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Abstract
Pulmonary diseases associated with parasitic infections 
of the lung are unusual. However, the rise in immunosup-
pressive conditions such as HIV/AIDS, use of antineoplas-
tic agents and post-transplant medications as well as the 
phenomenon of globalization and migration, has raised its 
prevalence both in immunocompromised and immunocom-
petent individuals. Tropical pulmonary eosinophilia (TPE) 
is a neglected tropical disease of predominantly filarial en-
demic countries caused by a hypersensitivity response to 
antigens from microfilariae of Wuchereria bancrofti and Bru-
gia malayi. The disease affects less than 1% of patients with 
lymphatic filariasis, mainly young adult males. It has a slow 
onset of several months with respiratory symptoms mainly 
fever, cough, dyspnea and wheeze. The current criteria for 
the diagnosis of TPE include history supportive of exposure 
to lymphatic filariasis, nocturnal cough and dyspnea, pulmo-
nary infiltrates in chest x-ray, elevated peripheral blood eo-
sinophils and serum IgE levels, increased titers of anti-filar-
ial antibodies and clinical response to diethylcarbamazine 
which is the standard treatment. When treated, the majority 
of patients recover clinically and functionally, however, a 
small group of patients develops features compatible with 
pulmonary interstitial fibrosis which encompasses a worse 
prognosis and ultimately a premature death. More research 
is necessary to understand the immunopathology of this dis-
ease and consequently improve our tools for early diagnosis 
and timely treatment.
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represent an important cause of morbidity, especially 
in tropical countries. Lung involvement is not common 
except in patients with immunosuppressive conditions 
such as malnutrition, autoimmune diseases, cancer and 
HIV infection. Additionally, an increase in the prevalence 
of these diseases has also been observed in developed 
countries mostly due to globalization and migration, 
hence the importance of their early recognition and 
timely treatment.

Lymphatic filariasis is a neglected tropical disease 
caused by nematodes of the Filaroidea family, the 
most important in humans being Wuchereria bancrofti 
(Figure 1a), Brugia malayi (Figure 1b) and Brugia timori. 
One-third of the cases of W. bancrofti filariasis have 
been reported in Africa, another third in India and 
the rest in South Asia, Pacific Rim and parts of Central 
and South America. Brugia species are reported to 
be present in South and Southeast Asia, in particular 
China, India, Indonesia, Malaysia, Timor, Sri Lanka, 
Thailand and Vietnam [1]. Elephantiasis is the most 
common clinical manifestation of the disease which 
results from obstruction of lymphatic vessels and the 
consequent lymphedema. In the year 2000, there 
were more than 120 million people infected with these 
mosquito-transmitted parasites and there are now 
more than 947 million people in 54 countries at risk 
requiring prophylactic treatment to stop the spread 
of the disease [2]. The World Health Organization has 
launched the Global Programme to Eliminate Lymphatic 
Filariasis (GPELF) with the aim of global elimination of 
lymphatic filariasis as a public health problem by the 
year 2020. The strategy behind this program includes 
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malayi larvae are smaller; females measure 43 to 55 
mm in length and 130 to 170 μm in width and males 
13 to 23 mm in length and 70 to 80 μm in diameter). 
The adult forms migrate to the lymph nodes where they 
can remain for 5 to 10 years. The copulation of adult 
larvae results in microfilariae measuring 244 to 296 
μm in length and 7.5 to 10 μm in width (in the case of 
Brugia malayi, the microfilariae measure 177 to 230 
μm in length and 5 to 7 μm in width). These parasites 
are released into the blood with nocturnal periodicity, 
having an average life span of 3 months to 3 years. Once 
an insect bite occurs in a person with microfilariae in 
the blood, the parasite loses its cover and migrates to 
the wall of the proventriculus and the cardiac portion of 
the midgut until reaching the thoracic muscles. There, 
microfilariae develop into first-degree larvae and follow 
their evolution to third-degree larvae. Third-degree 
larvae migrate through the hemocoel into the proboscis 

large scale preventing chemotherapy with albendazole 
+ ivermectin or diethylcarbamazine citrate annually to 
high-risk populations as well as morbidity management 
and disability prevention activities.

Life Cycle of W. bancrofti and B. malayi (Figure 2)
The life cycle of both types of filarias is very similar. 

In both cases, adult helminths are responsible for the 
clinical manifestations of lymphatic filariasis. Once the 
vector insect bites (the vectors include mosquitoes from 
the genera Anopheles, Culex, Aedes and Mansonia), 
third-stage larvae migrate through the skin into the 
cutaneous lymphatic vessels. The larvae begin their 
maturation process within the lymphatic system taking 
approximately 6 to 12 months to become adults. The 
resulting female larvae measure 80 to 110 mm in length 
and 0.24 to 0.30 mm in diameter while males measure 
40 mm in length and 0.1 mm in diameter (adult Brugia 

         

Figure 1: a) Microfilaria of W. bancrofti in a thick blood smear stained with Giemsa; b) Microfilaria of B. malayi in a thin blood 
smear stained with Giemsa.

