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Abstract
Cutaneous larva migrans (CLM) is a parasitic skin disease caused by the accidental percutaneous penetration and 
subsequent intraepidermal migration of larvae of various nematode parasites of the hookworm family. The hook-
worms responsible for CLM are spread worldwide, but the infection occurs mostly in tropical and subtropical cli-
mates. Nowadays, because of ever increasing foreign travel, the disease is no longer confined to these areas. 
Moreover, a significant increase of autochthonous cases in southern Europe has been observed in recent years. 
We report two new patients from Serbia who acquired CLM, none of them having traveled abroad. As the recom-
mendations for the treatment of CLM are not uniform, two different treatment modalities were applied in these 
patients, both with an excellent response.
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Introduction
Cutaneous larva migrans (CLM) is a zoonot-

ic infestation of the skin caused by the larvae of 
various animal nematode parasites of the hook-
worm family. The most common causes of CLM 
are: Ancylostoma braziliense, Ancylostoma cani-
num and Uncinaria stenocephala, but other spe-
cies have also been reported (1, 2). 

In Europe, CLM is usually seen among 
the travelers returning from subtropical or 
tropical countries who have visited beaches 
there.  Lesions are typically distributed on the 
feet, thighs and buttocks, but any part of the 
body, which has been in the direct contact 
with the contaminated soil and sand, could 
be affected (3). Clinically, CLM is character-
ized by the presence of intensely pruritic, ery-
thematous, serpinginous tracts that keep ad-
vancing up to several centimeters a day. The 
tunnels left behind the migrating parasite des-
iccate and become dry and crusted (3). Pal-
mar and plantar lesions frequently contain 
some serous fluid, although vesicular and bul-
lous lesions might also develop everywhere 
on the skin in 9-15% of cases (4). 

Except pruritus, which could be severe 
and lead to epidermal damage and secondary 
infections due to the rubbing and scratching, 
CLM is a benign, self-limiting disease. It is 
rarely accompanied by peripheral blood eosi-
nophilia, and usually not associated with sys-
temic symptoms (3, 5). 

The diagnosis of CLM is clinical, based 
on the characteristic skin lesions in a patient 
who has traveled to high-risk areas (4). Bi-
opsy is sometimes performed, but it is not 
necessary for the diagnosis as the parasite is 
located 1-2 cm ahead of the leading edge of 
a tract and could be easily missed (6). Der-
moscopy has become a useful, additional 
diagnostic tool in recent years (7).

The prognosis of CLM is generally favour-
able, even without treatment. In most cases, 
the larva dies and the lesions resolve sponta-
neously within 2–8 weeks. Sometimes un-
treated disease lasts longer and may persist 
up to 2 years. With specific therapy, remission 
is usually observed within a week (8, 9). 

Herein, we describe two new autoch-
thonous cases of CLM in Serbia which were 
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successfully treated with different treatment 
modalities.

Case Reports
Case 1. A 72-year-old man, from a city in 

western Serbia, was admitted to our Depart-
ment in August 2016 because of intensively 
pruritic, migrating and linear erythema in the 
presternal area. The skin changes appeared 
5 months before admission and they were 
treated with oral antihistamines and different 
topical antibiotics, without effect. The patient 
was otherwise healthy and denied recent 
travel to endemic regions. However, he re-
ported that his favorite hobby was fishing at 
the local river, where he might have got in 
contact with a larva.

On examination, erythematous, serpigi-
nous and raised tract was present over the 
patient’s presternal region (Figure 1). Over the 
next few days, the lesion progressed toward 
the upper left side of the thorax. Regional lym-
phaedenopathy was not present, and there 
were no other significant findings and system-
ic symptoms.  The routine blood parameters, 
including complete blood count and total se-
rum IgE, were within normal limits. The diag-
nosis was made based on the typical clinical 
picture and the history of contact with poten-
tially contaminated sand around the river.

The patient’s response to oral albenda-
zole, given at a dose of 400 mg daily for three 
days, was excellent. Pruritus improved rap-
idly in the next few days and the skin lesions 
resolved completely within 10 days. No side 
effect was observed during the treatment pe-
riod. On the follow-up visit after one month, 
only hypopigmentation at the affected site 
was present (Figure 2). 

Case 2. A 31-year-old man, from a small 
town in central Serbia, was admitted to our De-
partment in the middle of September 2016 be-
cause of intensively pruritic, vesiculobullous 
and linear lesion on the right hand. The skin 
changes appeared 15 days before admission 
and were treated with topical corticosteroids 
without improvement. Otherwise, the patient 
was healthy and did not report any other as-
sociated symptoms, neither did he travel to 
endemic regions. However, because of his job, 
he had to spend a lot of time during that sum-
mer in a warm and moist environment (forest), 
where he may have been exposed to a parasite.

On examination, a raised, erythematous, ser-
piginous tract, with bullae formation was ob-
served on the patient’s right hand (Figure 3). 
Over the next few days, the lesion advanced 
progressively. Regional lymphadenopathy 
was not present, and there were no other sig-
nificant findings and systemic symptoms. The 
routine blood tests were within normal rang-
es. Peripheral blood eosinophilia and total 
serum IgE elevation were not present. The 
diagnosis was made based on the skin le-
sions typical for CLM and the history of con-
tact with possibly contaminated soil in the 
warm and moist forest.

