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SUMMARY

The presumptive treatment of parasitosis among immigrants with albendazole has been shown to

save both money and lives, primarily via a reduction in the burden of Strongyloides stercoralis.

Ivermectin is more effective than albendazole, but is also more expensive. This coupled with

confusion surrounding the cost-effectiveness of guiding therapy based on eosinophil counts has

led to disparate practices. We used the newly arrived year 2000 immigrant population as a

hypothetical cohort in a decision analysis model to examine the cost-effectiveness of various

interventions to reduce parasitosis among immigrants. When the prevalence of S. stercoralis is

greater than 2%, the incremental cost-effectiveness ratios of all presumptive treatment strategies

were similar. Ivermectin is associated with an incremental cost-effectiveness ratio of $1700 per

QALY gained for treatment with 12 mg ivermectin relative to 5 days of albendazole when the

prevalence is 10%. Any presumptive treatment strategy is cost-effective when compared with

most common medical interventions.

INTRODUCTION

The worldwide burden of intestinal parasitic disease

exceeds 3 billion persons [1]. In 2000, approximately

28.4 million foreign-born persons resided in the

United States, with most originating from countries

where intestinal parasites are endemic [2].When evalu-

ating new immigrants for parasitic infections, phys-

icians may choose watchful waiting, use eosinophilia

as a method to identify high-risk patients, screen for

parasitosis using one or more stool examinations,

or treat presumptively. Factors to consider when

deciding among these options include the fact that

intestinal parasites are common in new immigrant

populations, anti-parasitic agents are effective, safe,

and well tolerated, and stool examinations for para-

sites are labour intensive, costly, and highly insensi-

tive at identifying infection [3, 4].

Among intestinal parasites that are common in new

immigrant populations, S. stercoralis results in the

greatest medical costs, morbidity, and loss of life [4].

This parasite is capable of autoinfection, a phenom-

enon in which the parasite completes its entire life-

cycle within the host, thus leading to multiple

generations of new organisms and persistent infection

for decades [5, 6]. In contrast, most parasites have a

more limited lifespan or rarely result in serious illness

or death. While the majority of persons infected with
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S. stercoralis either remain asymptomatic or develop

mild illness, those who subsequently become im-

munocompromised are at high risk of developing

hyperinfection syndrome, a life-threatening dissemi-

nated infection with a mortality rate over 50% despite

treatment [7].

A prior cost-effectiveness analysis found that pre-

sumptive treatment of immigrants with albendazole

could save lives and money; basing treatment de-

cisions on stool analysis was more expensive and less

effective than presumptive treatment [4]. This analysis

included various parasites, and found that both gains

in quality-adjusted life and economic benefits hinged

on the eradication of S. stercoralis, the organism re-

sponsible for the hyperinfection syndrome. The

analysis did not evaluate the practice of basing clinical

decisions on eosinophil counts and did not evaluate

alternative presumptive treatment modalities.

Ivermectin, a newer anti-parasitic agent, is more

effective against S. stercoralis than albendazole and is

administered as a single dose, but is narrower in its

spectrum of activity and considerably more expensive

than albendazole. Therefore, there is uncertainty sur-

rounding the optimal medication for the presumptive

treatment of this parasite in immigrants, especially

among those at high risk for strongyloidiasis.

We compare the cost-effectiveness of treatment

with single-dose ivermectin with two commonly em-

ployed regimens of albendazole as well as treatment

based on eosinophil counts. Immigrants are often

screened for anaemia using a complete blood count

(CBC) with differential. Information on a patient’s

eosinophil count is, therefore, available to clinicians

at no cost ; thus, screening for eosinophilia is intuit-

ively cost-effective. We, therefore, also report the

cost-effectiveness of treating immigrants with known

eosinophilia (defined as an absolute eosinophil count

>500 or percentage of total leukocytes >5%), and

provide a comparison to the other treatment strat-

egies mentioned above.

METHODS

Our study design adhered to the recommendations of

the Panel on Cost-Effectiveness in Health and

Medicine [8, 9]. All relevant societal costs were in-

cluded, and future costs were discounted at a rate of

3%. Since there is considerable uncertainty sur-

rounding the real world value for various parameters

used in the analysis, we employed various sensitivity

analysis techniques. The sensitivity analysis informs

the reader of the effect incorrect estimates of a vari-

able or differences in infection rates between various

immigrant groups might have on the incremental

cost-effectiveness ratios. For simplicity, all foreign-

born persons are referred to as immigrants, regardless

of documentation or worker status.

