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cutaneous Abstract: Patient aged 68 years, chronic hypertensive, came to the medical office due to an intensely
pruritic, serpiginous lesion that had occurred within the hand’s thenar eminence approximately 10 days
before. The patient recounts that further to the agricultural works (vineyard harvesting) he noticed the
occurrence of a 2-3 mm papule within his hand’s thenar eminence accompanied by intense itching. An

inflammatory, serpiginous tract subsequently occurred which grew by approximately 1 cm per day.
Further to the clinical examination performed by the family physician, the dermatologist and the
infectious diseases consultant, on the basis of the clinical manifestations and the lesion progression,
combined with the paraclinical examination, the cutaneous larva migrans diagnostic was established.
Conclusions: The presentation of the cutaneous larva migrans cases would contribute to an early and
correct diagnostic of such cases of parasitosis that are specific to tropical areas and which are
occasionally encountered in non-endemic areas such as Europe.

INTRODUCTION

The Cutaneous Larva Migrans is an eruption having a
characteristic clinical aspect caused by the hookworms from
animals and humans such as Ancylostoma caninum and
Ancylostoma braziliense.(1) The Cutaneous Larva Migrans
(CLM) is clinically characterized by the erythematous,
serpiginous and intensely pruritic tracts, but also by
disseminated or eczematized eruptions mainly located in the
feet.(2) Although the cutaneous larva migrans especially appears
in the tropical areas, isolated cases have been described in
Europe with the travellers coming from such areas. The disease
is dso likely to be caused by the climatic changes occurring in
non-endemic areas.(3) The treatment is based on oral medicines
(Albendazole or Ivermectin) or topica application of
Thiabenzadole.(4-7) Larvas cannot penetrate the basal
membrane of the human skin but remain confined to the
epiderma and thus do not complete their lifecycle. Although
CLM is a self-confining disease, it might last for months unless
promptly treated.(8-9) In Europe, cases are rare and occur in
patients after having worked in agriculture or sunbathed on the
river bank.(10-15)

The Cutaneous Larva Migrans infections may be
grouped into several types, depending on the species responsible
for the lesions and their clinical aspect.(16)

Type 1. Animal hookworms. CLM caused by the
Ancylostoma duodenale and Ancylostoma caninum is
characterized by well-defined tracts extending a few centimetres
from their point of origin. These larvae migrate at arate of 3.5to
5 cm per day. The infection may be chronic and last for
months.(16)

Type 2: Human Hookwor ms: Ancylostoma duodenale
and Necator americanus cause short tracts and intense itching.
This type of larva migrans is aso known as the “ground itch”.
The parasites might migrate to the lungs and digestive tube
where they turn into adults.(16,17)

Type 3  Srongyloides stercoraliss.  Human
strongyloides cause a CLM type known as “currens larva’.(18)

The lesions start in the perineum and advance towards the
extremities and other areas.(18,19)

Type 4 Animal Strongyloides: CLM caused by animal
strongyloides is variable. Certain lesions are similar to the ones
noticed in the Strongyloides stercoralis infection. Infections
caused by Strongyloides myopotomi and Strongyloides
procyonis cause lesions resembling a typical polymorphic
erythema under indirect light examination.

Type 5 Gnathostoma: CLM caused by Gnathostoma is
usually confined to Japan, Thailand and more rarely to other
South-East Asia countries. It might occur as a result of the
migration of the ingested larva from the intestine to the skin or
by the direct penetration of the parasite while handling animal
meat.

Type 6 Insects larvae: Certain species of Gastrophi
and Hypoderma might migrate by causing linear lesions
sometimes called “myiasis linearis’. Larvae may easily be
viewed by whitening the skin by slight pressure with a
magnifying glass or by rubbing the skin with mineral oil.

CASE REPORT

Patient aged 68 years, chronic hypertensive, came to the
medical office due to a intensely pruritic serpiginous lesion that
had occurred within the hand's thenar eminence approximately
10 days before. The patient recounts that further to the
agricultural  works (vineyard harvesting) he noticed the
occurrence of a 2-3 mm papule within his hand’'s thenar
eminence accompanied by intense itching. An inflammatory,
serpiginous tract subsequently occurred, which grew by
approximately 1 cm per day. During the dermatological
examination the patient had an eczematized, inflammatory,
painful and linear eruption measuring approximately 10 cm
(figure no. 1). The genera clinica examination performed on
the equipment was normal, tension values ranged within normal
values. Routine blood and biochemical tests were normal.
Coproparasitological exam tested negative for parasites and the
pulmonary X-ray was normal.
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Figure no. 1. Serpiginous linear eruption located on the
thenar eminence

Figureno. 2. Lesion ear ance after medicine treatment

The diagnostic of Cutaneous Larva Migrans was
established on the basis of anamnesis and clinical examination.
The patient was treated with Albendazole 400 mg/day for 5 days
and required treatment continuation for another five days with
Doxycycline because, despite the gradual disappearance of the
serpiginous tract, the area remained intensely eczematized due
to the itch and to attempts made by the patient to find the larva
(figure no. 2).

DISCUSSIONS

Cutaneous Larva Migrans is frequent in the tropical
and subtropical countries, yet isolated cases might occur in non-
endemic areas such as Europe. The specific host is the dog or
the cat who eliminated via faecal the nematode eggs. Under
moisture and heat the eggs turn into larvae and penetrate the
epiderma. The nematode larvae penetrate the epiderma but they
are unable to pass by the dermoepidermic junction and go
deeper, systemic complications being absent. The disease is self-
confining in the absence of treatment to weeks or months since
humans are not the usual host of the nematode, which cannot
complete its lifecycle. Cutaneous biopsy is not considered
necessary as the larva advances beyond the end of the eruption.
Treatment is required due to the long evolution periods and
itching.

CONCLUSIONS

The Cutaneous Larva Migrans is a rare disease in
Europe. The presentation of the cutaneous larva migrans cases
would contribute to an early and correct diagnostic of such cases
of parasitosis that are specific to tropical areas and they are
occasionally encountered in Romania.
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