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Summary

A 29 year old female HIV-positive patient presented in emergency with acute right lower quadrant abdominal pain, fever, tenderness and
positive Blumberg sign. Laboratorial tests revealed eosinophilia, anaemia and leukocytosis. She underwent exploratory laparotomy followed
by appendectomy. The pathological analysis of the appendix revealed acute appendicitis, accentuated eosinophilia and infestation by
Strongyloides stercoralis and Enterobius vermicularis. She did well after surgery and adequate treatment. To the authors’ knowledge, this is
the first case of eosinophilic acute appendicitis caused by these two parasitic worms reported in the medical literature.

BACKGROUND
Appendicitis is defined as an inflammation of the inner lin-
ing of the vermiform appendix which spreads to its other
parts. Acute appendicitis is the most frequent cause of emer-
gency abdominal surgery worldwide,! with its peak during
the second and third decades of life.? Nearly 7.0% of indi-
viduals will undergo appendectomy during their lives. 4
Obstruction of the appendix has less commonly been
associated with bacteria, foreign material, tumours and
parasites. Many different types of parasites can be found
in the appendicular lumen. Of these, Enterobius vermicularis
(pinworms/threadworms) is the most commonly found
and Strongyloides stercoralis®3 ® is a very unusual finding.

CASE PRESENTATION

A 29-year-old Caucasian HIV-positive female presented
in emergency with a history of intermittent fever, flank
rebound pain and abdominal pain in the right iliac fossa.
The pain was dull and spasmodic in character; it was not
associated with nausea, vomiting, dysuria or diarrhoea. In
addition, elected progressive weight loss (15 kg) and ano-
rexia were found in recent months. On examination, the
patient was febrile (39.5°C) and haemodynamically stable.
On palpation of the abdomen, there was flatness, with
involuntary muscle contraction, tenderness and positive
Blumberg’s sign.

INVESTIGATIONS
Admitting blood tests found C reactive protein 420 mg/l,
white cell count 12.3x103/mm?, haemoglobin 7.5 g/dl and
eosinophilia (19%). HIV type 1 antibody was positive, HIV
viral load was 5210 copies/ml and CD4+ count was 380
cells/mm3. The urine dip stick was negative for blood, leu-
cocytes and nitrites. f-human chorionic gonadotropin test
was negative. The chest x-ray was normal.

Ultrasound of the abdomen demonstrated a non-perfo-
rated and inflamed appendix, associated with cecum and
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ascending colon wall thickening. CT of the abdomen con-
firmed the results of the ultrasound, and revealed a small
amount of periappendiceal fluid.

DIFFERENTIAL DIAGNOSIS

» Acute appendicitis

» Tubo-ovarian abscess

» HIV related opportunistic infections.

TREATMENT

In view of the continuing pain and the persistence of the
patients’ symptoms it was decided to proceed to diagnos-
tic laparoscopy. At operation, the uterus, the ovaries and
the small bowel were normal. There was minimal fluid
in the pelvis but the tip of appendix was turgid with a
purulent serosa. An uncomplicated appendicectomy was
performed and the specimen was send to pathological
examination.

Externally the appendix showed a fibrinopurulent exu-
date on serosa and prominent vessels, with no areas of
perforation. Microscopically, the appendicular lumen con-
tained several parasites, which present lateral alae, causing
obstruction. These features were compatible with infec-
tion by E vermicularis (figure 1). At higher power view,
within the appendicular glands, were found larvae com-
patible with co-infection by S stercoralis (figure 2), with a
mixed dense inflammatory infiltrate in the lamina propria
(neutrophils and eosinophils), dense neutrophils in muscu-
laris propria with focal necrosis and congestion.

OUTCOME AND FOLLOW-UP

Postoperatively, the patient and family were treated with
mebendazole and on review in the outpatient clinic in 4
weeks’ there was no recurrence of symptoms, CD4+ count
was 400 cells/mm?, viral load was 5300 copies/ml, stool
examination for parasites and their eggs (ova) was negative
and chest x-ray was normal.
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Figure 1  Strongyloides stercoralis are seen within the
appendiceal glands, while Enterobius vermicularis are within the
overlying luminal debris (H&E stain, 100x magnifications).
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Figure 2 Higher power view of larvae (Strongyloides stercoralis)
within the appendiceal glands, with a eosinophilic inflammatory
infiltrate in the lamina propria (H&E stain, 400x magnifications).

DISCUSSION

Chronic infections by parasites are very common in South-
American countries. It is associated with poor sanitarian
conditions, ingestion of contaminated food and exposure
to contaminated water.

Among the infectious causes of acute appendicitis, S
stercoralis is extremely unusual? This is the eleventh case
reported in the existing literatutre,’ ° and only one of these
was HIV-positive.5 E vermicularis is a relatively common
finding within appendix.? The ability of this worm to cause
damage to the mucosa, however, has been discussed,” 8
and only considered as an aetiological agents of appendici-
tis when it causes obstruction of the lumen of the appen-
dix®!! or when there is frank invasion of the mucosa.

There is also some discussion regarding the minimum
criteria for the diagnosis of acute appendicitis: a group of
researchers believes that is necessary to have a neutrophil
inflammatory infiltrate through the muscle itself, while
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others believe to be the neutrophil infiltrate in the mucosa
associated with superficial ulceration of the same criterion
earlier. The most accepted hypothesis and the one which
seems to correlate better with the symptoms of the patient
appears to be the first,!2 13 even in patients who have some
form of immunosuppression.

The incidence of acute appendicitis among HIV-positive
patients is the same as among uninfected individuals. Most
cases of appendicitis in HIV patients are caused by obstruc-
tion, small stool or lymphoid hyperplasia. On the other
hand, infections in that same group caused by microbio-
logical entities are responsible only for 30% of the cases
reported. The clinical presentation and postoperative mor-
bidity, however, are similar in both groups, making no dif-
ference in the way of treatment.

In summary, we report the first case of acute appendi-
citis caused by S stercoralis in patients with HIV, in which
there is the rare finding of co-infection with E vermicularis.

Learning points

» Parasitic infection is an important cause of acute
appendicitis.

» Intestinal parasites infection may cause acute
inflammation by luminal obstruction of the appendix.

» The incidence of acute appendicitis among HIV-
positive patients is the same as among uninfected
individuals.
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