical manifestation of
linear or serpiginous erythematous burrow-like
tracks, known as creeping eruption. This report
presented a case of a young man with
complaints of the serpiginous erupted lesion
over the upper left thigh, following a recent
history of beach travel. On dermatological
examination, an erythematous serpiginous lesion
and papules were found, portraying the clinical
presentation of CLM. The administration of
albendazole 400 mg was started, and the
symptoms were completely resolved.
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INTRODUCTION

Cutaneous larva migrans (CLM) is
an infestation of the skin by penetration and
migration of nematode larvae, specifically
animal hookworm, in the epidermis layer of
the skin. It is generally distributed around
tropical and subtropical regions, initiated by
direct skin contact to the contaminated soil
or sand containing causative parasitic
worms.™? Clinically, CLM is characterized
by vaguely erythematous raised tracks on
the skin, with a major predilection on the
exposed skin and extremities. The lesion
typically appears as a single or multiple,
linear or serpiginous burrow-like tracks,
more or less ramified and intertwined. The
lesion varies in size, starting from a few
centimeters in length and width between 2

to 4 millimeters. Because of the
inflammatory reaction resulting from the
eruption of larvae in the skin, the
manifestation of CLM is often accompanied
by pruritus.”! In this report, we portrayed a
case of CLM with a classic presentation on
the upper left thigh in an adult patient.

CASE PRESENTATION

A 2l-year-old Indonesian male
presented with an intensely pruritic,
serpiginous erupted lesion over the upper
left thigh. The lesions began prior to the
recent history of travelling and laying down
on beach sand around the urban area of
Jakarta, about a month before the

examination. The patient said that the lesion
had been slightly increased in length by a
few millimeters ever since.

Figure 1. Clinical picture showing the classic serpiginous
burrows-like lesion indicating the manifestation of Cutaneous
Larva Migrans on the upper left thigh.

The general examination was within
the normal limit. Dermatological
examination revealed the presence of an
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erythematous, serpiginous skin eruption,
surrounded by numerous inflammatory
papules, on the upper left thigh (Figure 1).
Based on the history and clinical findings,
we suspected the patient as a case of CLM.

Histopathological examination was
performed and showed an epidermal
spongiosis, accompanied by  mixed
inflammatory infiltrates, mainly eosinophils,
in the middle dermis (Figure 2). Additional
blood examination showed a high number of
circulating eosinophils in the peripheral
blood (2.3 x 10° cells/L). Although we did
not perform specific examinations, such as
enzyme-linked Immunosorbent  assay
(ELISA), the classical finding from the
supporting examinations was adequate to
confirm the diagnosis of CLM.

a

Figure 2. Histopathological examinlation shbwing epidermal
spongiosis and infiltration of lymphocytes and eosinophils
(yellow arrow) in the middle dermis.

The patient was subsequently treated
with a course of albendazole (400 mg/day
for seven days). In addition, topical
corticosteroids and antihistamines were
administered for the symptomatic treatment
of pruritus. The patient reported significant
improvement of symptoms within a few
days, and the lesions were completely
resolved within one week after treatment.

DISCUSSION

Cutaneous  larva  migrans  or
“creeping eruption” is a distinctive zoonotic
skin disorder among travellers returning

hookworms cause this condition.[! Animal
hookworms are the most common causative
agents of CLM among humans, with
Ancylostoma braziliense being the most
significant species. Less often, CLM is also
caused by A. caninum, A. ceylanicum, A.
tubaeforme, Uncinaria stenocephala, and
Bunostomum phlebotomum. ™’