         

Figure 2: Life cycle of W. bancrofti and B. malayi.
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phil-induced cytokine responses are probably responsi-
ble, in part, for parasite clearance [10,13]. Sharma, et 
al. in a mouse model of TPE, demonstrated that lung 
eosinophils upregulate their levels of Ficolin-A, a lectin 
molecule associated with the activation of the comple-
ment system which participates in the process of para-
site clearance [14]. Opsonization by antifilarial antibod-
ies is also involved in microfilariae clearance. In some 
susceptible individuals, the presence of trapped micro-
filariae in the pulmonary circulation [15,16] or their anti-
genic products [17,18] generate an overactive systemic 
and compartmentalized pulmonary TH2 response char-
acterized by elevated levels of IL-4, IL-5, polyclonal and 
filarial-specific IgE and IgG antibodies and massive pul-
monary eosinophilia [19,20]. In contrast to patients who 
develop TPE, most individuals who live in filarial-endem-
ic regions and who often are subject to recurrent filarial 
infections usually show suppressed immune responses 
and minimal clinical symptoms [21]. Eosinophils can 
also have damaging effects on the host during parasite 
infection particularly in the lung [10,22,23]. In patients 
with acute TPE, eosinophils are found to be 12-fold 
more concentrated in the lower respiratory tract and 
persistently activated and degranulated [21]. O´Bryan, 
et al. have shown that eosinophil-derived neurotoxin is 
selectively increased both systemically and in the lungs 
of individuals with TPE [11]. EDN is an eosinophil-associ-
ated RNase with a prominent role in host defense pro-
moting leukocyte activation, migration, and chemotaxis 

[24]. Additionally, EDN has a direct damaging effect on 
the airway epithelium. This RNase also participates in 
the immunopathogenesis of other eosinophil-associat-
ed diseases such as asthma [25-27], cow´s milk allergy 

[28] and eosinophilic esophagitis [29]. In conclusion, the 
precise role of eosinophils in the development of TPE is 
still largely unknown.

of the mosquito and are kept there until a new bite and 
consequent infestation of a new host occurs [3,4].

Tropical Pulmonary Eosinophilia
Pathogenesis and pathophysiology: Tropical 

pulmonary eosinophilia (TPE) is the result of a 
hypersensitivity reaction to the microfilariae of 
Wuchereria bancrofti and Brugia malayi trapped in the 
pulmonary microcirculation. As a disease, it was first 
described in 1943 in India by Weingarten in patients 
with suspected tuberculosis who had “spasmodic 
bronchitis”, eosinophilia and fine spotting on chest 
radiography [5].

TPE occurs in < 1% of patients with lymphatic filariasis, 
particularly in young adult males, with a male to female 
ratio of 4:1. Although it primarily affects the lung, 
approximately 7% of the patients show extrapulmonary 
and extralymphatic manifestations [6]. In the natural 
history of the disease, pulmonary pathological findings 
include 1) acute eosinophilic infiltration in the form 
of eosinophilic bronchopneumonia (Figure 3), 2) 
eosinophilic abscesses or a mixed cellular infiltrate 
(eosinophils and histiocytes) which appear 6 months 
to 2 years after infection and 3) in some chronic cases, 
the development of interstitial, peribronchial and 
perivascular fibrosis associated with the presence of 
histiocytes [7].

The exact pathogenesis of TPE is still unclear. Eosin-
ophils are immune cells necessary for filarial nematode 
clearance [8-10]. Eosinophilic granule proteins such as 
eosinophil cationic protein (ECP), eosinophil-derived 
neurotoxin (EDN), major basic protein 1 (MBP-1) and 
eosinophil peroxidase (EPO) show helminthotoxic activ-
ity in vitro [11,12], however, in vivo studies demonstrate 
that these proteins are not sufficient for microfilariae 
clearance and that the downstream effects of eosino-

         

Figure 3: Haematoxylin and eosin stain low (C, 200X) and high (D, 400X) magnification views of lung biopsy specimen 
showing eosinophilic infiltration of alveolar spaces [82].
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the restrictive ventilatory defect and/or continued em-
bolization of dead microfilariae in the lung capillaries 

[41,42]. Other cardiovascular manifestations that may 
be present include electrocardiographic abnormalities, 
pericarditis and pericardial effusion [43,44].

Diagnosis
Differentiation of TPE from other parasitic helminth 

infections that present with eosinophilia and pulmonary 
symptoms such as strongyloidiasis, ascariasis, 
paragonimiasis, ancylostomiasis, toxocariasis and 
schistosomiasis [45,46] and gastrointestinal helminth 
infections that manifest as TPE-like syndrome [47] 
is important. The current diagnostic criteria for TPE 
include history supportive of exposure to lymphatic 
filariasis in an endemic area, nocturnal cough and 
dyspnea, pulmonary infiltrates in chest x-ray, elevated 
peripheral blood eosinophils (> 3 × 109 cells/L), elevated 
serum IgE levels (> 1000 kU/L), increased titers of filarial 
specific serum IgG1, IgG4 and IgE antibodies and clinical 
response to diethylcarbamazine [48]. An Og4C3 and 
a Bm-SXP-1 antigen ELISA test has been developed 
and shows high sensitivity and specifity to detect W. 
bancrofti [49] and B. malayi infections [50], respectively. 
Also, RT-PCR assays have proven to be equally sensitive 
to conventional parasitological methods for detection 
of these parasites [51]. However, assays for detection of 
circulating filarial antigens as well as molecular diagnostic 
methods are currently not approved by the US Food and 
Drug Administration. In the differential diagnosis, non-
infectious causes of eosinophilia are to be considered 
and these include drug hypersensitivity, asthma, allergic 
rhinitis, allergic bronchopulmonary aspergillosis, acute 
eosinophilic leukemia and myeloproliferative disorders 

[52]. 

