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ABSTRACT: 

Intestinal parasites are a common health problem worldwide. It is a group of diverse organisms 

that constitute an important etiological factor of various diseases of the digestive system. 

Diseases caused by these organisms can lead to serious complications, including death. The 

following work describes the most important species of parasites that can be infected by humans 

living in the tropics. These include protozoa, flat worms (tapeworms and flukes) and nematodes. 

This study also describes the symptoms of diseases caused by these parasites and information 

on the epidemiology, prevention and control of the most important species of intestinal 

parasites. 
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Introduction  

Diseases caused by intestinal parasites are still a problem worldwide, despite socio-

economic development. Unfortunately, improving sanitary conditions and learning hygiene 

rules did not eliminate the threat completely. Tourism is of great importance as it facilitates the 

transmission of parasites.  

Intestinal parasite infections can occur in various ways. They are often asymptomatic. 

However, in some cases they may cause diarrhea and vomiting. Untreated infections increase 

the risk of complications such as dehydration, abscesses, infections or the transfer of various 

forms of parasites to other organs. There are also cases of allergic reactions to parasites or 

substances produced by them.  

Parasites enter the human body most often through contaminated food. Sometimes 

infections occur through contact with animals or other people, especially when traveling to the 

tropics and less developed countries. Despite the common occurrence of parasites, there are 

ways to prevent infections. These include primarily taking care of hygiene and avoiding eating 

contaminated food.  

However, if prevention fails, effective methods of treating infections have been 

developed, thanks to which complications can be prevented. The most important intestinal 
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parasites affecting humans are described below, along with information on symptoms and 

treatment of infections. They belong to the group of protozoans, tapeworms, flukes and 

nematodes.  

 

Protozoans  

Entamoeba histolytica is an example of a homoxenic parasite that develops in only one 

host. Its development cycle includes only two stages - trophozoite and cyst. It occurs all over 

the world, but infections occur mainly in tropical and subtropical zones or in people traveling 

to these regions of the world [1]. 

Amoebic dysentery causes approximately 50 million infections and contributes to 

100,000 deaths per year. Symptoms that may indicate the presence of this protozoan include 

abdominal pain, fever, diarrhea, chills and bloody stools. Prolonged intestinal symptoms may 

lead to dehydration and weight loss. Ulcers may be observed in endoscopic examinations of the 

large intestine. Complications that appear several months after infection may include liver 

abscesses resulting from the circulation of trophozoites in the portal system [2].  

Humans are infected orally by eating food contaminated with cysts. Infection prevention 

includes washing hands, fruits and vegetables before eating them. You should drink and use 

boiled water, especially when traveling to tropical and subtropical countries. An important 

aspect is also the appropriate storage and disposal of sewage, which reduces the risk of food 

contamination.  

In the treatment of amoebiasis, drugs are used to eliminate trophozoites and cysts in 

infected people and carriers [3]. 

Balantidium coli is a cosmopolitan parasite found all over the world. Man is its 

accidental host because it is specific to pigs. It causes balantidiosis, which is a zoonotic disease. 

An increased number of B. coli infections is observed in areas where pigs are raised [4, 5].  

Balantidioses are relatively rare - the incidence of infection is on average less than 1% 

worldwide, but the statistics are much worse in Latin America, where they amount to over 20%. 

Most often, they are asymptomatic. However, people with weakened immunity often 

experience symptoms resembling food poisoning, such as diarrhea, abdominal pain, vomiting, 

bloody stools, and weight loss. Complications are very rare and may include inflammation-like 

lung infections. 
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Prevention of B. coli infections primarily involves maintaining hygiene in contact with 

pigs. Cysts can also be found in contaminated water, so avoid drinking water from unknown 

sources or unboiled water.  

Cyclospora cayetanensis is a protozoan that infects only humans, so it is monoxenic. 