The medical history and clinical
findings from the patient thoroughly support
to establish the diagnosis of CLM. Initial
infection begins with a history of travelling
to endemic regions, generally to coastal
areas, sandy beaches, or soilage, where the
individual spends time walking barefoot.
Direct exposure to soil, sand, or feces
containing infectious larvae to the exposed
skin areas, causes the penetration of larvae
into the skin. The larvae will settle in the
epidermal layer, particularly between the
stratum germinativum and stratum corneum;
thus, eventually causing the eruptive
appearance of the skin surface in a
serpiginous pattern, with slightly increasing
length over time. Comparin et al. stated that
the diagnosis of CLM is generally sufficient
based on the patient’s history and clinical
findings. However, additional examinations
can optionally be performed, such as
histopathology, blood counts, and biopsy.®

Cutaneous larva migrans are often
misdiagnosed and treated inappropriately,
especially in non-tropical countries, which
the incidence is epidemiologically rare. It
has to be differentiated from scabies,

erythema chronicum migrans, allergic
contact dermatitis, and dermatophyte
infection.”? In tropical and developing

countries such as Indonesia, the diagnosis of
CLM is often confused with scabies skin
infection because they both present with
burrow-like lesions. Distinguishing the two
is not always easy, especially if the latter
presents with atypical efflorescence on the
upper or lower extremities. Important
diagnostic criteria for scabies are the
following: a history of exposure to
surroundings possibly infested by the mite

from vacations in tropical or sub-tropical ~ Sarcoptes scabiei; the presence of
regions. Various species of parasitic crustaceous lesions, papules, generalized
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itching, and rash; and microscopic
demonstration of the mite, its eggs, or its
feces in skin scrapings. One of the
remarkable differences of a scabies
infection is the predilection area dominated
under the thin body skin, such as the axilla,
groin, or interdigital folds of the hand. In
cases of CLM, the appearance of single
migrating tracts and vesicular or papules
lesions commonly involve the lower
extremities rather than the hands. Rapid
cessation of symptoms after the use of anti-
helminthic regimens is also an important
diagnostic clue.®

The pathogenesis of CLM involves
the role of larvae that is assumed to lack in
the collagenase enzymes required to
penetrate the human basement membrane;
thus, it limits the parasite from invading the
dermis. Since humans are not the natural
hosts of larvae development, the disease
course of CLM is commonly self-limited.
Larvae that enter the body are able to persist
for only 2-4 weeks, then the resolution of
the disease can occur in 80% of cases.”
Therefore, CLM generally heals
spontaneously within a few weeks or
months. The administration of anti-
helminthic regiments, such as albendazole,
thiabendazole, or ivermectin, can shorten
the duration of the disease and helps to
diminish parasitic agents. The optimal
dosage depends on the main causative agent
and disease severity. The previous
recommendation suggests using albendazole
400 mg oral for three days or a single dose
of ivermectin 200 mg.™**! Prickett et al.
recommend oral ivermectin (150-200 pg/kg
body weight) single dose or oral
albendazole (400-800 mg/day) single dose
for three days as the first-line therapy for
CLM, with cure rates ranging from 94 to
100 percent. The alternative treatments
include topical tiabendazole and topical
albendazole, which is applied twice a day
for ten days (although the availability is still
limited in some countries). Invasive
methods, such as cryotherapy or frozen
surgery using liquid nitrogen and ethyl
chloride, are no longer recommended.™?

The presented case responded very well to
oral albendazole and topical corticosteroid
with  antihistamine  treatment.  These
additional symptomatic mediations are
important as they help rapidly improve
pruritus and total clearance of skin lesions
in weeks. No side effect was observed
during the treatment period. The publication
of this clinical case report is significant to
highlight its incidence in an urban area.
Healthcare providers should be more
attentive to the possibility of CLM, even in
urban areas, especially in patients who have
a typical clinical picture with a history that
supports the source of CLM infection.

CONCLUSION

Cutaneous larva migrans may occur
in urban areas, even among locals with a
travel history to beach destinations in
tropical and subtropical regions. The
establishment of diagnosis is essentially
clinical based on the medical history and
clinical presentation. The treatments with
albendazole provide an excellent agent of
choice for a complete resolution of the
disease.
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