Chest radiology
The most common chest radiology finding is bilateral 

fine diffuse reticulonodular opacities in the middle 
and lower lung zones [53] (Figure 4). Some patients 
may show fine mottling similar to the radiological 
findings of miliary tuberculosis (Figure 5). However, 
20% of patients have normal chest radiograph [39]. 
In advanced disease, honeycomb changes typical of 
pulmonary fibrosis may be seen. Other unusual findings 
include consolidation [54], lung masses [55], cavitation 

[56], hydropneumothorax [57] and pleural effusion [58]. 
CT scan of the thorax show reticulonodular pulmonary 
opacities (Figure 6), bronchiectasis, air trapping and 
mediastinal lymphadenopathy [59,60]. Chest radiology 
findings usually disappear with treatment but up to 40% 
of patients still show radiographic abnormalities after 
one month of treatment [61].

Pulmonary function tests
In acute TPE, a mild to moderate obstructive ventila-

tory pattern is usually observed [62]. In more advanced 
cases, pulmonary function tests usually show a restric-

The Bm22-25, a major allergen of the L3 infective 
stage larvae of Brugia malayi, has been shown to 
stimulate T cell proliferation and IgE production both 
in vitro and in vivo [30]. Moreover, filarial B. malayi 
γ-glutamyl transpeptidase, a protein which shows 
molecular mimicry with Bm22-25 and is homologous to 
the mammalian γ-GT, is able to induce autoimmunity 
against human γ-GT present in lung epithelial cells 

[31]. Taken together, these findings show that BM22-25 
and/or filarial B. malayi γ-GT might be involved in the 
pathogenesis of TPE. In mice, the administration of 
recombinant B. malayi γ-GT which induces a massive 
peribronchial, perivascular and alveolar inflammatory 
infiltration associated with the production of IFNγ, Il-4 
and IgG2a/IgG3 antibodies [32] supports the idea that 
probably not only IgE-mediated Type I hypersensitivity 
responses but also Type III (immune complex) reactions 
may contribute to the pathogenesis of this disease.

Some argue that oxidants may play a role in both the 
acute and chronic forms of TPE. One year after patients 
were treated with standard DEC therapy, Rom, et al. 
showed that inflammatory cells of the lower respiratory 
tract still released exaggerated amounts of superoxide 
anion and hydrogen peroxide [33]. In these patients, a 
short oral course of prednisone treatment diminished 
the production of oxygen radicals from cells obtained by 
bronchoalveolar lavage [34]. However, the exact role of 
oxidants in this disease requires further analysis.

Clinical Presentation
Patients with TPE usually present with nonspecific 

systemic signs such as fever, weight loss, and malaise 
associated with predominant nocturnal respiratory 
symptoms that include dry cough, dyspnea, wheeze 
and chest pain. Physical examination reveals scattered 
rhonchi and rales and, in some cases, extrapulmonary 
manifestations such as lymphadenopathy and hepato-
splenomegaly. Sputum is usually absent but when pres-
ent is viscous and mucoid with significant eosinophilia. 
Leukocytosis in peripheral blood is common with a pre-
dominance of eosinophils that can be as high as 50,000 
to 80,000 cells/cubic millimeter [35,36]. Microfilariae 
are usually not observable in peripheral blood. Eryth-
rocyte sedimentation rate is elevated in most cases 
and usually, returns to normal values after treatment. 
Serum IgE and IgG levels are elevated; Neva, et al. has 
reported patients with serum IgE levels as high as 2355 
ng/ml with significant reduction but not total normal-
ization after treatment [37]. Both IgE and IgG antibod-
ies are cross-reactive with other helminth antigens and 
since most individuals come from endemic areas, it´s 
important to discard other helminth infections such as 
Ascaris or Strongyloides infection which can be seen in 
up to 20% of patients [38,39]. Some patients may show 
arterial hypoxemia probably due to ventilation/perfu-
sion mismatch [40]. In advanced cases, TPE can present 
with signs of pulmonary arterial hypertension due to 
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matory cells in the bronchoalveolar lavage of patients 
with untreated TPE and lung function which suggests 
that there is an apparent dissociation between the pres-
ence of inflammatory cells in the lower respiratory tract 
and their impact over the pathophysiology of the lung; 
however, in this study eosinophils tend to be less detri-
mental to lung function than other inflammatory cells 
such as macrophages and lymphocytes [68].  

Treatment
Diethylcarbamazine citrate (N,N-diethyl-4-methyl-1-

piperazine carboxamide; DEC) is an antihelminthic that 
has been used since 1947 for the treatment of filariasis, 
including lymphatic filariasis and TPE. The World Health 
Organization recommends a standard therapy of oral 
DEC at a dose of 6 mg/Kg divided TID for 21 days [44]. 
The rapid response to DEC treatment is characteristic 
of this disease. DEC treatment has shown to rapidly 
reduce eosinophil lung and blood count and titers of 
specific antifilarial IgE and IgG4 [14,69]. This effect may 
be in part explained by DEC´s ability to directly suppress 
IL-5 dependent eosinophilopoiesis by iNOS and CD95L 
dependent mechanisms [70]. In vitro and in vivo, DEC 
has been shown to have direct microfilaricidal activity 

[71,72]. DEC interferes with arachidonic acid metabolism 
including both the cyclooxygenase and lipoxygenase 
pathways in microfilariae and hosts endothelial cells. 
Additionally, inducible nitric oxide is essential for the 
sequestration of microfilariae by DEC [73-75]. DEC also 
stimulates neutrophil and eosinophil adherence which 
may explain partially its role in enhancing innate immune 
responses [76]. Cesbron, et al. have shown that the 
effect of DEC is mediated by platelets and is enhanced 
by filarial excretory antigen. The microfilaricidal effect is 
antibody-independent and involves the participation of 
free radicals [77].

