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Abstract 

Introduction: Cutaneous larva migrans (CLM) is a parasitic dermatosis caused by the epidermal 

migration of hookworm larvae, most commonly originating from dogs and cats. Human infection occurs 

through contact with soil or sand contaminated with animal feces, typically in tropical and subtropical 

regions.It is rare in temperate climates, including North Macedonia, but poses a diagnostic challenge when 

encountered. 

Case report: We report the case of an 8-year-old boy with autism who presented in July 2023 with 

an acute onset of pruritic and burning skin lesions on the plantar surface of the left foot following contact 

with dogs and cats. Dermatological examination revealed a well-defined erythematous serpiginous tract 

with associated edema and a central black line at the advancing edge. Dermoscopic evaluation demonstrated 

a brownish linear structure corresponding to the larval body, a serpiginous erythematous background, 

brown dots, scaling, and yellow-white linear structures suggestive of empty larval tunnels. Laboratory 

findings showed mild eosinophilia (5.2%).  

Treatment with oral albendazole, local cryotherapy, corticosteroids, and antihistamines resulted in 

marked clinical improvement within 10 days. 

Conclusion: This case highlights a rare presentation of Cutaneous Larva Migrans in a non-endemic 

region. While diagnosis is primarily clinical, dermoscopy represents a valuable noninvasive tool for 

confirming active or residual infestation. Early recognition and timely antiparasitic therapy are essential for 

rapid symptom resolution and prevention of complications. Increasing reports in non-endemic areas 

emphasize the need for heightened clinical awareness in the context of travel and climate change. 
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Introduction 

Cutaneous larva migrans is a parasitic skin infection, presented as a migratory eruption of the skin 

characterized by creeping or moving parasite larvae in the skin. It is caused by larvae of several nematode 

parasites of the hookworm family (Ancylostomatidae) that usually infest cats, dogs and other animals.[1,2] 

Humans can be infected with the larvae by walking barefoot on sandy beaches or contacting moist soil that 

has been contaminated with animal feces. [3,4].  

It is most commonly found in tropical or subtropical geographic locations, and it is very rare in 

temperate regions as our country, North Macedonia. Groups at risk include those with occupations or 

hobbies that bring them into contact with warm, moist, sandy soil. 

 

Case report 

An 8 -year-old boy with autism presented for evaluation at our clinic in July 2023. The child was 

agitated and irritated, so his parents noticed skin changes on his left foot and decide to consult 

dermatologist. The child had been in contact with dogs and cats, and the skin changes appeared a few hours 

before the examination. The erythema was spreading simultaneously with the movement of the black line 

on the surface of the skin on the lower side of the left foot, accompanied by a subjective burning sensation. 

Dermatological examination revealed the presence of well-defined erythematous serpentine tract, 

edema and central black line within the erythematous area at the upper end. (Figure 1,2.) 
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                           Figure 1                                      Figure 2 

 

Dermoscopic findings were characterized by the following features: brownish linear tract 

suggestive of cutaneous larva migrans body, serpiginous pinkish erythematous background, brown dots, 

zone of scales and yellow-white linear structures suggesting empty larval tract. (Figure 3,4). 

 

                

                            Figure 3                                   Figure 4 

 

Laboratory tests revealed elevated eosinophil levels (Eo=5.2). Treatment was initiated with 

Albendazole 200 mg tablets twice daily for 5 days, local cryotherapy, corticosteroid therapy, and oral 

antihistamines. After 10 days of treatment, the dermatological status improved. 

 

Discussion 

Cutaneous larva migrans is a well-recognized parasitic dermatosis caused by the transcutaneous 

penetration and migration of hookworm larvae within the epidermis [5]. The condition is most frequently 

associated with animal hookworms, particularly Ancylostoma braziliense and Ancylostoma caninum, 

although other species have also been implicated [5]. 

CLM and related helminthic infections remain significant public health concerns, especially in 

tropical and subtropical regions of developing countries [6,7].  

The endemicity of cutaneous larva migrans is closely associated with poor sanitation and warm, 

humid climates [8]. Human infection occurs through direct contact with soil or sand contaminated with 

filariform larvae from animal feces, with activities such as walking barefoot or sitting on wet sand 

increasing exposure, as larvae may remain viable for several weeks to months under favorable conditions 

[8].  

Although historically rare in Europe and mostly reported in returning travelers, both imported and 

locally acquired cases have risen in recent years, particularly in southern Europe, likely driven by climate 

change and increasing temperature and humidity, which favor larval survival [8]. 
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Ancylostomiasis is zoonotic, with dogs and cats as definitive hosts and humans as incidental hosts 

following contact with contaminated soil or sand [9]. Larval migration is facilitated by proteolytic enzymes 

but limited to the epidermis, producing the characteristic serpiginous, erythematous lesions, typically on 

the feet, hands, and buttocks; in children, the buttocks, perineum, and lower abdomen are more commonly 

affected [10]. 

