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Incidentally Identified Eosinophilia        

in the Kimberley

 Common issue!

 Allergic, infectious, inflammatory and neoplastic disorders



Strongyloides stercoralis

 Soil transmitted helminth (STH)

 Infections in immunocompetent can manifest as 

asymptomatic eosinophilia

 Lifelong infection with potentially fatal outcomes 

in immunocompromised

 Diagnosis is difficult - many cases are missed!





Clinical disease

 Paucisymptomatic

 Intermittent 

abdominal pain

 Intermittent 

diarrhoea

 Intermittent urticaria

 Intermittent 

respiratory symptoms

 Intermittent 

eosinophilia

 Nutritional deficits in 

children

Larva currens



Hyperinfection and systemic disease

 Caused by autoinfective lifecycle out of balance, leading to massive production 
of autoinfective larvae and overwhelming infection

 Fatal in 67% of cases – even when identified and treated

 Migration of autoinfective larvae through organs (lung, liver, brain):

 Community-acquired enteric Gram negative bacteraemia

 GI bleeding or ileus

 Gram negative bacterial meningitis

 Pulmonary infiltrates with larvae seen in sputum

 Risk factors:

 Corticosteroids +++

 Human T-lymphotrophic virus type I (HTLV-1)

 Solid organ transplant

 Chemotherapy

You must screen patients by serology (and also stool culture) if history suggests 

exposure prior to any immunosuppression



Kimberley seroprevalence:
• 996 per 100.000 population
• 22.3% positive of those tested





The burden of strongyloidiasis in 

Australia

 Remote Australian Aboriginal 

communities

 Up to 60% prevalence in some 

communities

 >5% is considered hyperendemic

 22% of dogs in remote NT 

Aboriginal communities by PCR



Unique challenges in diagnosis



Limitations of Strongyloides diagnostics

 Stool microscopy has low sensitivity (intermittent shedding)

 Direct smear → sensitivity of 5-48% (median 16%)

 Formalin ethyl-acetate sedimentation → sensitivity 27-70% (median 54%)

 Serology:

 Does not distinguish between active and past infection, although titres decline 

(and many serorevert) 12-18 months post treatment

 False negatives in immunocompromised

 Sensitivity 83 – 93%; Specificity 95-98%



Agar culture

 Agar plate culture

 Need to incubate at 28 C for 5 days

 Cannot be performed on preserved 

samples

 Infection risk! 

 Examining infective L3 larvae

 1 sample  → sensitivity 40-100% 

(median 95%)

 3 samples → sensitivity 100%



Eosinophilia = Rx Strongyloides and 

other STHs

 Serology for all patients is expensive and time-consuming

 Treatment prevents risk of development of disseminated disease with 

immunosuppression in future

 Difficult to diagnosis once hyperinfection has occurred:

 Eosinophilia is uncommon (seen in only 2/3rds of cases)

 Serology may be negative due to impaired antibody responses

 Ongoing eosinophilia from infection may mask other important causes

Therefore, reasonable to treat incidental eosinophilia empirically in 

hyperendemic regions like the Kimberley



NT guidelines



Single dose ivermectin + albendazole

 Non-inferior to double-dose in treating strongyloidiasis in a recent RCT 

(Buofrate et al. Lancet 2019)

 Combination ivermectin-albendazole is superior to albendazole 

monotherapy in treatment of other soil transmitted helminths, such as 

Trichuris trichiura (Hürlimann et al. Lancet 2021) 



Immunosuppressed patients with 

eosinophilia benefit from specific 

testing:

• Stool microscopy / culture x3

• Serology

Positive results should be discussed 

with an ID physician

Immunosuppressed patients living 

in hyperendemic regions benefit 

from 3-monthly ivermectin 

prophylaxis



What I learnt…

 Reasonable to treat incidental eosinophilia with empirical anti-worming 

therapy in hyperendemic regions

 Single dose of ivermectin is okay

 Strongyloides screening should be performed:

 Prior to commencement of steroids or immunosuppression

 Those known to have HTLV-1 infection

 Prior to consideration of solid organ transplantation
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