Figure 2. Residual hypopygmentation after tract 
over the presternal region treatment

Figure 1. Erythematous, serpiginous, raised
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The patient was treated with oral ivermec-
tin, given as a single dose of 200 µg/kg/kg and 
his response was excellent. The pruritus disap-
peared almost immediately after the treatment 
and the lesions resolved completely within the 
next 15 days (Figure 4). No side effect was 
observed during the treatment period. 

Discussion
CLM is a parasitic dermatosis most com-

monly found in tropical and subtropical areas 
like the Caribbean, South and Central Amer-
ica, Southern-East Asia and Africa (3, 5). The 
parasites live in the small intestines of dogs, 
cats and wild animals, from where they re-
lease their eggs in the feces. Under favorable 
environmental conditions of temperature and 
humidity, these eggs hatch and mature into 
infectious larval form (filariform larvae) in the 
sand or soil. At this stage, larvae are able to 

penetrate the intact skin by using their pro-
teases and to infect a new host (1, 10). Once 
inside the mammalian body, filariform larvae 
start migrating after an incubation period of 
about a week (11). Depending on the new 
host, the parasite migration might eventuate 
in two different ways. Within the body of their 
natural hosts, filariform larvae penetrate the 
basement membrane, invade the dermis, and 
then travel through the bloodstream or lym-
phatic system to the lungs, ascend into the 
trachea to be coughed and swallowed. In the 
intestine of these animals the larvae molt into 
adult, sexually mature worms (5). The humans 
could also be affected, but due to the defi-
ciency of collagenase the parasites are not 
able to penetrate the basement membrane, 
invade deeper structures and complete their 
life cycle in the human skin. Therefore, in the 
human body, the larvae remain trapped in the 
outer layers of the skin, they migrate aimless-
ly a few millimeters to a few centimeters per 
day, produce the lesions typical for CLM with-
out associated systemic symptoms, until they 
eventually die (3, 6).

The endemic nature of this disease could 
be explained by the impact of poor sanitary 
conditions associated with humid and hot cli-
mate (5, 12). The infestation is typically ac-
quired through direct contact with sand or soil 
contaminated with filariform larvae derived 
from infected animal feces. Frequently, there 
is the history of walking barefoot or sitting and 
lying on the wet, sandy beaches, since the 
warm and humid environment enables nema-
tode larvae to survive and be infective for sev-
eral weeks or even several months (3, 12). 

Until now, CLM has been a rare disease 
in Europe, usually diagnosed in the tourists 
arriving from endemic regions, with only spo-
radic reports of infestations locally developed. 
In the recent years, the diagnosis of CLM in 
Europe has become more frequent, probably 
because of much more frequent foreign trav-
el. Furthermore, the striking rise in numbers 
of locally acquired cases was noticed, most 
commonly in southern European countries 
(10, 11, 13, 14). It is likely that global warming 
and climate changes with an increase in am-
bient temperature and humidity, which favor 
the larva development, are responsible for 
this phenomenon (10, 11). 

Figure 3. Serpiginous, bullous tract on the right 
hand

Figure 4. Almost complete resolution of the le-
sions 15 days after the treatment
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Although CLM is a self-limited disease 
that usually resolves spontaneously within 2-8 
weeks, the treatment is advisable because of 
intense pruritus and high risk for infection 
(12). Oral ivermectin, given as a single dose 
of 200 µg/kg, oral albendazole, given at a 
dose of 400 mg daily for three days, topical 
ivermectin, or topical thiabendazol are most 
frequently used drugs (10, 15). A single dose 
of oral ivermectin is usually considered to be 
a drug of choice, but the recommendations 
for the management of cutaneous larva mi-
grans are not uniform, and the recommended 
methods are not always available neither they 
are always effective (10, 15). 

In conclusion, our personal experience 
confirms an increase in the incidence of au-
tochthonous cases of CLM in Europe since 
only 2 cases of infestations locally developed 
were reported in this country before (1). In 
addition, based on our results and a literature 
review, we can make the conclusion that iver-
mectin given as a single dose of 200 µg/kg/
kg, as well as albendazole given at a dose of 
400 mg/day for three days are effective and 
reliable treatment for this condition.

Abbreviations 
CLM - cutaneous larva migrans 
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Kutana larva migrans je parazitarna dermatoza uzroko-
vana akcidentalnom perkutanom penetracijom i daljom 
intraepidermalnom migracijom larvi različitih nematod-
nih parazita iz familije rudarskih glista. Larve parazita 

odgovorne za nastanak bolesti rasprostranjene su u 
čitavom svetu, ali se infekcija najčešće registruje u trop-
skim i suptropskim regionima. Zbog sve većeg broja 
putovanja u inostranstvo, bolest u savremenom svetu 

Kutana larva migrans – prikaz dva nova slučaja infestacije 
nastale u Srbiji
Sažetak
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više nije ograničena na ova područja. Pored toga, pos-
lednjih godina zabeležen je i porast broja autohtonih 
slučajeva u južnim delovima Evrope. Prikazujemo dva 
nova pacijenta iz Srbije kod kojih je postavljena dijag-
noza kutana larva migrans, a kod kojih nisu postojali 

anamnestički podaci o prethodnim putovanjima u inos-
transtvo. S obzirom da preporuke za lečenje ove boles-
ti nisu uniforme, kod pacijenata su primenjena dva 
različita terapijska modaliteta, oba sa odličnim terapi-
jskim odgovorom.
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