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Solid organ transplantations are lifesaving; however, 
they can pose major risks for illness and death from 

transplant-related complications, including infection 
with the parasite Strongyloides stercoralis. S. stercoralis is 
a parasitic nematode endemic in tropical and subtropi-
cal regions, including parts of the southeastern United 
States, and is estimated to affect 300–600 million persons 
worldwide (1–3). Risk factors for acquiring Strongyloides 
infection include living in or traveling to endemic re-
gions, activities involving direct skin contact with soil, 
living in long-term care or correctional facilities, and hu-
man T-lymphotropic virus 1 (HTLV-1) infection (1,4,5).

S. stercoralis nematodes have a unique autoinfec-
tion cycle that enables them to establish asymptomatic,  

chronic infections even in immunocompetent persons 
(1,4–6). Immunocompromised persons, including solid 
organ recipients, have increased risk for severe disease 
because of infection reactivation or donor-derived infec-
tion (6,7). Severe disease is characterized by hyperinfec-
tion syndrome or disseminated Strongyloides infection, 
or both, and can have high mortality rates that reach up 
to 90% (8,9). Ivermectin is the treatment of choice for 
strongyloidiasis and has high efficacy, achieving cure 
rates of up to 96% in clinical trials (6,10–13).

To reduce the risks associated with donor-derived 
infections, the Organ Procurement and Transplant 
Network (OPTN) in the United States added S. ster-
coralis screening to policy 2.9, Required Deceased Do-
nor Infectious Disease Testing, as part of the initiative 
to improve deceased donor evaluation for endemic 
diseases (14). This policy requires organ procurement 
organizations (OPO) to obtain serologic testing for 
S. stercoralis infection as part of the deceased donor 
evaluation process. The policy was approved in June 
2023 and implemented in October 2025; testing all 
donors in the interim was highly recommended (15). 
When new donor testing information indicating a  
positive test becomes available, the OPO must  
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Strongyloides stercoralis is a parasitic nematode endemic 
in tropical and subtropical regions, including parts of the 
southeastern United States, that can be transmitted via 
organ donation. As of October 2025, the Organ Procure-
ment and Transplant Network implemented new policy 
for screening in deceased US organ donors to reduce 
the risk for donor-derived Strongyloides infection. To as-
sess the potential effect of policy changes, we reviewed 
investigations of suspected transplant-related strongyloi-
diasis in the United States conducted by the Centers for  

Disease Control and Prevention and partners for solid or-
gan transplants occurring during 2012–2024. During that 
period, 21 proven donor-derived strongyloidiasis cases 
originated from 15 unscreened donors. Of donors who 
were screened, 31 seropositive donors resulted in iver-
mectin prophylaxis for 77 recipients, none of whom had 
disease develop. Our findings support the effectiveness 
of universal organ donor screening and prophylactic iver-
mectin treatment of recipients to prevent donor-derived 
Strongyloides infection.
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notify the transplant centers. When a potential donor-
derived disease transmission event is identified in a 
recipient, the transplant center must notify the OPO. 
The OPO then reports the suspected donor-derived 
infection case to OPTN in accordance with OPTN pol-
icy 15. Potential donor-derived transmission events 
reported to OPTN are reviewed by the ad hoc Disease 
Transmission Advisory Committee (DTAC) (16,17). 
The Centers for Disease Control and Prevention 
(CDC), as a member of DTAC, works with partners 
to routinely investigate pathogens of special interest, 
including S. stercoralis, as a public health response to 
ensure the ongoing safety of organ transplantation.

To assess the potential effect of implementing 
OPTN policy 2.9, we reviewed CDC-led investigations 
of transplant-related strongyloidiasis in the United 
States from 2012–2024. In addition, cases of confirmed 
donor-derived strongyloidiasis from 2023 and 2024 are 
described to emphasize the critical clinical features of 
S. stercoralis infection in organ recipients.