This parasite is endemic in Latin America, especially Peru, and in Asia in Nepal, which is why 

its presence is most often found in tourists returning from these parts of the world. 

Symptoms of infection include loss of appetite, abdominal pain, diarrhea, increased 

body temperature, weakness, nausea and weight loss. During diarrhea, life-threatening 

dehydration may occur. Sometimes cases of asymptomatic infection are also observed.  

Invasion occurs via the fecal-oral route after ingestion of food or water contaminated 

with parasite oocysts. Prevention of C. cayetanensis infections includes washing fruit before 

consumption and observing hygiene, which reduces the risk of food contamination.  

Weekly antibiotic therapy is effective in treating the infection [6]. 

Cryptosporidium parvum is a cosmopolitan species, cases of infection of which have 

been recorded in nearly 90 countries on all continents except Antarctica. 

Currently, 3 out of 100,000 people are infected with C. parvum, and this number is most 

likely an underestimate and may actually be much higher [7]. This parasite is more common in 

developing countries where poor sanitary conditions favor the spread of Cryptosporidium. 

There are also groups that are more vulnerable to Cryptosporidium infections, including people 

with AIDS and malnourished children [8]. 

The invasive form of C. parvum is the oocyst. After entering the lumen of the small 

intestine, 4 sporozoites are released from the oocysts, which then enter the epithelial cells lining 

the lumen of the intestine. This leads to cell damage and death. The intestinal villi are shortened, 

interfering with the absorption of water and salt, and the secretion of prostaglandins increases 

[9]. All these processes lead to symptoms that appear after an incubation period of about 14 

days. Symptoms of cryptosporidiosis include: watery diarrhea, vomiting, abdominal pain, 

malaise, and after a long time, weight loss. In immunocompetent patients, the symptoms 

disappear spontaneously after some time, while in people with a weakened immune system, 

diarrhea becomes chronic. In such patients, infection of the bile ducts is also possible, leading 

to jaundice and pancreatitis [10]. 

C. parvum infection occurs via the fecal-oral route, so it is possible as a result of direct 

contact with an organism infected by this species of parasite. Both humans and some animals, 

e.g. cattle, can be carriers of C. parvum (calves are more likely to be carriers than adult cows). 

Granja Journal                                                                                               ISSN: 1390-8596

 https://lagranja.tel/                               Volume 8-Issue 12                                            Page 17.



 
 

More often, however, infection occurs without direct contact, as a result of drinking water or 

food containing oocysts.  

The basis for preventing C. parvum infection is compliance with personal hygiene rules. 

It is also recommended to limit contact with people or animals suffering from cryptosporidiosis 

[11]. Boiling water and thoroughly washing vegetables and fruits also prevent the spread of the 

disease. It is also necessary to treat water. Although there have been cases of epidemics caused 

by contaminated tap water [12].  

Symptomatic treatment and fluid and electrolyte supplementation are of great 

importance in the treatment of cryptosporidiosis. 

Giardia intestinalis is a cosmopolitan parasite. It is one of the most common intestinal 

parasites [13]. Most epidemics occur as a result of consumption of contaminated water (74.8% 

in the USA), especially in developing countries, poorer sanitary conditions favor the spread of 

the pathogen. Approximately 15.7% of mass infections in the USA are the result of 

consumption of infected food, 2.5% are the result of direct contact between people. 1.2% of G. 

intestinalis outbreaks were related to zoonotic infections [14]. Other animals that cause diseases 

in humans may be carriers of G. intestinalis, e.g. cows, dogs, cats, beavers. 

G. intestinalis trophozoites cause damage to the brush border of enterocytes. 

Disturbance of the microvilli structure impairs the absorption of nutrients from the intestinal 

lumen. This leads to symptoms of giardiasis in patients, which include: watery diarrhea, nausea, 

vomiting, abdominal pain and weight loss [15]. Not every infection results in symptomatic 

giardiasis. Approximately 50% - 75% of infections lead to asymptomatic carriage.  