A failure rate of 20-40% to DEC treatment has been 
reported. Possible causes include incomplete treatment 
(dosage and/or duration) or advanced disease. Several 

tive pattern but, in approximately 30% of patients, a 
superimposed irreversible obstructive ventilatory de-
fect can also be present [63,64]. Some persisting ab-
normalities in patients treated with DEC include a slight 
decrease in forced expiratory volume and a reduction 
in single breath transfer factor which is probably due 
to a reduced diffusion capacity for carbon monoxide via 
a reduction in the number of alveoli [65,66]. Other pa-
rameters such as peak expiratory flow rate and forced 
expiratory flow which are diminished in patients with 
untreated TPE can continue to be diminished after DEC 
treatment [67]. Surprisingly, Vijayan, et al. observed a 
negative correlation between the numbers of inflam-

         

Figure 4: Chest X-ray showing diffuse reticular nodular 
opacities [83].

         

Figure 5: Chest X-ray showing bilateral miliary nodules 
[84].

         

Figure 6: HRCT showing bilateral diffuse randomly distrib-
uted micronodules shadows [85].

https://doi.org/10.23937/2378-3516/1410102


ISSN: 2378-3516DOI: 10.23937/2378-3516/1410102

• Page 6 of 8 •Santeliz. Int J Respir Pulm Med 2019, 6:102

disease due to bancroftian filariasis. Braz J Med Biol Res 
32: 1467-1472.

7.	 Mullerpattan J, Udwadia Z, Udwadia F (2013) Tropical 
pulmonary eosinophilia-A review. Indian J Med Res 138: 
295-302.

8.	 Simons J, Rothenberg M, Lawrence R (2005) Eotaxin-1-
regulated eosinophils have a critical role in innate immunity 
against experimental Brugia malayi  infection.  Eur J 
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9.	 Ramalingam T, Ganley-Leal L, Porte P, Rajan 
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12.	Hamann K, Gleich G, Checkel J, Loegering D, McCall 
J, et al.  (1990) In vitro  killing of microfilariae of  Brugia 
pahangi and Brugia malayi by eosinophil granule proteins. J 
Immunol 144: 3166-3173.

13.	Ramalingam T, Porte P, Lee J, Rajan T (2005) Eosinophils, 
but not eosinophil peroxidase or major basic protein, 
are important for host protection in experimental  Brugia 
pahangi infection. Infect Immun 73: 8442-8443.

14.	Sharma P, Sharma A, Vishwakarma A, Kumar P, Sharma 
S, et al. (2016) Host lung immunity is severely compromised 
during tropical pulmonary eosinophilia: role of lung 
eosinophils and macrophages. J Leuk Biol 99: 619-628.

15.	Webb J, Job C, Gault E (1960) Tropical eosinophilia: 
Demonstration of microfilaria in lung, liver and lymph nodes. 
Lancet 1: 835-842.

16.	Danaraj T, Pacheco G, Shanmugaratnam K, Beaver P 
(1966) The etiology and pathology of eosinophilic lung 
(tropical eosinophilia). Am J Trop Med Hyg 15: 183-189.

17.	Ottesen E, Neva F, Paranjape R, Tripathy S, Thiruvengadam 
K, et al. (1979) Specific allergen sensitization to filarial antigens 
in tropical eosinophilia syndrome. Lancet 313: 1158-1161.

18.	Nutman T, Vijayan V, Pinkston P, Kumaraswami V, Steel 
C, et al. (1989) Tropical pulmonary eosinophilia: analysis 
of antifilarial antibody localized to the lung. J Infect Dis 160: 
1042-1050.

19.	Mehlotra R, Hall L, Haxhiu M, Pearlman E (2001) Reciprocal 
immunomodulatory effects of gamma interferon and 
interleukin-4 on filaria-induced airway hyperresponsiveness. 
Infect Immun 69: 1463-1468.

20.	Daniłowicz-Luebert E, O’Regan N, Steinfelder S, Hartmann 
S (2011) Modulation of specific and allergy-related immune 
responses by helminths. J Biomed Biotechnol 2011: 1-18.

21.	Pinkston P, Vijayan V, Nutman T, Rom W, O’Donnell 
K, et al. (1987) Acute tropical pulmonary eosinophilia. 
Characterization of the lower respiratory tract inflammation 
and its response to therapy. J Clin Invest 80: 216-225.

22.	Hall L, Mehlotra R, Higgins A, Haxhiu M, Pearlman E 
(1998) An essential role of IL-5 and eosinophils in helminth-
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4425-4430.

studies have shown persistent airway inflammation 
and diminished lung function despite standard DEC 
treatment [33,61,66,78]. In these cases, use of potent 
anti-inflammatory drugs such as corticosteroids 
have shown promising results [79,80]. Pulmonary 
strongyloidiasis should be ruled out since use of steroids 
in these cases can cause disseminated infection [81].