In dogs, infection is often asymptomatic but may cause gastrointestinal signs, anorexia, weight loss, 

or, rarely, fatal outcomes [11]. In humans, CLM usually develops after several weeks, presenting with 

intense pruritus 10–15 days post-penetration [10].  

Lesions appear as erythematous papules that evolve into slowly advancing, sharply demarcated 

serpiginous tracts—the so-called “creeping eruption”—progressing millimeters to centimeters per day and 

sometimes persisting for months [6,10].  

Excoriation can lead to secondary bacterial infection, while infants may present with irritability 

and sleep disturbance; extensive lesions may cause social stigma, particularly in children [7,10].  

Diagnosis is primarily clinical, based on typical serpiginous tracks and relevant exposure or travel 

history [6,10]. Dermoscopy aids bedside differentiation from other linear dermatoses such as scabies 

burrows, larva currens, and dracunculiasis [12], while skin biopsy has limited value due to unpredictable 

larval location [13].  

Various imaging techniques have been evaluated for the diagnosis of cutaneous larva migrans, with 

dermoscopy emerging as the most practical and informative tool. Elsner et al. (1997) were the first to apply 

dermoscopy in CLM diagnosis [14], while Zalaudek et al. (2008) described translucent brownish 

structureless areas arranged linearly, corresponding to the larval body, with dotted vessels highlighting the 

empty tunnels [14].  

Subsequent studies, including Gonzalez-Ramírez et al. (2015) and Aldás (2018), confirmed these 

findings, reporting segmentally arranged translucent reddish-brown areas and brownish oval structures with 

a yellow periphery, respectively, representing the larva [14]. Other imaging modalities, such as optical 

coherence tomography, confocal laser scanning microscopy, near-infrared fluorescence, and high-

frequency ultrasonography, have demonstrated the potential to visualize tunnels or larvae, though their 

practical utility is limited by cost, complexity, or inconsistent identification of the larva [14]. 

 Collectively, these studies underscore that dermoscopy provides a reliable, noninvasive bedside 

method for identifying CLM and its characteristic larval tracks. 

Although cutaneous larva migrans is a self-limited condition, with spontaneous larval death 

typically occurring within 5–6 weeks, laboratory findings may include eosinophilia, elevated serum IgE 

levels, or signs of secondary bacterial infection [10].  

Awareness of atypical clinical presentations is essential, as these variants may complicate diagnosis 

and delay appropriate treatment. Uncommon manifestations reported in the literature include hookworm 

folliculitis, most often affecting the buttocks; diffuse multifocal papulovesicular eruptions involving the 

trunk; and migratory urticaria characterized by transient, shifting wheals [6,15,16]. 

Complications of cutaneous larva migrans range from secondary bacterial infections and allergic 

reactions to, rarely, visceral larval migration [10,15,16]. Secondary bacterial infections, typically arising 

from excessive scratching, represent the most frequent complication—occurring in up to 8% of cases—and 

can complicate the clinical picture by masking symptoms or postponing accurate diagnosis and treatment 

[17,18].  

Management should focus on alleviating pruritus, eradicating the parasite, and preventing 

superinfection, with vigilance for signs such as pustular lesions or increased irritability that may indicate 

bacterial involvement. 

 Effective therapy primarily involves systemic or topical antihelminthics, often combined with 

antihistamines to control pruritus. Ivermectin given orally at 200 µg/kg once daily for 1–2 days represents 

the first-line treatment option, demonstrating cure rates of 81–100% with few adverse effects, however, its 

use is not recommended in children weighing less than 15 kg due to limited safety data, in accordance with 

WHO guidance [10]. 
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Albendazole is the preferred systemic therapy for cutaneous larva migrans, with high cure rates and 

an acceptable safety profile in children over 12 months, while mebendazole provides an effective alternative 

[10]. Thiabendazole is generally avoided due to frequent adverse effects, and topical formulations of 

albendazole or thiabendazole may be used when systemic therapy is contraindicated, though they are less 

effective for extensive lesions [19, 20].  

Preventive measures include reducing contact with contaminated soil, wearing protective footwear, 

routine deworming of domestic animals, and health education for travelers to endemic areas [7,13]. Rarely, 

physical interventions such as cryotherapy may be considered for persistent lesions [10]. 

 

Conclusion 

We presented a case of larva migrans in child which is rare in our country. This is usually a clinical 

diagnosis, however dermoscopy can be useful in confirming active or residual stage of infestation.  

Early antiparasitic treatment ensures rapid resolution of symptoms and prevents complications. The 

rising occurrence of both imported and autochthonous cases in non-endemic regions underscores the 

importance of maintaining clinical awareness in the context of travel and climate change. 
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