The parasite spreads via the fecal-oral route. G. intestinalis cysts can survive in the 

external environment and cause infections by ingesting water or food containing the cysts. It is 

also possible to transmit the disease through direct contact between people, between family 

members and children in nurseries or kindergartens [16]. 

As in the case of other diseases spread by the fecal-oral route, the basis for preventing 

infection is compliance with hygiene rules, in particular hand hygiene. This applies to people 

working with large numbers of children. People with symptoms of G. intestinalis infection 

should avoid using public swimming pools until 2 weeks after the diarrhea ends. Boiling 

drinking water and food is effective in preventing G. intestinalis infection [17].  

Antiparasitic treatment is recommended for every patient diagnosed with G. intestinalis 

infection. The therapy is considered successful if a week after discontinuing the drugs, there 

are no G. intestinals in the patient's stool [18]. 

Granja Journal                                                                                               ISSN: 1390-8596

 https://lagranja.tel/                               Volume 8-Issue 12                                            Page 18.



 
 

Encephalitozoon intestinalis, E. cuniculi, Enterocytozoon bieneusi belong to a group 

of approximately 1,300 species of microorganisms that are obligate intracellular parasites. 

Representatives of microsporidia can be found all over the world except Antarctica. Of the 

hundreds of microsporidia species described, 17 can cause infections in humans.  

The most common species found in humans are E. intestinalis, E. cuniculi and 

Enterocytozoon bieneusi, responsible for 80-90% of all infections. The disease caused by 

microsporidia is called microsporidiosis. The first confirmed case of this disease dates back to 

1959. Microsporidiosis occurred sporadically in humans until the spread of HIV. Nowadays, 

the number of cases of microsporidiosis is increasing, most of them are AIDS patients or other 

patients with a weakened immune system, but there are also cases of the disease in 

immunocompetent people [19]. 

Microsporidia are organisms with no tissue specificity and can cause a variety of 

symptoms. The clinical form of microsporidiosis depends on the species, route of invasion and 

activity of the patient's immune system. In immunocompetent people, it takes the form of mild, 

self-limiting diarrhea. A serious course occurs in people with a weakened immune system 

(AIDS patients, transplant recipients); in this group, microsporidia cause chronic intestinal 

inflammation accompanied by diarrhea, malabsorption disorders and malnutrition. Cases of 

inflammation of the lungs, liver, kidneys, heart muscles, brain caused by microsporidia have 

also been described, and even generalized infections in which microsporidia attack cells of 

several organs at the same time [20, 21].  

Despite numerous studies, the mode of transmission of these organisms in humans has 

not been fully understood. The invasive form of microsporidia are spores that are highly 

resistant to unfavorable environmental conditions. Getting a spore into the eye or a wound, 

drinking contaminated water or food, or having sexual intercourse with an infected person can 

lead to microsporidiosis. The source of disputes in the human environment may be both humans 

and animals. Species that cause infections in humans have also been detected in other animals, 

e.g. Encephalitozoon intestinalis in pigeons, Encephalitozoon cuniculi in rabbits and dogs, and 

Tubulinosema and Anncaliia in insects. From the body of infected organisms, spores in urine 

or feces can enter water and food [19]. 

Prevention, as in the case of other parasites spread by the fecal-oral route, is based on 

compliance with the rules of personal hygiene. Boiling water, washing vegetables and fruit, and 

thoroughly cooking food. 
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Tapeworms  

Taenia solium, as a mature form, is a flatworm specific to humans. The intermediate 

host is pigs. It occurs all over the world except Antarctica, but the highest probability of 

infection with this parasite occurs in Latin American, African and eastern Asian countries. In 

Europe, the risk is negligible. The “armed” tapeworm can cause mild abdominal symptoms 

such as nausea and diarrhea, which is associated with the passage of proglottids. Infection can 

also lead to weight loss. Infection with this tapeworm occurs after eating undercooked or raw 

pork with larvae. Additionally, as a result of poor personal hygiene, humans may become 

infected with eggs excreted in the feces or tapeworm segments may enter the stomach through 

vomiting [22].  