Prevalence

The prevalence of parasitosis among immigrants to

the United States was obtained from the medical

literature and from refugee and immigrant health

clinics [10–16]. The prevalence data we used were

based on a standard single stool ova and parasite

examination, which has an average test sensitivity

value of approximately 25% [17, 18]. The adjusted

prevalence of S. stercoralis among immigrants was

then calculated by dividing the proportionate preva-

lence value for a given immigrant population by the

test sensitivity.

Morbidity and mortality

To calculate life expectancy for immigrants, we first

generated abridged life tables using data from the

National Centre for Health Statistics for year 2000.

Because immigrants are born outside the United

States by definition, these life tables reflect life ex-

pectancy starting at age 1 year.

Deaths due to S. stercoralis [International

Classification of Disease, 9th Revision (ICD-9) code

127.2] were obtained from the 1979–1998 combined

mortality data file for California and New York – two

states with large immigrant populations in which S.

stercoralis is not endemic [19]. The probability of

mortality was calculated as follows:

D=(P � I),

where D=deaths due to S. stercoralis, I=the 1990

immigrant population of these states, and P=the

overall prevalence of parasitosis in immigrants [20]. In

this case, the 1990 immigrant population was used

because it fell approximately mid-point between in-

itial and final years of the death data file.

The number of hospitalizations due to S. stercoralis

was obtained using 1996–2000 data from the State-

wide Planning and Regional Cooperative System

(SPARCS), a dataset containing billing, demographic,

and diagnosis data for all civilian hospitalizations
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in New York State [21]. Hospitalization rates were

calculated as follows:

H=(I � P),

where H is the average annual number of hospital-

izations for S. stercoralis from 1996 to 2000, I is the

1998 immigrant population, and P is the prevalence of

S. stercoralis.

The number of outpatient visits to health-care

providers was calculated from Medicaid claims data

from 1992 to 1996 [22]. More recent data were un-

available due to a 1996 federal law preventing recent

immigrants from using most Medicaid services. The

mean annual number of outpatient visits was divided

by the proportion of immigrants receiving Medicaid

throughout those years.

Estimates of the Health-related quality of life

(HRQL) scores for various health states were derived

using the Health Utilities Index 2 (HUI-2), which is a

multi-attribute health status classification system used

to translate dimensions of a disease into a quality

adjusted life years (QALY)-compatible HRQL score

[23]. Domains include sensation, mobility, cognitive

function, self-care, and pain among others. Inputs

were obtained by asking two infectious disease experts

familiar with S. stercoralis to rate each scale.

Efficacy

Most efficacy trials of anti-parasitic agents are con-

ducted overseas and are complicated by the potential

for re-infection and the use of insensitive tests to

identify infection. Determination of the sensitivity of

eosinophilia for S. stercoralis infection is limited by

the lack of a gold standard comparator and a paucity

of studies. Finally, since eosinophilia occurs in the

presence of many parasitic infections (as well as other

medical conditions), the specificity of the test is de-

pendent on the prevalence of other conditions in a

given cohort. We, therefore, used mean values for

sensitivity and specificity for eosinophilia and efficacy

estimates for albendazole and ivermectin from the

medical literature and tested these in a broad sensi-

tivity analyses (see Table 1) [24–31].

Table 1. Selected parameters included in the decision analysis model*

Base High Low Ref.

Cost per patient ($2000)
Mean cost of hospitalization# $13 109 $30 400 $8000 [21, 34]

Cost of outpatient visit# $75 $130 $20 [33]
Cost of burial $7020 $10 000 $3000 [35]
Cost of 200 mg b.i.d albendazole (5 days) $13.24 $15.00 $2.00$ [32]

Cost of 200 mg b.i.d. albendazole (3 days) $7.94 $9.00 $1.33$ [32]
Cost of 12 mg ivermectin once $21.76 $22.00 $5$ [32]

Probabilities
Discount rate 0.03 0.06 0.0 [8]
Probability of infection 0.10 0.02 0.2 [10–18]

Effectiveness of albendazole (3 days) 60% 80% 40% [25–28]
Effectiveness of albendazole (5 days) 80% 90% 60% [25, 26]
Effectiveness of ivermectin 92% 99% 80% [25, 26]

Sensitivity of eosinophilia 80% 90% 40% [27, 28]
Specificity of eosinophilia 25% 50% 2% [27, 28]
Probability of mortality# 6.48r10x5 0.00006 6.48r10x5 [19, 20]

Probability of hospitalization#· 0.000023 0.0002 0.000023 [20, 21]
Probability of outpatient visit# 0.000425 0.004 0.000425 [22]

Health-related quality of life (HRQL)
Well 1 1 0.84 [23]

Infected, ambulatory 0.919 1 0.7 [23]
Infected, hospitalized 0.799 0.9 0.5 [23]

* For a full list of parameters, including age-specific mortality rates, visit http://www.pceo.org/parasitecea.html.
# Among infected persons.
$ Used to determine threshold cost. Medications are available overseas for less than low value.