Methods

Data Compilation for Cases, 2012–2024
We extracted and reviewed records of suspected trans-
plant-related strongyloidiasis cases previously collect-
ed by CDC during routine public health investigations 
for information related to transplant procedures and 
infection status of organ donor recipients. Data sourc-
es for descriptive analysis included case summary 
reports, donor and recipient demographic and clini-
cal information as provided by OPOs and transplant 
hospitals, and laboratory test results collected during 
CDC-investigated cases of transplant-related strongy-
loidiasis. Donor information included age, sex, birth-
place, exposure risks, Strongyloides serology testing re-
sults, and organs transplanted. Recipient information 
included time of symptom onset, time of diagnosis, 
testing results, exposure risks, and outcome at follow-
up. We extracted the data by using a standardized Mi-
crosoft Excel (Microsoft, https://www.microsoft.com) 
data abstraction template and compiled the data in a 
database for descriptive analysis.

Data Analysis
We reviewed the database of CDC-led case investi-
gations from 2012–2024 to assess the potential effect 
of OPTN policy 2.9 by examining donor screening 
practices, donor risk characteristics, and recipient 
characteristics and outcomes to evaluate how uni-
versal donor screening could address gaps in iden-
tifying infected donors. We analyzed the data by 
using Microsoft Excel to generate frequency counts 

and proportions of donor and recipient variables. 
Variables analyzed include the year of transplant; 
donor age, sex, and birthplace; donor and recipient 
pretransplant and posttransplant testing results; the 
number of recipients and type of organ transplant-
ed; and the recipient’s clinical course and outcome 
(Appendix Table 1, http://wwwnc.cdc.gov/EID/
article/32/7/26-0747-App1.xlsx). We used the clini-
cal, laboratory, and epidemiologic data to assign a 
case determination to each organ recipient accord-
ing to our case definitions (Figure; Appendix Table 
2). We applied this approach to maintain consistency 
in classification. Case determinations were assigned 
by 1 independent reviewer and reassessed by 2 other 
independent reviewers by using predefined criteria 
(Figure; Appendix Table 2). We resolved discrepan-
cies by consensus. The case definitions were proven, 
probable, possible, inconclusive, excluded, interven-
tion without documented transmission, and no in-
tervention no disease transmission (Appendix Table 
2). We excluded investigations that did not have 
sufficient evidence of S. stercoralis infection in the 
donor and recipients from analysis. For analytical 
purposes, we classified donors as originating from 
countries considered endemic for S. stercoralis nem-
atodes on the basis of CDC and the World Health 
Organization epidemiologic descriptions of regions 
with documented sustained transmission.

We describe investigations assigned as proven 
donor-derived infections in 2023 and 2024 for each 
donor and transplant-related strongyloidiasis recipi-
ent, corresponding to the period after policy approval 
and before full implementation across OPOs. Descrip-
tions included donor and recipient data such as de-
mographics, exposure risk factors, S. stercoralis and 
other diagnostic testing, treatment, and clinical course 
and outcomes that were previously collected as rou-
tine reporting for transplant procedures. This activity 
was reviewed by CDC, deemed not research, and was 
conducted consistent with applicable federal law and 
CDC policy (45 CFR part 46.102(l)(2), 21 CFR part 56; 
42 USC §241(d); 5 USC §552a; 44 USC §3501 et seq.).

Results

Investigations from 2012–2024
During 2012–2024, CDC led 72 investigations of po-
tential transplant-related strongyloidiasis involving 72 
donors and 227 solid organ recipients. For this report, 
we excluded 8 investigations from analysis for lack 
of supportive evidence of S. stercoralis infection in the 
donor and recipients. The remaining 64 investigations  
available for analysis involved 64 donors (63 deceased 
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and 1 living) and 197 recipients (Table); Appendix Ta-
ble 1). Among the donors, 69% (n = 44) were male and 
31% (n = 20) were female. Donors were 13–67 (median 
46) years of age. Of donors, 53% (n = 34) were from 
countries other than the United States with document-
ed endemic transmission of S. stercoralis nematodes, 
14% (n = 9) of donors were born in the southeastern 
United States, 17% (n = 11) of donors were born in 
other parts of the mainland United States, 9% (n = 6) 
of donors were from Puerto Rico, and 6% (n = 4) of 
donors had an unknown country of origin.

