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Summary

The differential diagnosis of chronic diarrhea is extensive and requires the investigation of several

diseases, such as celiac disease, inflammatory bowel disease and irritable bowel syndrome. A few

patients infected by Trichuris trichiura may present a chronic dysentery-like syndrome in the context
of a massive infestation of the colon leading to anemia and growth retardation, but the rarity of

that finding demands a high level of suspicion. Herein we report the case of an 8-year-old boy from the

rural zone who had suffered diarrhea without blood or mucus for 4 years and was taken to our Service
because his mother had noticed the presence of blood on the feces on the 3 previous months. The

diagnosis of a massive Trichuris trichiura infestation as the cause of the process was only reached by

colonoscopy. We stress that Trichuris trichiura infection can mimic other forms of inflammatory bowel

disease and lead to physical growth retardation and that prolonged regimens of albendazole may be
required to the effective treatment of massive infestations.

Introduction

Chronic diarrhea is a common complaint in adults
and children seeking care in gastroenterology
services worldwide. The differential diagnosis is
broad and encompasses several groups of diseases,
which may be infectious, immune-mediated, func-
tional, oncologic, genetic or drug-induced. Chronic
diarrhea may also be a feature of an extra-intestinal
disease, e.g. diabetes mellitus, systemic lupus, renal
failure and neuroendocrin tumors.

In children, the commonest causes have shifted
away from infectious diseases not only because of
the improvements on hygiene conditions but also
because of the growing awareness and ability to
diagnose irritable bowel syndrome (IBS), celiac
disease and inflammatory bowel disease (i.e.
Crohn’s disease and ulcerative colitis).

Case report

An 8-year-old boy was taken to our Service to
investigate a 3-month long history of a dysentery-like

diarrhea. He had been presenting diarrhea without
blood or mucus on the stools over the preceding
4 years and denied associated symptoms such as
abdominal tenderness, vomiting and fever. At
physical examination, the patient had low stature
and weight for his age, hypochromic mucosae
and an enlarged liver (5 cm below xyphoid and
4 cm below right costal margin). Rectal palpation
was normal. Laboratory investigation revealed
anemia (hemoglobin¼ 7.4mg/dl) and eosinophilia
(1.15� 109/l), while stool analysis detected the
presence of eggs of Trichuris trichiura and
Schistosoma mansoni, but it was negative for the
presence of Entamoeba histolytica. Fecal culture
yielded no bacterial growth.
A colonoscopy was performed to evaluate the

possibility of inflammatory bowel disease and its
findings are presented in Fig. 1, where a massive
population of T. trichiura can be seen on the
colon, and in Fig. 2, which shows a close view of
the worm, allowing morphological confirmation of
the diagnosis.
Therapy was started with oxamniquine

(20mg/kg/d in two doses) for schistosomiasis and
albendazole (400mg/d for 3 days) for trichuriasis, but
no improvement on the diarrhea or on the bleeding
was observed during one week of observation. Then,
albendazole was restarted at a regimen of 400mg/d
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for 5 days, after which the patient recovered totally
and was discharged from hospital. Currently, the
patient remains free of symptoms, has gained weight
and his stature is on the rise.

Discussion

As the differential diagnosis of chronic diarrhea is
very broad, an extensive and detailed history should
be taken because simple information, such as the
pattern of diarrhea and the appearance of stools,

might provide useful clues about the cause of the
process.
We reported the case of an 8-year-old boy who

presented chronic diarrhea since he was 4-year-old
and was taken to our service because he had started
to present blood on the stools 3 months earlier.
Inflammatory bowel disease was suspected on clinical
grounds and the confirmation of the diagnosis
was sought by colonoscopy. Even though irritable
bowel syndrome and celiac disease are important
causes of chronic diarrhea in children, they had
been virtually excluded from the differential diag-
nosis because of the presence of blood on the feces.
However, it was essential to consider that the
patient could had one of those diseases and had
become infected by an invasive entheropathogen
like Entamoeba histolytica, Shigella, Salmonella or
Yersinia even though he did not present any of
the typical signs of invasive diarrhea, such as
fever, abdominal pain, tenesmus and neutrophilia.
Moreover, septicemic enterobacteriosis could also
be considered, even though prolonged fever is one of
its most prominent hallmarks. Those possibilities
could only be excluded by stool analysis and culture,
which did not demonstrate the presence of tropho-
zoites or cysts of E. histolytica and yielded no
bacterial growth. Other diseases to be considered
on differential diagnosis were juvenile polyposis,
intestinal tuberculosis, vascular malformations and
colonic neoplasms.
The result of the colonoscopy was somewhat

surprising due to its rarity. Even though trichuriasis
is one of the commonest soil-transmitted helmin-
thiases worldwide, most children affected are
asymptomatic and harbor only small numbers of
worms. In massive infections, patients may present
a Trichuris trichiura dysentery syndrome consisting
of abdominal pain, tenesmus and bloody diarrhea
with mucus.1–3 Such massive and chronic infestations
are often associated with rectal prolapse too. We
consider that our patient had a chronic T. trichiura
infection whose sole manifestation was diarrhea
without visible blood on the feces, but that diarrheal
picture caused severe anemia and growth retardation.
The change in the pattern of stools was more
important because it served as a motivation for
the mother to search medical help and was con-
sidered a simple progression of the disease.
Albendazole in a single dose of 400mg is usually

effective for the treatment of most helminthic
infections and has replaced mebendazole because of
its simple posology, which yields high compliance
rates. Mebendazole in its standard regimen (100mg
twice a day for 3 days) is effective and safe for the
treatment of trichuriasis, giving a cure rate of 70 per
cent.4 Albendazole, however, provides very lower
success rates on its standard single dose regimen,
but extending the treatment for three days raises
the cure rates to 80 per cent.5–7 Recently, it has

Fig. 1. Colonoscopic view of the colon, where a
massive infestation of Trichuris trichiura is noticed.

Fig. 2. Close colonoscopic view of one worm
infesting the colon.
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been demonstrated that the efficacy of albendazole
for the treatment of trichuriasis depends on the total
dose given, with a clear advantage of 5- and 7-day
regimens for the treatment of heavy infections.8

Indeed, our patient required a 5-day regimen to
improve.

We stress that Trichuris trichiura infection can
mimic other forms of inflammatory bowel disease
and lead to physical growth retardation and that
prolonged regimens of albendazole may be required
to the effective treatment of massive infestations.
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