Cysticercosis manifests itself rapidly, with convulsions, headaches, nausea, and visual 

disturbances. The key element of prevention is thorough thermal processing of pork, as well as 

veterinary control of meat reaching consumers [23]. Special precautions should be taken when 

traveling to countries known to be endemic to T. solium. Treatment of tapeworm is based on 

the administration of antiparasitic drugs. Preventing the spread of tapeworms involves 

composting human waste. 

Taenia saginata also belongs to flatworms specific to humans. The intermediate host 

is cattle. It is a cosmopolitan species found mainly in Eastern European countries, the 

Philippines and the Americas [24]. It causes tapeworm, which manifests itself as general 

weakness, discomfort, paroxysmal abdominal pain, anemia, skin rash and a number of digestive 

system ailments [25]. Infection occurs through the oral route by consuming raw beef with 

larvae. To protect against T. saginata infection, beef intended for consumption should be 

subjected to appropriate thermal treatment. Veterinary inspection of beef intended for food is 

also important. To reduce the spread of tapeworms, human feces should be properly disposed 

of and infected people should be treated. Pharmacological treatment involves administering an 

appropriate antiparasitic drug. 

Diphyllobothrium latum is a flatworm with a wide range of definitive hosts. It occurs 

focally in Europe, North America, Asia, the Arctic, Uganda and Chile, especially around lakes 

and estuaries. Diphyllobothriasis infection occurs through consumption of raw or undercooked 

freshwater fish, including cyprinids [26]. The infection is asymptomatic for a long time. Later, 

gastrointestinal symptoms, intestinal obstruction, diarrhea, abdominal pain, weight loss, and 

sometimes even megaloblastic anemia caused by vitamin B12 deficiency appear [27]. Preventive 

activities consist primarily in educating people and promoting changes in culinary habits, 
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stopping eating raw or semi-raw fish. However, the prevention of infection with the cutworm 

is difficult because it has a large reservoir of potential intermediate hosts [28]. Treatment of 

diphyllobotriasis is also an important element in preventing the spread of the parasite. The 

patient receives the antiparasitic drug niclosamide or praziquantel [29]. If anemia occurs as a 

result of infection with the flea beetle, vitamin B12 deficiency should be corrected with 

appropriate supplements after the parasite has been eliminated. 

Hymenolepis nana is another flatworm specific to humans. The entire development 

cycle takes place in one host. It is a cosmopolitan parasite, but it is more common in countries 

with a warm climate, e.g. the Mediterranean and Black Sea, southeast Asia, Central and South 

America [30]. This is due to the sensitivity of eggs to low temperatures. In these countries, the 

level of infestation in children can reach up to 10%.  

Dwarf tapeworm causes hymenolepiosis, which is usually asymptomatic. However, if 

symptoms of intense invasion occur, they include abdominal pain, vomiting, loss of appetite, 

headache, balance disorders, anorexia, anorexia, and general weakness [31]. In some people, 

this parasite can cause weight loss, and in people with weakened immunity, infection with it 

can last for years [32]. Infection most often occurs as a result of eating food or water 

contaminated with parasite eggs.  

The main assumptions of prevention include ensuring that food and water intended for 

consumption are not contaminated with invasive eggs. Additionally, in countries with a higher 

risk of infection, you should not eat food or drink water from an unverified source. This 

tapeworm has a short lifespan, so it often heals on its own without the need for drug therapy. 

 

Fluke  

Fasciolopsis buski is a trematode parasite responsible for intestinal fasciolosis [33] This 

fasciolosis is an endemic disease limited to Southeast Asia and Indonesia [34]. Studies on the 

incidence of this parasite in Thailand indicate that most cases occur in people aged 10 to 15, 

and the number of infected patients decreases as the age of people in the analyzed population 

increases [35].  