Specimens were submitted for serologic testing 
on 83% (n = 60) of the 72 donors. Of those, 53% (n = 
32) were tested by the OPO referral laboratory at the 
time of organ procurement. Another 47% (n = 28) of 
specimens were tested by the OPO referral laboratory 
or CDC after transplant in response to reported re-
cipient infection. For the remaining 4 of 64 investiga-
tions, donor specimens were not tested. Three of the 4 
donor specimens were not tested because confirmato-
ry serologic testing was unavailable at that time and 
because the samples did not meet the storage time re-
quirements for testing at the OPO’s contracted labo-
ratory. For donor specimen 4, the OPO determined 
the recipient’s infection was because of reactivation 

rather than donor-derived transmission and therefore 
did not test or send a sample to CDC for testing.

The investigations included 197 recipients who 
received solid organ transplants with a total of 212 
organs transplanted (Table); Appendix Table 1). 
Among the recipients, 183 received a single organ 
and 14 received multiple organs during transplanta-
tion. The most frequently transplanted organs were 
the kidneys (55%, n = 108) and liver (24%, n = 48). 
A heart was transplanted in 24 patients (12% of to-
tal recipients), 21 as a single organ and 3 as part of 
a multiorgan transplant. Of the heart transplant re-
cipients, 7 acquired donor-derived strongyloidiasis 
and 2 tested seropositive for S. stercoralis infection on 
serum samples collected before transplant, consistent 
with pretransplant infection, and subsequently expe-
rienced reactivation posttransplant. The remaining 
heart recipient outcomes are provided (Table 1). Less 
frequently transplanted organs include lungs and 
other multiorgan combinations.

On the basis of the case determination algorithm 
(Figure), 11% (n = 22) of cases met the definition of 
proven transmission, characterized by confirmed S. 
stercoralis infection in both the donor and >1 recipient,  
with documented absence of pretransplant infection 

Figure. Case determination algorithm used for analysis in the Centers for Disease Control and Prevention investigations of 
potential donor-derived strongyloidiasis, United States, 2012–2024. Each investigation begins with a trigger, either recipient positive 
posttransplant (1) or donor positive (2), and follows the algorithm to a designated case determination based on clinical, laboratory, and 
epidemiologic data and our case definitions. Determination categories include proven, excluded, NINDT, IWDT, probable, possible, and 
inconclusive cases. IWDT, intervention without disease transmission; NINDT, no intervention and no disease transmission.

S. stercoralis Infections in Organ Recipients
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in the recipient. Three (2%) cases were classified as 
probable transmission because evidence strongly 
suggested donor origin but not all criteria for proven 
transmission were fulfilled. Possible transmission 
was identified in 1 (0.5%) case; transmission was sus-
pected but the available evidence was insufficient to 
meet the criteria for proven or probable. Among the 
26 proven, probable, and possible cases, the most fre-
quently transplanted organ was the kidney (46%, n 
= 12 cases), followed by the heart (27%, n = 7 cases). 
We excluded 10 (5%) cases on the basis of evidence 
indicating the recipient had reactivated chronic in-
fection acquired before transplant or new infection 
acquired posttransplant. The organs most frequently 
transplanted in the excluded cases were the lungs 
(40%, n = 4 cases). In 63% (n = 125) of cases, recipi-
ents received treatment posttransplant and had no 
observed transmission; we categorized those cases as 
intervention without disease transmission. In 9% (n = 
17) of cases, we could not determine the strongyloi-
diasis cause or we assigned the case to another clas-
sification; we designated those cases as inconclusive. 
Of the inconclusive cases, kidneys (65%, n = 11 cases) 
were the most frequently transplanted organs. The re-
maining 10% (n = 19) of cases received no prophylaxis 
and no transmission was documented; we assigned 
those cases no intervention no disease transmission 
status. Complications related to strongyloidiasis re-
sulted in the death of 5% (n = 10) of recipients.

