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Pulmonary strongyloidiasis

Estrongiloidiase pulmonar
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A 59-year-old man was admitted to hospital using
clarithromycin for the treatment of pneumonia diagnosed 10
days earlier. In the last 5 years he had received the diagnoses
of atrial fibrillation, hyperglycemia and rheumatoid arthritis
and was taking amiodarone, metformin and prednisone (20
mg/day). Azathioprine was started in an attempt to control the
symptoms of rheumatoid arthritis. The patient received a 3-
day course of thiabendazole for strongyloidiasis. At admission
he presented fever, acute chest pain and hypoxemia. A diagnosis
of pulmonary thromboembolism was suspected and he was
transferred to the intensive care unit. Pulmonary scintigraphy
(ventilation perfusion scan) did not suggest pulmonary
embolism. There was peripheral leukocytosis (16000/mm?)
without eosinophils. Chest x-ray showed a bilateral interstitial
reticulonodular pattern with condensation and air
bronchogram in the right lung (Figure A — arrow). CT scan of
the lungs confirmed the diffuse reticulonodular pattern, more
intense in the periphery of the lungs with areas of ground glass
appearance (Figure B —arrows). A blind bronchial suctioning
of lower airway sampling or mini-BAL was performed and the
secretion obtained was sent for routine microscopy and culture
for microorganisms. Strongyloides stercoralis larvae were
easily found in the aspirated material (Figure C —in the insert
is depicted a larva of Strongyloides — Gram stain). Culture for
usual and fastidious bacteria and the search for chlamydia,
mycoplasma and legionella resulted negative. The disease
evolved with progressive respiratory insufficiency and septic
shock. He died one day after diagnosis.

O paciente de 59 anos de idade estava em uso de
claritromicina para o tratamento de pneumonia bacteriana
diagnosticada havia 10 dias. Em consultas anteriores, nos tltimos
cinco anos, ele recebeu os diagnosticos de fibrilagdo atrial,
hiperglicemia e artrite reumatoide e fazia uso dos seguintes
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medicamentos: amiodarona, metformina e prednisona (20mg/
dia). Azatioprina foi adicionada ao esquema para controlar os
sintomas de artrite reumatoide e o paciente recebeu tiabendazol
por trés dias para tratar possivel estrongiloidiase. Durante a
admissdo hospitalar o paciente queixava-se de dispnéia e dor
toracica de inicio subito; estava febril e com hipoxemia. Ele foi
transferido para o centro de tratamento intensivo com o
diagndstico presuntivo de embolia pulmonar. A cintilografia
pulmonar, ventilacdo/perfusdo, mostrou baixa probabilidade
para tromboembolismo. Havia leucocitose no sangue periférico
(16000/mma3), sem eosinofilia. A radiografia do torax mostrava
infiltrado intersticial reticulo-nodular bilateral e condensagéo
com broncograma aéreo na base do pulmé&o direito (Figura A —
seta). A tomografia computadorizada do térax confirmou o
padrdo reticulonodular e mostrou areas periféricas com o padréo
de vidro fosco (Figura B — setas). O minilavado broncoalveolar
permitiu a coleta de material das vias aéreas inferiores que foi
enviado para exame microscdpico e para cultura. Um grande
numero de larvas de Strongyloides stercoralis foi identificado
amicroscopia (Figura C — na foto encartada vé-se a larva corada
pelo Gram). A cultura para bactérias usuais e fastidiosas, e a
pesquisa de chlamydia, mycoplasma e legionella, resultaram
negativas. A doenca evoluiu com insuficiéncia respiratdria
progressiva e choque séptico. Ele morreu um dia apds o
diagndstico.
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