It is a disease characterized by diarrhea, abdominal pain, fever, intestinal obstruction 

and ascites, but it can also be asymptomatic. 

The invasive form is metacercariae, which settle on plants and can enter the human body 

by being eaten, where they mature into an adult form in the small intestine, which then produces 
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eggs [36]. Preventing a parasite infection involves food inspection. There are usually 15 to 20 

metacercariae on one plant, but their number can be up to 200 [37].  

To remove metacercariae from plant surfaces, plants can be dried, as the parasite's 

metacercariae cannot survive in a dry environment. At 27o C., the metacercelium of Fasciolopsis 

buski will die within 19 hours, and when exposed to solar radiation, they will not survive longer 

than 30 minutes. Another method to prevent infection is to place the plants in boiling water for 

two minutes, which will kill the metacercariae living on the plants.  

The basic method of reducing infections is not to eat directly collected aquatic plants 

without heat treatment. 

Gastrodiscoides hominis is a fluke, mainly a parasite of pigs, but it can also infect 

humans. The occurrence of this parasite has been reported in India, Pakistan, Myanmar, 

Vietnam, China, Kazakhstan and Russia [38]. A study of children in Assam, a town in northern 

India, showed an exceptionally high prevalence of this parasite among humans, the results 

showed that 41% of the subjects were carriers of this parasite [37]. Infected people may be 

exposed to mucous diarrhea, abdominal pain, or fever. 

People become infected with it by eating metacercariae along with infected fish or 

vegetables. The metacercariae eventually reach the cecum, where they mature and, after self-

fertilization, lay eggs that are excreted with the feces.  

The basic method of preventing infection is to refrain from eating unprocessed food 

straight from water; it is possible to reduce the risk of infection by holding vegetables in boiling 

water. Educational campaigns should also be carried out in areas where there is a risk of 

infection, aimed at making the community aware of the need to apply hygiene rules that can 

prevent infections. This is especially difficult in places where there is no wide access to treated 

water and there are habits of consuming raw plants passed down from generation to generation 

[39]. 

To combat G. hominis, it is necessary to act on four levels: environmental pollution 

should be limited, prevention principles should be followed to limit the spread of the disease 

by humans, the spread of the parasitic disease among animals should also be limited, and the 

population of the intermediate host, which are molluscs, should be controlled [39].  

Heterophyes heterophyes is a parasitic intestinal fluke of humans, carnivorous 

mammals and birds, found in the Far East and the Mediterranean basin, as well as in Greenland 

[40]. In Europe, research distinguishes Greece as an important hotspot of this parasite on the 

old continent [41]. It is one of the smallest human flukes. The disease caused by Heterophyes 

heterophyes is called heterophyosis. 
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H. heterophyes parasitizes in the small intestine, where it produces eggs that are excreted 

from the host's body along with the feces. Humans become infected orally by eating 

undercooked or raw fish containing H. heterophyes metacercariae. In the human body, parasites 

reach sexual maturity within one week.  

To protect against infection, avoid eating raw or undercooked fish. According to 

research, it is enough to heat the fish at 70 degrees Celsius for 10-15 minutes to inactivate the 

metacercariae [41]. 

An important element of infection prevention is the education of residents in areas where 

the parasite occurs. It is also important not to discharge feces into lakes and rivers, which 

prevents the development of the parasite.  

 

Nematodes 

Ascaris lumbricoides It is estimated that approximately 1 billion people worldwide are 

infected with human roundworm. This parasite is most abundant in tropical and subtropical 

climates, including: in South America, East Asia and Sub-Saharan Africa [42].  

Ascaris lumbricoides eggs are excreted with the host's feces into the ground, where after 

a few weeks they transform into invasive eggs. People become infected with them by ingesting 

them with infected vegetables or water. However, eggs can also be found on cutlery, hands or 

money [42, 43]. 