In the proven and probable investigations, 15 do-
nors were from non-US countries and 4 donors were 
from the United States and Puerto Rico. Among the 
25 affected recipients, 32% (n = 8) died because of 
complications related to strongyloidiasis. Since the 
approval of policy 2.9 in 2023, there were 5 proven 
cases and 1 probable case of donor-derived infections 
involving 5 unscreened donors.

Proven Donor-Derived Public Health  
Investigations, 2023–2024
The following select, proven investigations occurred 
after June 26, 2023, when OPTN approved policy 2.9, 
emphasizing ongoing gaps in screening protocols 
and the need to implement universal donor screen-
ing across all OPOs to prevent future donor-derived 
strongyloidiasis. Transplant case identifiers corre-
spond to those listed in Appendix Table 1.

Transplant Case Identification 2023-3
The donor was a 33-year-old man born in Guatema-
la. The OPO performed S. stercoralis serology at the 
time of death, and results were reported positive 3 
days later. The transplant centers of all 4 recipients 

Table. Summary of investigations of potential donor-derived 
strongyloidiasis, United States, 2012–2024* 
Donor and recipient information Total 
Donors 64 (100) 
 Median age (range), y 46 (13–67) 
 Sex  
  M 44 (69) 
  F 20 (31) 
 Birthplace  
  International 34 (52) 
  United States 26 (41) 
  Unknown 4 (6) 
 Serologic testing  
  Yes 60 (94) 
  No 4 (6) 
 Total organs transplanted 212 
Recipients 197 (100) 
 Organs per recipient  
  1 183 (93) 
  2 12 (6) 
  3 1 (0.5) 
  4 1 (0.5) 
 Recipients by organ types transplanted  
  Right kidney 50 (25) 
  Left kidney 45 (23) 
  Liver 44 (22) 
  Heart 21 (11) 
  Lung, unspecified 7 (4) 
  Right lung 6 (3) 
  Left lung 6 (3) 
  Kidney, unspecified 4 (2) 
  Bilateral lung 4 (2) 
  Left kidney and pancreas 3 (1.5) 
  Liver and left kidney 2 (1) 
  Kidney and pancreas 1 (0.5) 
  Heart and left kidney 1 (0.5) 
  Heart and lung 1 (0.5) 
  Heart, liver, and left kidney 1 (0.5) 
  Liver, left kidney, pancreas, and bowel 1 (0.5) 
 Posttransplant strongyloidiasis diagnosis  
  Positive 43 (22) 
  Negative 31 (16) 
  Unknown 123 (62) 
 Case determination  
  Proven 22 (11) 
  Probable 3 (1.5) 
  Possible 1 (0.5) 
  Excluded 10 (5) 
  No intervention, no disease transmission 19 (10) 
  Intervention without disease transmission 125 (64) 
  Inconclusive 17 (9) 
 Outcome at follow-up  
  Alive 167 (85) 
  Deceased 15 (8) 
  Unknown 15 (8) 
 Heart transplant recipients  
  Recipients 24 
  Single-organ  21 
  Multi-organ  3 
 Case determination among heart transplant recipients 
  Excluded, reactivation 2 
  Proven 7 
  Inconclusive 3 
  Intervention without disease transmission 10 
  No intervention, no disease transmission 1 
  Excluded, unknown 1 
*Values are no. (%) except as indicated. Heart transplant recipients are 
presented separately for descriptive purposes and were not analyzed as a 
distinct risk group. 
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were notified. Of the 4 recipients, the liver, right kid-
ney, and left kidney recipients received prophylactic 
ivermectin; none reported disease development. The 
heart recipient did not receive prophylaxis. At 11 
weeks posttransplant, the heart recipient reported a 
2-week history of decreased appetite, abdominal pain, 
bloating, and diarrhea and was hospitalized. Fecal 
ova and parasite examination was positive for S. ster-
coralis infection. Upon receipt of the positive result, 
the heart recipient was administered ivermectin. De-
spite medical intervention, the recipient’s condition 
declined, leading to death at 87 days posttransplant. 
The recipient’s pretransplant serology was negative 
for S. stercoralis infection, supporting the absence of 
detectable infection before transplantation. The re-
cipient was born in China and arrived in the United 
States 4 years before the heart transplant. Although 
the donor screening result was communicated 1 day 
posttransplant, the message did not reach the ap-
propriate members of the heart transplant team, and 
prophylactic ivermectin was not administered. Cor-
rective measures have been established to improve 
communication and follow-up in the future.