· Annual risk among infected persons.
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Costs

The cost of ivermectin was based on a single dose of

12 mg (approximately 200 mg/kg for a 60 kg adult),

and the cost of albendazole was based on a twice-daily

dose of 200 mg for either 3 or 5 days. Each cost was

obtained from the 2000 Red Book, which reports

average wholesale prices for medications [32]. The

median cost of medical visits were estimated using

2000 data from the Medical Care Expenditure Panel

Survey (MEPS), an annual survey of approximately

40 000 households that is representative of the US

population as a whole. We used the median cost

since data for S. stercoralis were not available and

since a medical visit for this condition is likely

to fall in the middle range of duration. Details of

the survey, including imputation methods, are avail-

able from the Agency for Health Research and

Quality [33].

The median cost of a hospitalization for S. ster-

coralis was obtained using charge data from SPARCS

for admissions with ICD-9 code 127.2 listed as a pri-

mary diagnosis [21]. These figures were then adjusted

using the cost-to-charge ratio for ‘other infectious

and parasitic diseases’ (Diagnosis-Related Group

423, which includes helmenthiasis), which was derived

from the Centers for Medicare and Medicaid Services

(CMS) [34]. This cost-to-charge ratio was calculated

by dividing the amount reimbursed by CMS by

the total charges to CMS. Burial costs were added

for all deaths, regardless of cause, since burial costs

associated with premature death were expected to

be relevant after discounting future costs [35]. The

HUI-2 does not include costs due to lost productivity ;

however, we chose to exclude these costs because we

felt that they would be small relative to the actual cost

of care.

Decision analysis model

We developed a Markov model using DATA pro-

fessional (version 4.0, TreeAge Software, Williams-

town, MA, USA) that compared: (1) treating all

immigrants with 200 mg albendazole twice a day for

either 3 days or 5 days, (2) treating all immigrants

with 12 mg ivermectin in a single dose (approxi-

mately 200 mg/kg for a 60 kg adult), (3) treating only

those immigrants with documented eosinophilia with

12 mg ivermectin, and (4) watchful waiting. In our

model, subjects are exposed to the annual age-specific

probability of death for immigrants due to all causes ;

the crude mortality rate for S. stercoralis infection

was subtracted for uninfected or successfully treated

subjects. Each surviving subject is assigned a dis-

counted HRQL value or cost for each year of life.

Burial costs are incurred whenever subjects die. All

assumptions of the analysis are listed in Table 2 and

all parameter values are listed in Table 1.

In the model, patients are assigned to a state of

being either infected with S. stercoralis or uninfected.

In treatment arms, the probability of infection is

equal to the product of the parasitic prevalence and

the efficacy of the medication administered. In the

eosinophilia arm, subjects are allocated to receive

treatment or no treatment by infection status using

the prevalence, sensitivity, and specificity of the test.

Table 2. Assumptions and issues in deriving parameter estimates

. The 1990 immigrant population is equal to the midpoint 1979–1998 population

. It was necessary to aggregate mortality data for S. stercoralis over many years to obtain a large number of deaths
in the numerator of mortality ratios

. Vital statistics and hospitalization data correctly tabulate mortality and hospitalization rates due to S. stercoralis

. Most cases are not likely to be identified, resulting in undercounts of deaths and hospitalizations. This assumption
was tested in a broad sensitivity analysis

. The exclusion of parasites other than S. stercoralis will not substantially alter cost-effectiveness ratios in populations
at known risk of this parasite

. We examined only costs and benefits associated with screening and treating S. stercoralis. Unlike albendazole,
ivermectin does not treat hookworm, G. lamblia, O. vivirini, or T. solum. However, the mortality due to G. lamblia is

extremely low, O. vivirini is rare, and considerable debate exists over whether albendazole would produce benefits for
persons infected with T. solum

. The HRQL of uninfected immigrants is 1.0

. We tested this assumption in a sensitivity analysis varying from the mean HRQL of native-born persons to 1.0