Diethylcarbamazine has little toxicity. Main side 
effects include headache, fever, and gastrointestinal 
manifestations. Use of DEC is contraindicated in patients 
with onchocerciasis due to the intense systemic reactions 
(hypotension, pruritus, fever, adenitis) attributed to the 
death of circulating microfilariae (Mazzotti reaction). 
Also, DEC should be carefully administered to patients 
with Loa loa microfilariae levels > 2,500/mm3 due to 
potential life-threating effects that include renal failure 
and meningoencephalopathy.

Conclusion
Tropical pulmonary eosinophilia is an occult form of 

filariasis which is the result of a hypersensitivity reaction 
to trapped microfilariae or the antigenic products of 
Wuchereria bancrofti and Brugia malayi present in 
the pulmonary microcirculation. This disease affects 
mainly young males from endemic countries, however, 
the rise in immunosuppressive conditions associated 
with increasing rates of traveling and migration are 
responsible for the emergence of cases in non-endemic 
countries. The disease affects initially the lung airways 
and is characterized by the development of eosinophilic 
alveolitis that may progress, in chronic cases, to 
interstitial, peribronchial and perivascular fibrosis. 
Diethylcarbamazine is the standard pharmacological 
treatment, however, in a group of patients, a persistence 
of airway inflammation and significant alterations of 
lung function may be seen despite treatment. Better 
diagnostic tests and pharmacological drugs are needed 
to minimize morbidity and avoid the development of 
interstitial pulmonary fibrosis which profoundly affects 
the quality of life of these patients.

Conflicts of Interest
The author does not have any conflict of interest 

associated with the content of this article.

References
1.	 Pérez-Arellano J, Andrade M, López-Abán J, Carranza C, 

Muro A (2006) Helminths and the respiratory system. Arch 
Bronchoneumol 42: 81-91.

2.	 http://www.who.int/lymphatic_filariasis/disease/en/

3.	 https://www.cdc.gov/parasites/lymphaticf i lar iasis/
biology_w_bancrofti.html

4.	 https://www.cdc.gov/parasites/lymphaticf i lar iasis/
biology_b_malayi.html

5.	 Weingarten R, Cologne M (1943) Tropical eosinophilia. 
Lancet 241: 103-105.

6.	 Dreyer G, Dreyer P, Piessens W (1999) Extralymphatic 

https://doi.org/10.23937/2378-3516/1410102
https://www.ncbi.nlm.nih.gov/pubmed/10585626
https://www.ncbi.nlm.nih.gov/pubmed/10585626
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3818591/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3818591/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3818591/
https://www.ncbi.nlm.nih.gov/pubmed/15593125
https://www.ncbi.nlm.nih.gov/pubmed/15593125
https://www.ncbi.nlm.nih.gov/pubmed/15593125
https://www.ncbi.nlm.nih.gov/pubmed/15593125
https://www.ncbi.nlm.nih.gov/pubmed/14969690
https://www.ncbi.nlm.nih.gov/pubmed/14969690
https://www.ncbi.nlm.nih.gov/pubmed/14969690
https://www.ncbi.nlm.nih.gov/pubmed/14969690
https://www.ncbi.nlm.nih.gov/pubmed/24626328
https://www.ncbi.nlm.nih.gov/pubmed/24626328
https://www.ncbi.nlm.nih.gov/pubmed/24626328
https://www.ncbi.nlm.nih.gov/pubmed/24626328
https://www.ncbi.nlm.nih.gov/pubmed/12595450
https://www.ncbi.nlm.nih.gov/pubmed/12595450
https://www.ncbi.nlm.nih.gov/pubmed/12595450
https://www.ncbi.nlm.nih.gov/pubmed/12595450
https://www.ncbi.nlm.nih.gov/pubmed/2324497
https://www.ncbi.nlm.nih.gov/pubmed/2324497
https://www.ncbi.nlm.nih.gov/pubmed/2324497
https://www.ncbi.nlm.nih.gov/pubmed/2324497
https://www.ncbi.nlm.nih.gov/pubmed/16299347
https://www.ncbi.nlm.nih.gov/pubmed/16299347
https://www.ncbi.nlm.nih.gov/pubmed/16299347
https://www.ncbi.nlm.nih.gov/pubmed/16299347
https://www.ncbi.nlm.nih.gov/pubmed/26489428
https://www.ncbi.nlm.nih.gov/pubmed/26489428
https://www.ncbi.nlm.nih.gov/pubmed/26489428
https://www.ncbi.nlm.nih.gov/pubmed/26489428
https://www.ncbi.nlm.nih.gov/pubmed/13843264
https://www.ncbi.nlm.nih.gov/pubmed/13843264
https://www.ncbi.nlm.nih.gov/pubmed/13843264
https://www.ncbi.nlm.nih.gov/pubmed/5910525
https://www.ncbi.nlm.nih.gov/pubmed/5910525
https://www.ncbi.nlm.nih.gov/pubmed/5910525
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(79)91842-7/fulltext
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(79)91842-7/fulltext
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(79)91842-7/fulltext
https://www.ncbi.nlm.nih.gov/pubmed/2685125
https://www.ncbi.nlm.nih.gov/pubmed/2685125
https://www.ncbi.nlm.nih.gov/pubmed/2685125
https://www.ncbi.nlm.nih.gov/pubmed/2685125
https://www.ncbi.nlm.nih.gov/pubmed/11179313
https://www.ncbi.nlm.nih.gov/pubmed/11179313
https://www.ncbi.nlm.nih.gov/pubmed/11179313
https://www.ncbi.nlm.nih.gov/pubmed/11179313
https://www.hindawi.com/journals/bmri/2011/821578/
https://www.hindawi.com/journals/bmri/2011/821578/
https://www.hindawi.com/journals/bmri/2011/821578/
https://www.ncbi.nlm.nih.gov/pubmed/3298321
https://www.ncbi.nlm.nih.gov/pubmed/3298321
https://www.ncbi.nlm.nih.gov/pubmed/3298321
https://www.ncbi.nlm.nih.gov/pubmed/3298321
https://iai.asm.org/content/66/9/4425
https://iai.asm.org/content/66/9/4425
https://iai.asm.org/content/66/9/4425
https://iai.asm.org/content/66/9/4425
http://www.archbronconeumol.org/en-helminths-respiratory-system-articulo-S1579212906601225
http://www.archbronconeumol.org/en-helminths-respiratory-system-articulo-S1579212906601225
http://www.archbronconeumol.org/en-helminths-respiratory-system-articulo-S1579212906601225
http://www.who.int/lymphatic_filariasis/disease/en/
https://www.cdc.gov/parasites/lymphaticfilariasis/biology_w_bancrofti.html
https://www.cdc.gov/parasites/lymphaticfilariasis/biology_w_bancrofti.html
https://www.cdc.gov/parasites/lymphaticfilariasis/biology_b_malayi.html
https://www.cdc.gov/parasites/lymphaticfilariasis/biology_b_malayi.html
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(00)70615-5/fulltext
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(00)70615-5/fulltext
https://www.ncbi.nlm.nih.gov/pubmed/10585626