Transplant Case Identification 2024-1
The donor was a 52-year-old woman originally from 
Guatemala. She traveled to Guatemala most recently in 
2022 and had no other travel history. She was not tested 
for S. stercoralis infection before the time of organ trans-
plant in recipients. A serum sample from the donor 
was submitted for testing after the heart and left kid-
ney recipients’ diagnosis of strongyloidiasis. Results of 
S. stercoralis IgG ELISA testing were positive at both the 
OPO referral laboratory and CDC. Organs transplant-
ed were heart, right and left kidneys, lung, and liver.

The heart recipient was born in OPTN region 1 
(Northeast United States, New England region) and 
resided in region 10 (Midwest United States, Great 
Lakes region) at the time of transplant. The recipi-
ent traveled to a state in region 11 (Southeast United 
States, southern Atlantic region) and had no other re-
cent travel or exposure risks. The result of a S. sterco-
ralis antibody test in the heart recipient was negative 
pretransplant. On day 62 posttransplant, the heart re-
cipient complained of worsening pain, nausea, and di-
arrhea. Intestinal biopsy on day 69 posttransplant and 
skin biopsies on day 75 posttransplant revealed acute 
duodenitis with S. stercoralis organisms and cutaneous 
strongyloidiasis. Serology and fecal ova and parasite 
microscopic examination were positive for S. stercoralis 
infection on day 75 posttransplant. Bronchoscopy with 
bronchoalveolar lavage (BAL) demonstrated diffuse 
alveolar hemorrhage, and Strongyloides larvae were 

observed in BAL cultures. The recipient was treated 
for disseminated strongyloidiasis with oral ivermectin 
before transitioning to subcutaneous ivermectin. Other 
conditions included vancomycin-resistant Enterococcus 
bacteremia, pneumonia, and suspected meningitis. As 
of 89 days posttransplant, the recipient remained in the 
intensive care unit requiring ventilator support. Ab-
normal mental status, encephalopathy, and delirium 
were observed. At follow-up 118 days posttransplant, 
the recipient continued to be hospitalized and was 
slowly improving.

The left kidney recipient was a resident of OPTN 
region 10, had no recent travel history and had pre-
transplant serology negative for Strongyloides antibod-
ies. On day 67 posttransplant, the recipient reported 
complaints of intractable vomiting and nausea. Stron-
gyloides larvae were observed in sputum cultures and 
fecal samples were positive for S. stercoralis larvae. 
The recipient was treated with oral albendazole for 
27 days and oral ivermectin for 2 days, then subcu-
taneous ivermectin for 25 days. Complications expe-
rienced by the recipient included respiratory failure, 
septic shock, encephalopathy, bacteremia, and fluid 
accumulation around the transplanted kidney. At 
follow-up 97 days posttransplant, the recipient re-
mained in the ICU.

Pretransplant and posttransplant serum samples 
from the right kidney and lung recipients were not 
tested, and both recipients were given ivermectin. 
The liver recipient’s pretransplant and posttransplant 
serology were negative, and the recipient was also 
treated with ivermectin.