. Clinicians will use 12 mg ivermectin to treat patients with eosinophilia among populations at risk for S. stercoralis

. S. stercoralis is the most dangerous parasite and ivermectin is the most effective medication. Some infectious

disease specialists may opt to use a higher dose and spaced dosing to maximize efficacy, which would decrease the
cost-effectiveness of this option
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The variables used in our analyses were subjected to

a Monte Carlo simulation and to a series of one-way

and two-way sensitivity analyses. In a one-way

analysis, all variables are held constant but one. In a

Monte Carlo simulation, values for all variables are

sampled from a statistical distribution. In our Monte

Carlo simulation, we used a triangular distribution

[36]. In this distribution, the base-case estimate is

entered as the most likely value, and the likelihood

of values between this value and the high and low value

are linearly interpolated.

RESULTS

Table 3 presents the results of the cost-effectiveness

analysis at a 2, 10, and 20% prevalence of S. stercor-

alis infection. When the prevalence of S. stercoralis is

10% (a rate commonly seen in mixed refugee screen-

ing settings), presumptive treatment with 200 mg

albendazole, twice a day over 3 days, was associated

with an incremental cost-effectiveness ratio of $314

per QALY gained relative to watchful waiting. The

presumptive treatment of immigrants at risk of para-

sitosis with 5 days of albendazole may be desired

to ensure better coverage of S. stercoralis as well as

other parasitic infections such as Giardia lamblia.

This option is associated with an incremental cost-

effectiveness ratio of $632 relative to 3 days of alben-

dazole and $393 relative to watchful waiting. Optimal

coverage of S. stercoralis can be achieved with iver-

mectin. Presumptive treatment with 12 mg ivermectin

in a single dose was associated with a cost of $1700

per QALY gained relative to treatment with 5 days

of albendazole and $564 per QALY gained relative

to watchful waiting. Regardless of the prevalence,

the strategy of basing treatment on previously

known eosinophil results (i.e. excluding the cost of

a complete blood count with differential) was both

more expensive and less effective than other options

(dominated).

The Figure presents mean effectiveness and in-

cremental cost-effectiveness ratios of the treatment

strategies at various prevalence ratios of S. stercoralis

infection. Presumptive treatment of immigrants with

ivermectin increases incremental cost-effectiveness

alongside prevalence ratios, with maximal cost-effec-

tiveness when prevalence ratios are greater than

10–12%. Over the range of prevalence values ex-

amined, none of the presumptive treatment strategies

was clearly preferred over another.

All variables listed in Table 1 were tested in one-

way and Monte Carlo sensitivity analyses. Changes in

Table 3. Cost, incremental cost, effectiveness, incremental effectiveness, and incremental cost-effectiveness per

QALY gained of all strategies evaluated at various prevalence ratios (negative values)

Strategy Cost

Incremental

cost Effectiveness

Incremental

effectiveness

Incremental cost-

effectiveness

Incremental cost-

effectiveness WW*

2% Prevalence
Watchful waiting $1666 — 25.91 QALYs — — —
Albendazole (3 days) $1674 $8 25.92 QALYs 0.0050 QALYs $1584 $1584

Albendazole (5 days) $1680 $5 25.92 QALYs 0.0017 QALYs $3175 $1982
Eosinophil screening $1684 $4 25.92 QALYs (0.0006 QALYs) Dominated# Dominated#
Ivermectin (once) $1688 $9 25.92 QALYs 0.0010 QALYs $8514 $2834

10% Prevalence

Watchful waiting $1666 — 25.88 QALYs — — —
Albendazole (3 days) $1674 $8 25.90 QALYs 0.0250 QALYs $314 $314
Albendazole (5 days) $1680 $5 25.91 QALYs 0.0083 QALYs $632 $393

Eosinophil screening $1684 $4 25.91 QALYs (0.0029 QALYs) Dominated# Dominated#
Ivermectin (once) $1688 $9 25.92 QALYs 0.0050 QALYs $1700 $564

20% Prevalence
Watchful waiting $1667 — 25.84 QALYs — — —
Albendazole (3 days) $1674 $8 25.89 QALYs 0.0500 QALYs $155 $155

Albendazole (5 days) $1680 $5 25.90 QALYs 0.0167 QALYs $314 $195
Eosinophil screening $1684 $4 25.90 QALYs (0.0057 QALYs) Dominated# Dominated#
Ivermectin (once) $1688 $8 25.91 QALYs 0.0100 QALYs $848 $280

* Relative to watchful waiting.