ISSN: 2378-3516DOI: 10.23937/2378-3516/1410102

• Page 7 of 8 •Santeliz. Int J Respir Pulm Med 2019, 6:102

eosinophilic lung diseases in the tropics. In: Sharma OP, 
Lung biology in health and disease: Tropical lung disease. 
(2

nd 
edn), Taylor and Francis, New York, USA, 195-239.

39.	Udwaida F (1975) Tropical eosinophilia. In: Herzog H, 
Pulmonary eosinophilia: Progress in respiration research. 
Karger, Basel, Switzerland, 35-155.

40.	Ray D, Jayachandran C (1993) Ventilation-perfusion 
scintiscanning in tropical pulmonary eosinophilia. Chest 
104:  497-500.

41.	Obeyesekere I, Peiris D (1974) Pulmonary hypertension 
and filariasis. Br Heart J 36:  676-681.

42.	Jindal S, Nath A, Patra J, Kumar S (2013) Tropical pulmonary 
eosinophilia presenting as severe pulmonary arterial 
hypertension. Ann Trop Med Public Health 6: 339-342.

43.	Vakil  R (1961) Cardiovascular involvement in tropical 
eosinophilia. Br Heart J 23: 578-586.

44.	http://www.apiindia.org/medicine_update_2013/chap106.
pdf

45.	Ottesen E, Nutman T (1992) Tropical pulmonary 
eosinophilia. Annu Rev Med 43: 417-424.

46.	Vijayan V (2008) Tropical parasitic lung diseases. Indian J 
Chest Dis Allied Sci 50: 49-66.

47.	Mejia R, Nutman T (2012) Evaluation and differential 
diagnosis of marked, persistent eosinophilia. Semin 
Hematol 49: 149-159.

48.	http://www.apiindia.org/pdf/medicine_update_2017/
mu_053.pdf

49.	Wattal S, Dhariwal A, Ralhan P, Tripathi V, Regu K, et al. 
(2007) Evaluation of Og4C3 antigen ELISA as a tool for 
detection of bancroftian filariasis under lymphatic filariasis 
elimination programme. J Commun Dis 39: 75-84.

50.	Lalitha P, Eswaran D, Gnanasekar M, Rao K, Narayanan 
R, et al. (2002) Development of antigen detection ELISA 
for the diagnosis of brugian and bancroftian filariasis using 
antibodies to recombinant filarial antigens Bm-SXP-1 and 
Wb-SXP-1. Microbiol Immunol 46: 327-332.

51.	Fink D, Fahle G, Fisher S, Fedorko D, Nutman T (2011) 
Toward molecular parasitologic diagnosis: Enhanced 
diagnostic sensitivity for filarial infections in mobile 
populations. J Clin Microbiol 49: 42-47.

52.	Coutinho A, Rocha A, Medeiros Z, Dreyer G (1998) Tropical 
filarial pulmonary eosinophilia and its differential diagnosis. 
Rev Hosp Clin Fac Med Sao Paulo 53: 42-51.

53.	Khoo F, Danaraj T (1960) The roentgenographic 
appearance of eosinophilic lung (tropical eosinophilia). Am 
J Roentgenol Radium Ther Nucl Med 83: 251-259.

54.	Chaudhary B, Gupta P, Gupta P (1978) Case report. 
Tropical pulmonary eosinophilia: An unusual presentation. 
Indian J Chest Dis Allied Sci 20: 139-141.