The infection is usually asymptomatic. Symptoms are mainly related to the migration 

of the larvae to the lungs and back to the intestine. Initially, when the parasites are in the lungs, 

respiratory symptoms may appear: fever, shortness of breath, dry cough, wheezing [44]. The 

larvae move from the lungs to the throat, are swallowed and reach the small intestine, where 

they transform into adults.  

The main symptoms of human roundworm infection manifested in the digestive system 

are nausea, vomiting and abdominal pain [44]. Symptoms such as insomnia, hives, allergic 

reactions and epilepsy-like symptoms are also possible. 

To prevent infection, you should pay special attention to personal hygiene - washing 

your hands before eating, trying to avoid contamination of used items with soil that may contain 

parasite eggs. It is also important to wash vegetables and fruits before eating them [16]. The 

main method of treatment is the use of antiparasitic drugs. Prevention of A. lumbricoides 

infection is the disposal of human excrement.  
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Strongyloides stercoralis causes strongyloidiasis [45]. In 2013, it was estimated that 

approximately 370 million people were infected with this roundworm [46]. It is endemic to 

Africa, Southeast Asia and South America [47]. 

Humans are infected actively through larvae that live in the soil and can enter the human 

body by penetrating the skin and mucous membranes. Then they move to the lungs, where they 

mature to the L3 stage, and after reaching the trachea, they are swallowed. The strongyloidiasis 

settles in the small intestine where it lays eggs, which hatch into rhabdit-like larvae that are 

excreted in the feces. Some of them in the intestinal lumen may mature into invasive Filaria-

like larvae and pierce the intestinal mucosa, leading to autoinvasion [48].  

The infection is often asymptomatic, but skin symptoms may appear, such as itching, 

swelling or the so-called “larva currens” caused by the migration of the parasite. Respiratory 

problems such as a burning sensation, cough and pneumonia-like symptoms are also 

uncommon. The appearance of the parasite in the intestine may manifest itself in abdominal 

pain, sepsis or ulcers [49]. 

The most effective way to protect against Strongyloides infection is to wash hands and 

maintain personal hygiene [48], and wear shoes. 

Ancylostoma duodenale is estimated to affect approximately 1.5 billion people 

worldwide [50]. It occurs in many places, including: Southern Europe, Africa, China and Japan 

[2]. 

Hookworm eggs are shed in the host's feces. Under appropriate conditions, they can 

transform into rhabdit-like larvae in the intestine or in the ground, and then into Filary-like 

larvae that can actively penetrate the skin into the blood vessels [50]. The larvae migrate with 

the blood to the alveoli of the lungs, from where they move to the trachea and then to the small 

intestine. There they mature and reproduce [51].  

In the initial stages of infection, when the parasite enters the body, symptoms such as 

skin irritation and itching or coughing appear. The last phase, when the hookworm is in the 

intestine, is manifested by abdominal pain and geophagia. In severe cases it causes anemia. 

To avoid infection with this parasite, wear shoes and maintain hygiene. Proper disposal 

of animal and human waste is also important [50]. In case of infection, antiparasitic drugs are 

administered [52].  

Necator americanus is the cause of the occurrence 95% of infections caused by 

hookworms, especially in school-age children from rural areas [53]. Due to the fact that it occurs 

mainly in North and South America and Australia, this parasite is known as the "New World 

hookworm". It occurs in tropical climates - it can also be found in Africa and Asia [54]. Humans 
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become infected through contact with soil, in which rhabdit-like larvae hatch and can pierce the 

skin. In this way they enter the blood vessels from where they pass to the lungs. They travel 

through the alveoli to the trachea and then to the small intestine, where they attach to the wall, 

mature and reproduce [55]. 