# Dominated strategies are both more expensive and less effective than others.
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the efficacy of the regimens over plausible values

exerted only a moderate effect on the relative ranking

of each regimen, and changes in other variables had

no substantive effect on strategy rankings. Notable

analyses that exerted little effect on the model include

the discount rate, the cost and probability of medical

events, and state-specific HRQL scores. In Monte

Carlo analyses, all three presumptive treatment

strategies overlapped considerably. Any given strat-

egy exceeded $50 000 in less than 1% of all trials.

DISCUSSION

In our analysis we found that ivermectin was a more

effective strategy, but was also an incrementally more

expensive (per QALY gained) than albendazole for

the treatment of S. stercoralis infections in new im-

migrants to the United States. The additional expense

of ivermectin was $1700 per QALY gained, a very

small cost relative to most other medical interven-

tions in the United States. Across prevalence ratios

commonly seen in immigrant groups, the cost of pre-

sumptive treatment is significantly less than the cost

of treatment of essential hypertension in 20-year-old

males vs. no treatment, or the nicotine patch for 25-

year-old smokers vs. no treatment [37]. While the

incremental cost-effectiveness of ivermectin was de-

pendent upon the underlying prevalence of S. ster-

coralis infection, no one strategy clearly dominated

the other.

In evaluating the use of eosinophil counts to guide

presumptive treatment, we used a high estimate of

test sensitivity, a generous specificity, and did not

include the cost of a CBC with differential in the

analysis. All of this increases the likelihood of a find-

ing in favour of incorporating eosinophilia data;

nonetheless the strategy was dominated. Though the

positive predictive value of eosinophilia increases with

increasing parasite prevalence, this strategy becomes

more costly and less effective than the other options as

prevalence increases. This is attributable to increasing

false-negative test results. While the test has a higher

positive predictive value when all intestinal parasites

that cause eosinophilia are considered together, other

parasites are infrequently fatal and generate fewer

costs than S. stercoralis. It is, therefore, unlikely that

adding other intestinal helminths to the model (with

concomitant improvements in specificity) would

greatly improve the incremental cost-effectiveness of

this option.

The prevalence of S. stercoralis varies considerably

by region of the world and the subpopulation sam-

pled. For example, Gyorkos et al. [38] conducted a

serosurvey for S. stercoralis among Southeast Asians

immigrating to Canada and reported that Cambo-

dians had a seroprevalence of 76.6%, Laotians had a

seroprevalence of 55.6%, and Vietnamese had a

seroprevalence of 11.8%. Serology indicates both

active and previous infections and may produce an

overestimate of the prevalence of S. stercoralis.

Nonetheless, these numbers underscore the hetero-

geneity of infection rates among different groups;

predominately high-risk refugees screened with 1–3

stool ova and parasite examinations in Texas and

Minnesota have an average uncorrected infection rate

of 1.8–4% (or approximately 3–12% after correction

for the sensitivity of the stool ova and parasite

examination) [39, 40]. We demonstrate that pre-

sumptive treatment is cost-effective across a wide

range of prevalence values. Clinics that treat refugees

and immigrants may wish to use our data to tailor

treatment after considering the prevalence of infection

26·000

25·900

25·800

25·700

25·600

25·500

25·400
0·02 0·12 0·22 0·32 0·42 0·52 0·62 0·72 0·82

Prevalence of S. stercoralis

A
ve

ra
ge

 e
ff

ec
tiv

en
es

s 
(Q

A
L

Y
s)

$9000

$8000

$7000

$6000

$5000

$4000

$3000

$2000

$1000

$0
0·02 0·12 0·22 0·32 0·42 0·52 0·62 0·72 0·82

Prevalence of S. stercoralis

(a)

(b)

Fig. Effectiveness and incremental cost-effectiveness of the

strategies under evaluation. Ivermectin is the most effective
strategy across the prevalence ratios of S. stercoralis (a).
–&–, Ivermectin (1 day) ; –‚–, albendazole (5 days) ; –m–,
albendazole (3 days) ; –$–, eosinophil ; –––, nothing.

However, it is more expensive than other strategies (b).
Dominated options are not shown in panel (b).

1060 P. A. Muennig and others



in the population they treat, the mix of parasites in the

population they treat, and budgetary concerns.

For instance, albendazole has a broader spectrum

of action and includes activity against hookworm and

G. lamblia, as well as certain flatworms. Both iver-

mectin and albendazole provide coverage of other

infections as well, including Ascaris lubricoides,

Trichuris trichiura, and certain forms of filariasis [41].