Transplant Case Identification 2024-2
The donor was a 33-year-old Hispanic man who was 
born in and resided in Honduras until 17 years of age, 
when he moved to the United States. Prior to organ 
donation, he was not screened for S. stercoralis infec-
tion. After notification of strongyloidiasis in the heart 
recipient, the archived donor serum was tested by 
the OPO referral laboratory with a positive result for 
Strongyloides antibodies and subsequently tested neg-
ative at CDC. This discordance is likely attributable 
to differences in assay methodologies, antigens used, 
and assay performance. Donor organs transplanted 
include heart, right and left kidneys, and liver.

The heart recipient was from OPTN region 9 
(Northeast United Sates, including New York and 
western Vermont), did not have international travel or 
exposure risk for S. stercoralis infection, and had serum 
samples that were negative when tested pretransplant. 
At 161 days posttransplant, the heart recipient reported  
complaints of abdominal pain, nausea, and weight 

S. stercoralis Infections in Organ Recipients



RESEARCH

1138	 Emerging Infectious Diseases • www.cdc.gov/eid • Vol. 32, No. 7, July 2026

loss. Clinical course was complicated by diffuse pul-
monary disease characterized by extensive nodular 
and reticulonodular opacities, pulmonary hemor-
rhage, and multi–organ system involvement, includ-
ing renal failure and anemia requiring blood trans-
fusions. The recipient was treated with antimicrobial 
drugs and steroids for possible Pneumocystis pneu-
monia. A commercial metagenomic molecular test 
identified S. stercoralis DNA in plasma, which was 
confirmed by identification of Strongyloides larvae in 
a BAL sample. Treatment with oral ivermectin and 
albendazole was initiated 171 days posttransplant, 
and the patient was transitioned to subcutaneous 
ivermectin. After initiation of ivermectin therapy, the 
heart recipient experienced cerebral edema and poor 
neurologic function and was placed on veno-venous 
extracorporeal membrane oxygenation and continu-
ous renal replacement therapy because of worsening 
clinical status. At 274 days posttransplant, the recipi-
ent had a tracheostomy, remained on continuous re-
nal replacement therapy, regained consciousness, 
and could communicate. 

Pretransplant serum from the left and right kid-
ney recipients could not be tested, and posttransplant 
serology was negative. Both recipients received iver-
mectin. The liver recipient died from causes unrelated 
to strongyloidiasis and could not be tested.

Discussion
Donor-derived infections are a rare but serious com-
plication of solid organ transplantation (17–19). Para-
sitic infections, particularly with S. stercoralis, can be 
fatal in recipients, often because of delayed diagnosis 
(2,8,17). To reduce risk, professional society guide-
lines have recommended targeted screening of de-
ceased donors on the basis of epidemiologic risk fac-
tors such as country of origin (2,8,20,21). However, 
adherence to screening protocols for S. stercoralis in-
fection in organ donors remained suboptimal. In 2016, 
only 10% of OPOs reported screening donors on the 
basis of risk factors, and by 2019, only 24% had ad-
opted either targeted or universal screening protocols 
(22,23). In the cases investigated (Appendix Table 1), 
50% donors were not screened before transplant. Of 
those, 94% had epidemiologic risk factors, and 40% 
of donors transmitted S. stercoralis infection to 18 re-
cipients, leading to 3 strongyloidiasis-related deaths.

More recently, the OPTN added universal S. 
stercoralis screening to policy 2.9 (14). Implementing 
universal screening, which involves testing all do-
nors regardless of epidemiologic risk, could reduce 
variability in the application of screening guidelines. 
Testing all donors would also address the limitations 

of targeted screening, which might miss donors with 
unrecognized risk, and help prevent severe disease 
that is difficult to treat. In the time between policy 2.9 
approval and implementation, donor-derived Stron-
gyloides infections continued to occur, with 2 investi-
gations involving donors from endemic regions who 
were not screened at the time of organ procurement. 
In both cases, multiple recipients had serious compli-
cations of hyperinfection and disseminated disease, 
including respiratory failure, sepsis, encephalopathy, 
and prolonged ICU stays.

