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A28-year-old woman presented with a
pruritic, erythematous and serpiginous
eruption on her lower back that ap-

peared 1 week after returning from travel in
Thailand (Figure 1). The results of laboratory
tests (complete blood count, renal and hepatic
function, and erythrocyte sedimentation rate)
were normal. Results of a skin biopsy showed a
cavity in the epidermis and a perivascular and
periadnexal inflammatory infiltrate composed
predominantly of eosinophils (Figure 2).

What is the diagnosis?

a. Scabies
b. Erythema chronicum migrans
c. Cutaneous larva migrans
d. Tinea corporis
e. Cutaneous myiasis

See page 52 for the diagnosis.

Figure 1: Pruritic, erythematous and serpiginous eruption on the lower
back of a 28-year-old woman.

Figure 2: Biopsy specimen showing a cavity in the epidermis as well as
perivascular and periadnexal inflammatory infiltrate composed predomi-
nantly of eosinophils (hematoxylin–eosin stain, original magnification × 2).

CMAJ invites submissions to “What’s your call?”
Clinical details (including images) are presented
on the first page along with a multiple-choice
question about the diagnosis. The answer and a
brief discussion of the condition follow on the sec-
ond page. We specifically invite submissions illus-
trating common or important radiographic and
electrocardiographic diagnoses of appeal to a more
general audience. We allow up to 5 references and
require authors to obtain consent from the patient
for publication of his or her story (form available
at www.cmaj.ca/authors/checklist.shtml). Submit
manuscripts online at http://mc.manuscriptcentral
.com/cmaj.
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Discussion

On the basis of the biopsy results and the
patient’s travel history, the answer is (c)
cutaneous larva migrans, a creeping
eruption due to penetration and migra-
tion of a nematode larva within the epi-
dermis. Infestation typically occurs
through contact with soil or sand con-
taminated with animal feces.1–3 The con-
dition is found worldwide but occurs
most frequently in warmer climates (e.g.,
Africa, Southeast Asia, and Central and
South America). Owing to greater mobil-
ity and travel, infestations are more fre-
quently observed now than in the past.

Symptoms, which commonly mani-
fest in returning travellers, consist of
intensely pruritic, erythematous, ede-
matous, vesicular, linear or serpiginous
tracts up to 3 mm wide and 20 cm in
length. Because the incubation period
varies from minutes to days or weeks,
it is not always possible to determine
the exact time of infection.

The lesions are localized mainly on
the upper and lower extremities, which
are the most exposed sites for the larva
to penetrate. Additional sites include
the buttocks, trunk, abdomen and,
rarely, the face or perianal area. Exco-
riation, superimposed bacterial infec-
tions and allergic reactions are com-
mon side effects. Vesicles and bullae
may develop in patients who were pre-
viously exposed.

Although the parasite usually re-
mains confined to the epidermis, it may
progress beyond the skin and cause
Loeffler syndrome (migratory pul-
monary infiltrates and peripheral
eosinophilia). More commonly, there
may be a transient moderate peripheral
eosinophilia.

Cutaneous larva migrans should be
suspected in patients who present with
serpiginous skin lesions after returning
from travel to a tropical or subtropical
climate. Although it is unusual to iden-
tify the nematode, a skin biopsy shows
cavities left by the parasite in the epi-
dermis, as observed in the biopsy from
our patient. Intraepidermal vesicles
containing some eosinophils and a dif-
fuse spongiosis can be also observed.
In the dermis, an inflammatory infil-

trate can be seen that is composed of
lymphocytes, plasma cells, hystiocytes
and numerous eosinophils.

Differential diagnosis: The clinical
differential diagnosis of cutaneous
larva migrans includes scabies, erythe-
ma chronicum migrans, tinea corporis,
larva currens, myiasis and other nema-
tode infestations (Table 1).1–3

Scabies is caused by the Sarcoptes
scabiei mite. Its distinguishing charac-
teristic is the burrow, which represents
the tunnel that the parasite excavates
while laying eggs. Lesions typically
consist of erythematous papules clus-
tered in groups, linear burrows and
excoriations associated with intense
pruritus. Vesicles, indurated nodules,
eczematous dermatitis and superim-
posed bacterial infection are common.

Erythema chronicum migrans is a
circular erythema caused by the bacte-
ria Borrelia burgdorferi, which is trans-
mitted by various ticks of the Ixodes
genus. The erythema slowly migrates
from the site of bite and spreads cen-
trifugally to form ringed, arcuate or
polycyclic figures.

Tinea corporis is a dermatophyte in-
fection characterized by cutaneous le-
sions that spread centrifugally with
central clearing. The clinical presenta-
tion depends on the causative pathogen
and the immune response of the host.
The lesions come in a variety of
shapes, such as arcs, rings and meshes,
but they are typically circular with an

erythematous and vesicular border. The
lesions can mimic other dermatologic
conditions.

Cutaneous myiasis is the infestation
of skin by fly larvae that causes boil-
like lesions. The larvae may be fixed to
one site or may migrate, simulating
larva migrans. Ultrasound and biopsy
can assist in the diagnosis by determin-
ing the size of the larva.

Although cutaneous larva migrans is
a self-limited infection, systemic or topi-
cal thiabendazole therapy is the first line
of treatment. Cryotherapy, ivermectin
and albendazole can also be used.4,5
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Table 1: Selected differential diagnosis of cutaneous larva migrans 

Condition Characteristics 

Scabies Erythematous papules, linear burrows and excoriation; 
most commonly located between fingers and toes and on 
wrist, axillae and genitalia 

Erythema chronicum 
migrans 

Circular erythema; follows infection with Borrelia 
burgdorferi from tick bite; bites most commonly are found 
on the lower extremities 

Cutaneous larva 
migrans 

Erythematous, serpiginous eruption associated with 
intense pruritus; located on extremities, trunk and 
buttocks 

Tinea corporis Cutaneous lesions spread centrifugally with central 
clearing; shapes include arcs, rings and meshes, but 
typically lesions are circular with an erythematous and 
vesicular border; located on trunk and extremities 

Cutaneous myiasis Boil-like lesions from infestation by fly larvae; located on 
trunk, extremities, buttocks, scalp and face 