While estimating the morbidity or costs associated

with administering albendazole for some of these

organisms is limited by inadequate data, short-term

clinical and public health benefits may be realized

from the presumptive treatment of immigrant and

refugee populations using broad spectrum anti-

parasitic medications. However, the elimination of

S. stercoralis should be prioritized in populations

in whom this parasite is prevalent given its potential

for life-threatening illness and capacity for auto-

infection.

Our inability to capture the costs and benefits of

presumptively treating these other parasites is a limi-

tation of this study. Including them would probably

improve the incremental cost-effectiveness of 5 days

of albendazole relative to 3 days of albendazole

treatment or ivermectin. It would also slightly im-

prove the incremental cost-effectiveness of eosinophil

screening. Another limitation is the use of billing and

vital-statistics data to capture the morbidity and

mortality associated with S. stercoralis. Contributing

to misclassification bias in datasets is clinicians’ un-

familiarity with the disease and the lack of a sensitive

diagnostic test. Even tuberculosis, a condition that

is probably more familiar to clinicians, is correctly

classified on death certificates just 34% of the time

[42]. Misclassification bias probably results in an

underestimate of medical visits and deaths due to this

parasite but would not substantially affect the rank

order of the modalities.

Finally, we were unable to evaluate all possible

screening and treatment strategies. Strategies for

selecting persons at risk for S. stercoralis include stool

ova and parasite screening, obtaining eosinophil

counts [43], asking patients about rural or urban

residence [44], screening for the presence of asthma-

like respiratory symptoms [45] and serological

screening tests [46]. While stool screening examina-

tions [4] and treatment contingent on known eosino-

phil counts are more expensive and less effective than

presumptive treatment, there are insufficient data to

evaluate the other options. Serological screening is

much more sensitive than stool screening, however

the cost and positive predictive value of this option

render it an unlikely addition to the arsenal of cost-

effective preventive modalities. One option in need of

evaluation is screening based on urban or rural resi-

dence in the country of origin. Knowledge of the prior

probability of infection could greatly reduce the

number of uninfected persons who would otherwise

receive treatment.

Alternative treatment options exist as well. For in-

stance, ivermectin has been combined with albenda-

zole in some international studies [47, 48]. We did not

evaluate this approach as a policy due to concerns

surrounding the possibility of drug interactions.

It is also prudent to limit presumptive treatment to

those for whom the drugs have demonstrated safety.

Ivermectin and albendazole are pregnancy category C

drugs [30, 31].

The present analysis improves upon an earlier study

[4]. In addition to improving mortality and hospital-

ization rate estimates by using multiple years of data,

it uses a Markov model and includes additional pre-

ventive strategies. Using a deterministic model and

discounted lifetime probabilities of hospitalization

and death, that study biased all variables against

presumptive treatment, evaluated multiple parasites,

and found cost savings associated with presumptive

treatment with 5 days of albendazole. The cost

savings realized by that study were attributable to

slightly higher hospitalization and mortality estimates

for S. stercoralis (due to random error associated

with the use of a single year of data) and the inclusion

of four parasites rather than one. Though the present

analysis demonstrates that treatment may be associ-

ated with costs, it should be emphasized that the num-

ber of deaths and hospitalizations in the real world

are likely to be substantially higher than reported in

national datasets. Therefore, the costs averted by

treatment are likely to be substantially higher.

Immigrants from Eastern Europe, Asia, Africa,

Latin America, and the Middle East are all at risk of

parasitosis, but there is considerable variability even

within these groups. The ideal management of para-

sitic infections in immigrant populations might

consider the population’s risk of infection with S. ster-

coralis relative to other parasites. Many institutions,

such as most federal refugee health clinics, have these

data. By combining our analysis with nation-specific

data on the prevalence of S. stercoralis infections,

providers should be able to maximize the quality and

quantity of life of their immigrant populations within

their own budgetary constraints.

CEA of strongyloidiasis 1061



ACKNOWLEDGEMENTS

This study was supported with general funds from the

City University of New York Medical School and the

University of Toronto.

REFERENCES

1. World Health Organization (http://www.who.int/ctd/
intpara/burdens.htm). Accessed February 2003.

2. Lollock L. United States Bureau of the Census. Profile
of the Foreign-Born Population in the United States.
Current Population Reports. P20-534. 2001; U.S.
Bureau of the Census.