During the parasite's migration, breathing difficulties, coughing and vomiting may occur 

[56]. If the larva fails to penetrate the skin, it will remain in the skin, causing cutaneous larva 

migrans syndrome. It manifests itself with skin lesions with redness, swelling and itching [57].  

The main ways to avoid infection are by wearing shoes, washing hands, and drinking 

clean water [58]. In case of infection, antihelmintics are administered (59). 

Enterobius vermicularis causes threadworms. It occurs all over the world and it is 

estimated that throughout Europe, up to several dozen percent of children are infected with it 

each year [60].  

People become infected by transferring pinworm eggs on unwashed hands, food or 

objects to the mouth, from where the parasites enter the small intestine where they transform 

into mature forms. At night, females migrate to the anus area where they lay eggs, which can 

be carried from there on the host's hands to the mouth, leading to autoinvasion. Retroinvasion 

may also occur if larvae from the anus return to the small intestine. [61]. 

Symptoms depend on the host's immunity and the number of individuals. Mainly you 

may notice itching around the anus. In addition, abdominal pain and nausea may occur [40].  

The most important method of prevention is hygiene. You should wash your hands after 

relieving yourself and before eating. If infection occurs, washing in the morning can remove 

eggs from the anal area to prevent autoinfestation, and bedding, pajamas, and towels should be 

changed daily (62). Antiparasitic drugs are used for treatment [61]. 

Trichuris trichiura occurs all over the world. It is estimated that between 450 million 

and 1 billion children are infected. Trichuris eggs are shed in the host's feces into the soil, where 

they become invasive eggs [63]. Infection occurs via the fecal-oral route by consuming 

contaminated food or water containing invasive parasite eggs. The larvae hatch in the small 

intestine, from where they move to the large intestine, where they insert into its mucosa.  

Typical symptoms are abdominal pain, constipation and diarrhea. With a higher number 

of parasites, anal prolapse may occur, and in children it may also result in growth arrest, 

impaired cognitive development and anemia (64). The best way to prevent it is to maintain 

personal hygiene. It is also important to wash vegetables and fruits before eating them [65].  

Antihelmintics are used for treatment, but T. trichiura may often be more resistant to 

them than other parasites, making it difficult to cure [64]. 
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Trichinella spiralis is infected around the world 10 thousand people a year. This 

parasite causes trichinosis and occurs all over the world, in all climates [66]. However, it is 

rarely found in tropical climates [67].  

Infection occurs by eating raw meat containing encysted larvae. After being eaten, the 

larvae settle in the mucosa of the small intestine where they mature and then reproduce [68]. 

T. spiralis infection can be divided into two phases: the intestinal phase and the muscular 

phase. The intestinal phase may be asymptomatic or may include, among others: abdominal 

pain, diarrhea or constipation or fatigue. The extraintestinal phase begins 2 to 6 weeks after the 

larvae have been eaten. The severity of intestinal symptoms is influenced by the host's 

immunity, age and sex [69].  

To avoid infection with this parasite, you should eat meat that has undergone appropriate 

heat treatment (cooking for at least a minute at a temperature of at least 71 degrees Celsius or 

freezing) or, if you want to eat raw meat, choose only those that have been tested [70].  

The main preparations used to treat trichinellosis are antihelmintics. If administered 

within 3 days of infection, they can prevent the formation of encysted forms in the muscles 

[71]. 

 

SUMMARY  

The problem of parasites, despite their better and better understanding, still poses a 

serious threat to many people who do not follow the recommendations regarding proper 

hygiene. Particularly vulnerable are those areas of the globe where sanitary conditions have not 

improved for decades, these are poor areas and where knowledge about the threats resulting 

from infection with intestinal parasites is not completely widespread.  

In view of these facts, actions aimed at preventing humans from becoming infected with 

the described parasites should be intensified. These activities must be specifically targeted at 

those areas where the described threat is the greatest, i.e. places where intestinal parasites occur. 

Conflicts of Interest – None 
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