In our investigations, 9 donors and 4 recipients 
were positive for S. stercoralis infection and lacked 
international travel history, suggesting S. stercoralis 
infection was acquired in the United States (Appen-
dix Table 1). S. stercoralis nematodes have been docu-
mented in parts of the Appalachian region since the 
1940s and more recently in several other US states 
(24–31). However, S. stercoralis infection is not nation-
ally notifiable or reportable in any state, and current 
comprehensive national data remain scarce (31,32). 
Therefore, the true prevalence and geographic dis-
tribution are unknown, complicating accurate risk 
assessment and limiting the feasibility of targeted 
screening strategies. The 9 donors described here 
lived in US regions historically found to have Stron-
gyloides transmission or had identifiable risk factors 
such as incarceration, communal living, or occupa-
tional exposure, and some had history of both US re-
gion residence and other risk factors. Donor histories 
might have been incomplete and lacked documen-
tation of exposure risk factors and therefore donor 
screening was not undertaken (19,33). Screening all 
donors, even those with unrecognized risks, would 
help prevent donor-derived infection and identify 
potential donors who might have acquired S. sterco-
ralis infection in the United States.

Screening for S. stercoralis infection enables early 
identification of seropositive donors. Organs from se-
ropositive donors have been successfully transplanted 
without adverse outcomes when recipients received 
prophylactic treatment (19,34–36). Although serologic 
tests might produce false positives in a low prevalence 
population, this should not preclude safe organ use 
(2,37). Treating recipients with ivermectin is a well-tol-
erated and effective low-risk intervention (6,15,38,39). 
Our assessment identified 31 of 32 screened donors 
who were seropositive, prompting prophylactic iver-
mectin treatment in 77 recipients. No disease was re-
ported in those recipients at follow-up. The success of 
universal screening is contingent on timely and accu-
rate communication of positive results. In 3 investiga-
tions with a positive donor, communication errors led 
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to 4 recipients not receiving prophylactic ivermectin, 
resulting in deaths attributable to strongyloidiasis. In 
contrast, other recipients from the same donors were 
treated after donor screening and remained disease-
free, suggesting that screening might have prevented 
donor-derived strongyloidiasis in these recipients. The 
recipient outcomes observed emphasize the impor-
tance of donor screening to identify seropositive do-
nors, timely effective communication of results, and 
early ivermectin treatment.

The first limitation of our study is that the ret-
rospective design of the analysis is limited by the 
availability and accuracy of historical records. Do-
nor and recipient risk factors, travel histories, and 
testing results might have been incompletely docu-
mented. Those factors might have affected the abil-
ity to definitively assign appropriate case determi-
nation. Second, the scope of this report is limited to 
CDC-led investigations and might not represent all 
donor-derived strongyloidiasis cases in the United 
States from 2012–2024. Third, serology methods 
used for donor screening, although valuable, have 
inherent limitations. Sensitivity and specificity of 
commonly used serologic tests can vary by assay 
and reference standard. Reported sensitivities range 
approximately from 70% to 95%, whereas specifici-
ties are generally high, ranging from ≈90% to 99% 
(40–42). False positives can occur in low prevalence 
populations or from cross reactivity with other nem-
atodes, whereas false negatives are possible in immu-
nocompromised persons and hemodiluted samples. 
Last, our analysis primarily includes investigations 
conducted before the approval of policy 2.9, which 
limits our ability to determine the direct measurable 
effect of the policy on donor screening practices and 
recipient outcomes; however, the 2 cases described 
from 2023 and 2024 highlight the importance of  
screening donors.

In conclusion, universal screening of all donors, 
regardless of risk, is expected to reduce donor-de-
rived strongyloidiasis in recipients by providing early 
detection, timely preventative intervention, and help 
reduce severe disease that is difficult to treat. Future 
comparative analyses should be performed to evalu-
ate the effect of S. stercoralis screening implementation 
across OPOs prepolicy and postpolicy implementa-
tion and associated recipient outcomes. Our analysis 
confirms support of universal S. stercoralis screening 
of US solid organ donors. 
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