3. Horton J. Albendazole : a review of anthelmintic effi-
cacy and safety in humans. Therapeutics (Tropical
Medicine), SmithKline Beecham International, Brent-

ford, Middlesex, UK.
4. Muennig P, Pallin D, Sell R, Chan MS. The cost-effec-

tiveness of strategies for the treatment of intestinal

parasites in immigrants. N Engl J Med 1999; 340 :
773–779.

5. Pelletier Jr LL. Chronic strongyloidiasis in World War

II Far East ex-prisoners of war. Am J Trop Med Hyg
1984; 33 : 55–61.

6. Genta RM, Weesner R, Douce RW, Huitger-O’Connor
T, Walzer PD. Strongyloidiasis in US veterans of the

Vietnam and other wars. J Am Med Assoc 1987; 258 :
49–52.

7. Siddiqui AA, Berk SL. Diagnosis of Strongyloides

stercoralis infection. Clin Infect Dis 2001; 33 : 1040–
1047.

8. Gold MR, Siegel JE, Russell LB, Weinstein MC, eds.

Cost-effectiveness in health and medicine. New York:
Oxford University Press, 1996.

9. Muennig P. Introduction to cost-effectiveness, ch. 1. In :
Khan K, ed. Designing and conducting cost-effective-

ness analyses in medicine and healthcare. Jossey-Bass :
San Francisco, 2002.

10. Lerman D, Barrett-Connor E, Norcross W. Intestinal

parasites in asymptomatic adult Southeast Asian im-
migrants. J Family Pract 1982; 3 : 443–446.

11. Arfaa F. Intestinal parasites among Indochinese refu-

gees and Mexican immigrants resettled in Contra Costa
County, California. J Family Pract 1981; 2 : 223–226.

12. Buchwald D, Lam M, Hooton TM. Prevalence of in-

testinal parasites and Association with symptoms in
South Asian refugees. J Clin Pharm Ther 1995; 5 :
271–275.

13. Peng HW, Chao HL, Fan PC. Imported Opisthorchis

viverrini and parasite infections from Thai labourers in
Taiwan. J Helminthol 1993; 2 : 102–106.

14. Winsberg GR, Sonnenschein E, Dyer AR, Schnadig V,

Bonilla E. Prevalence of intestinal parasites in Latino
residents of Chicago. Am J Epidemiol 1975; 6 : 526–
532.

15. Hoffman SL, Barrett-Connor E, Norcross W, Nguyen
D. Intestinal parasites in Indochinese immigrants. Am
J Trop Med Hyg 1981; 2 : 340–343.

16. Molina CD, Molina MM, Molina JM. Intestinal para-
sites in Southeast Asian refugees : two years after im-

migration. Western J Med 1988; 4 : 422–425.
17. Cartwright C. Utility of multiple stool ova and parasite

examinations in a high prevalence setting. J Clin

Microbiol 1999; 37 : 2408–2411.
18. Sato Y, Kobayashi J, Toma H, Shiroma Y. Efficacy of

stool examination for detection of Strongyloides infec-
tion. Am J Trop Med Hyg 1995; 53 : 248–250.

19. Compressed Mortality Files 1979–1998. Centers for
Disease Control and Prevention (http://wondercdc.
gov). Accessed January 2003.

20. U.S. Bureau of the Census. Place of birth, citizen-
ship and year of entry. 1990; U.S. Bureau of the
Census : Washington. Census Questionnaire Content,

CQC-12.
21. New York State Department of Health. Statewide

Research Planning and Cooperative System (SPARCS)

(http://www.health.state.ny.us/nysdoh/sparcs/annual/
t2000_01.htm). Accessed October 2002.

22. Claim Detail/Special Reports (CD/SR) System.
Albany, NY: New York State Department of Health

Office of Medicaid Management ; 1996 (software).
23. Feeney DH, Furlong W, Burr RD, Torrance GW.

Multiattribute health states classification systems:

Health Utilities Index. Pharmacoeconomics 1995; 7 :
490–502.

24. Marti H, Haji HJ, Savioli L, et al. A comparative trial

of a single-dose ivermectin versus three days of alben-
dazole for treatment of Strongyloides stercoralis and
other soil-transmitted helminth infections in children.

Am J Trop Med Hyg 1996; 55 : 477–481.
25. Datry A, Hilmarsdottir I, Mayorga-Sagastume R, et al.

Treatment of Strongyloides stercoralis infection with
ivermectin compared with albendazole : results of an

open study of 60 cases. Trans R Soc Trop Med Hyg
1994; 88 : 344–345.