55.	Kumar S, Gautam P (2013) Case report: Atypical 
presentation of tropical pulmonary eosinophilia as a lung 
mass. Biomed Res 25: 135-137.

56.	Islam N, Haq A (1962) Eosinophilic lung abscesses-A new 
entity. Br Med J 1: 1810-1811.

57.	Kumar S, Singh R (2016) A rare presentation of 
hydropneumothorax in tropical pulmonary eosinophilia: 
Cavitation and pneumonic consolidation in a child. Trop 
Doct 46: 105-108.

58.	Navaz A, Raikar M, Acharya V, Shetty S (2013) Pleural 

23.	Takamoto M, Ovington K, Behm C, Sugane K, Young I, et 
al. (1997) Eosinophilia, parasite burden and lung damage 
in Toxocara canis infection in C57Bl/6 mice genetically 
deficient in Il-5. Immunol 90: 511-517.

24.	Rosenberg H (2015) Eosinophil-derived neurotoxin (EDN/
RNase 2) and the mouse eosinophil-associated RNases 
(mEars): Expanding roles in promoting host defense. Int J 
Mol Sci 16: 15442-15455.

25.	Kim C, Callaway Z, Fletcher R, Koh Y (2010) Eosinophil-
derived neurotoxin  in childhood asthma: Correlation with 
disease severity. J Asthma 47: 568-573.

26.	Badar A, Hussain M, Saeed W, Aslam M (2010) Correlation 
of eosinophil derived neurotoxin with airway resistance in 
asthmatics. J Pak Med Assoc 60: 97-101.

27.	Gon Y, Ito R, Hattori T, Hiranuma H, Kumasawa F, et al. 
(2015) Serum  eosinophil-derived neurotoxin: correlation 
with persistent airflow limitation in adults with house-dust 
mite allergic asthma. Allergy Asthma Proc 36: e113-e120.

28.	Kalach N, Kapel N, Waligora-Dupriet A, Castelain M, Cousin 
M, et al. (2013) Intestinal permeability and fecal eosinophil-
derived neurotoxin are the best diagnosis tools for digestive 
non-IgE mediated cow’s milk allergy in toddlers. Clin Chem 
Lab Med 51: 351-361.

29.	Kephart G, Alexander J, Arora A, Romero Y, Smyrk T, et al. 
(2010) Marked deposition of eosinophil-derived neurotoxin 
in adult patients with eosinophilic esophagitis. Am J 
Gastroenterol 105: 298-307.

30.	Lobos E, Ondo A, Ottesen E, Nutman T (1992) Biochemical 
and immunological characterization of a major IgE-
inducing filarial antigen of Brugia malayi and implications 
for the pathogenesis of tropical pulmonary eosinophilia. J 
Immunol 149: 3029-3034.

31.	Lobos E, Zahn R, Weiss N, Nutman TB (1996) A major 
allergen of lymphatic filarial nematodes is a parasite 
homolog of the gamma-glutamyl transpeptidase. Mol Med 
2: 712-724.

32.	Gounni A, Spanel-Borowski K, Palacios M, Heusser C, 
Moncada S, et al. (2001) Pulmonary inflammation induced 
by a recombinant Brugia malayi γ-glutamyl transpeptidase 
homolog: involvement of humoral autoimmune responses. 
Mol Med 7: 344-354.

33.	Rom W, Vijayan V, Cornelius M, Kumaraswami V, 
Prabhakar R, et al. (1990) Persistent lower respiratory 
tract inflammation associated with interstitial lung disease 
in patients with tropical pulmonary eosinophilia following 
conventional treatment with diethylcarbamazine. Am Rev 
Respir Dis 142: 1088-1092.

34.	Rom W (2011) Role of oxidants in interstitial lung diseases: 
Pneumoconioses, constrictive bronchiolitis, and chronic 
tropical pulmonary eosinophilia. Mediators Inflamm 2011: 
407657.

35.	Ong R, Doyle R (1998) Tropical pulmonary eosinophilia. 
Chest 113: 1673-1679.

36.	Kumar M, Nandan D, Tsanglao W, Sahoo C, Ranjan B 
(2016) Tropical pulmonary eosinophilia with eosinophilic 
leukemoid reaction. Int J Pediatr 4: 1579-1581.

37.	Neva F, Kaplan A, Pacheco G, Gray L, Danaraj T 
(1975) Tropical eosinophilia. A human model of parasitic 
immunopathology, with observations on serum IgE levels 
before and after treatment. J Allergy Clin Immunol 55: 422-
429.