26. Libman MD, MacLean JD, Gyorkos TW. Screening

for schistosomiasis, filariasis, and strongyloidiasis
among expatriates returning from the tropics. Clin
Infect Dis 1993; 17 : 353–359.

27. Roman-Sanchez P, Pastor-Guzman A,Moreno-Guillen
S, Igual-Adell R, Suner-Generoso S, Tornero-Estebanez
C. High prevalence of Strongyloides stercoralis among
farm workers on the Mediterranean coast of Spain:

analysis of the predictive factors of infection in devel-
oped countries. Am J Trop Med Hyg 2003; 69 :
336–340.

28. Gyorkos TW, Genta RM, Viens P, MacLean JD.
Seroepidemiology of Strongyloides infection in the
Southeast Asian refugee population in Canada. Am J

Epidemiol 1990; 132 : 257–264.
29. Center Watch (http://www.centerwatch.com/patient/

drugs/dru250.html). Accessed June 2003.

30. Albenza [package insert]. Philadelphia, PA: SmithKline
Beecham Pharmaceuticals Corp., 1999.

31. Stromectol [package insert]. White House Station, NJ:
Merck & Co., Inc., 2002.

32. Drug Topics Red Book. Medical Economics Co. :
Montavaille, NJ; 2000.

1062 P. A. Muennig and others



33. Medical Expenditure Panel Survey. Agency for Health
Research and Quality (http://www.meps.ahrq.gov).

Accessed August 2002.
34. Centers for Medicare and Medicaid Services. Medical

Provider Analysis and Review (MEDPAR) system

(http://cms.hhs.gov/statistics/medpar/default.asp). Ac-
cessed January 2003.

35. American Association of Retired Persons. Burial costs
(http://www.aarp.org/griefandloss/articles/73_a.html).

Accessed April 2003.
36. Weinstein M, Munink M, Gazelle GS. Representing

first- and second-order uncertainties by Monte Carlo

simulation for groups of patients. Med Decis Making
2000; 20 : 314–322.

37. Harvard Center for Risk Analysis. Harvard School of

Public Health. ‘Panel worthy’ league table (http://www.
hsph.harvard.edu/cearegistry/). Accessed May 2003.

38. Gyorkos TW, Genta RM, Viens P, MacLean JD.

Seroepidemiology of Strongyloides infection in the
Southeast Asian refugee population in Canada. Am J
Epidemiol 1990; 132 : 257–264.

39. Texas Department of Health (www.tdh.state.tx.us/

phpep/dpn/issues/dpn55n23.pdf). Accessed May 2002.
40. Minnesota Department of Health (http://www.

health.state.mn.us/divs/dpc/adps/refugee/refugee.htm).

Accessed May 2003.
41. Drugs for parasitic infections. The Medical Letter on

Drugs and Therapeutics. April 2002. New Rochelle,

NY: The Medical Letter, Inc.

42. Washko RM, Frieden TR. Tuberculosis surveillance
using death certificate data, New York City, 1992.

Public Health Rep 1996; 111 : 251–255.
43. de Silva S, Saykao P, Kelly H, et al. Chronic

Strongyloides stercoralis infection in Laotian im-

migrants and refugees 7–20 years after resettlement in
Australia. Epidemiol Infect 2002; 128 : 439–444.

44. University of Rochester recommends pre-screening
questions regarding city or rural residence (http://www.

urmc.rochester.edu/FamMed/refugee.htm). Accessed
March 2003.

45. Wehner JH, Kirsch CM, Kagawa FT, Jensen WA,

Campagna AC,WilsonM. The prevalence and response
to therapy of Strongyloides stercoralis in patients
with asthma from endemic areas. Chest 1994; 106 :

762–766.
46. Loutfy MR, Wilson M, Keystone JS, Kain KC.

Serology and eosinophil count in the diagnosis and

management of strongyloidiasis in a non-endemic area.
Am J Trop Med Hyg 2002; 66 : 749–752.

47. Awadzi K, Addy ET, Opoku NO, et al. The chemo-
therapy of onchocerciasis XX: ivermectin in combi-

nation with albendazole. Trop Med Parasitol 1995; 46 :
213–220.

48. Dunyo SK, Simonsen PE. Ivermectin and albendazole

alone and in combination for the treatment of lym-
phatic filariasis in Ghana: follow-up after re-treatment
with the combination. Trans R Soc Trop Med Hyg

2002; 96 : 189–192.

CEA of strongyloidiasis 1063