38.	Vijayan V (2006) Immunopathogenesis and treatment of 

https://doi.org/10.23937/2378-3516/1410102
https://www.ncbi.nlm.nih.gov/pubmed/8339640
https://www.ncbi.nlm.nih.gov/pubmed/8339640
https://www.ncbi.nlm.nih.gov/pubmed/8339640
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC458879/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC458879/
http://www.atmph.org/article.asp?issn=1755-6783;year=2013;volume=6;issue=3;spage=339;epage=342;aulast=Jindal
http://www.atmph.org/article.asp?issn=1755-6783;year=2013;volume=6;issue=3;spage=339;epage=342;aulast=Jindal
http://www.atmph.org/article.asp?issn=1755-6783;year=2013;volume=6;issue=3;spage=339;epage=342;aulast=Jindal
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1017830/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1017830/
http://www.apiindia.org/medicine_update_2013/chap106.pdf
http://www.apiindia.org/medicine_update_2013/chap106.pdf
https://www.ncbi.nlm.nih.gov/pubmed/1580599
https://www.ncbi.nlm.nih.gov/pubmed/1580599
https://www.ncbi.nlm.nih.gov/pubmed/18610690
https://www.ncbi.nlm.nih.gov/pubmed/18610690
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2099264/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2099264/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2099264/
http://www.apiindia.org/pdf/medicine_update_2017/mu_053.pdf
http://www.apiindia.org/pdf/medicine_update_2017/mu_053.pdf
https://www.ncbi.nlm.nih.gov/pubmed/18338684
https://www.ncbi.nlm.nih.gov/pubmed/18338684
https://www.ncbi.nlm.nih.gov/pubmed/18338684
https://www.ncbi.nlm.nih.gov/pubmed/18338684
https://www.ncbi.nlm.nih.gov/pubmed/12139392
https://www.ncbi.nlm.nih.gov/pubmed/12139392
https://www.ncbi.nlm.nih.gov/pubmed/12139392
https://www.ncbi.nlm.nih.gov/pubmed/12139392
https://www.ncbi.nlm.nih.gov/pubmed/12139392
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3020445/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3020445/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3020445/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3020445/
https://www.ncbi.nlm.nih.gov/pubmed/9659744
https://www.ncbi.nlm.nih.gov/pubmed/9659744
https://www.ncbi.nlm.nih.gov/pubmed/9659744
https://www.ncbi.nlm.nih.gov/pubmed/14408899
https://www.ncbi.nlm.nih.gov/pubmed/14408899
https://www.ncbi.nlm.nih.gov/pubmed/14408899
https://www.ncbi.nlm.nih.gov/pubmed/721171
https://www.ncbi.nlm.nih.gov/pubmed/721171
https://www.ncbi.nlm.nih.gov/pubmed/721171
http://www.biomedres.info/biomedical-research/case-report-atypical-presentation-of-tropical-pulmonaryeosinophilia-as-a-lung-mass.html
http://www.biomedres.info/biomedical-research/case-report-atypical-presentation-of-tropical-pulmonaryeosinophilia-as-a-lung-mass.html
http://www.biomedres.info/biomedical-research/case-report-atypical-presentation-of-tropical-pulmonaryeosinophilia-as-a-lung-mass.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1959138/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1959138/
https://www.ncbi.nlm.nih.gov/pubmed/26376823
https://www.ncbi.nlm.nih.gov/pubmed/26376823
https://www.ncbi.nlm.nih.gov/pubmed/26376823
https://www.ncbi.nlm.nih.gov/pubmed/26376823
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3669559/
https://www.ncbi.nlm.nih.gov/pubmed/9176103
https://www.ncbi.nlm.nih.gov/pubmed/9176103
https://www.ncbi.nlm.nih.gov/pubmed/9176103
https://www.ncbi.nlm.nih.gov/pubmed/9176103
https://www.ncbi.nlm.nih.gov/pubmed/26184157
https://www.ncbi.nlm.nih.gov/pubmed/26184157
https://www.ncbi.nlm.nih.gov/pubmed/26184157
https://www.ncbi.nlm.nih.gov/pubmed/26184157
https://www.ncbi.nlm.nih.gov/pubmed/20560830
https://www.ncbi.nlm.nih.gov/pubmed/20560830
https://www.ncbi.nlm.nih.gov/pubmed/20560830
https://www.ncbi.nlm.nih.gov/pubmed/20209693
https://www.ncbi.nlm.nih.gov/pubmed/20209693
https://www.ncbi.nlm.nih.gov/pubmed/20209693
https://www.ncbi.nlm.nih.gov/pubmed/26534742
https://www.ncbi.nlm.nih.gov/pubmed/26534742
https://www.ncbi.nlm.nih.gov/pubmed/26534742
https://www.ncbi.nlm.nih.gov/pubmed/26534742
https://www.ncbi.nlm.nih.gov/pubmed/23087088
https://www.ncbi.nlm.nih.gov/pubmed/23087088
https://www.ncbi.nlm.nih.gov/pubmed/23087088
https://www.ncbi.nlm.nih.gov/pubmed/23087088
https://www.ncbi.nlm.nih.gov/pubmed/23087088
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2978403/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2978403/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2978403/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2978403/
https://www.ncbi.nlm.nih.gov/pubmed/1401928
https://www.ncbi.nlm.nih.gov/pubmed/1401928
https://www.ncbi.nlm.nih.gov/pubmed/1401928
https://www.ncbi.nlm.nih.gov/pubmed/1401928
https://www.ncbi.nlm.nih.gov/pubmed/1401928
https://www.ncbi.nlm.nih.gov/pubmed/8972486
https://www.ncbi.nlm.nih.gov/pubmed/8972486
https://www.ncbi.nlm.nih.gov/pubmed/8972486
https://www.ncbi.nlm.nih.gov/pubmed/8972486
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1950044/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1950044/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1950044/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1950044/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1950044/
https://www.ncbi.nlm.nih.gov/pubmed/2173455
https://www.ncbi.nlm.nih.gov/pubmed/2173455
https://www.ncbi.nlm.nih.gov/pubmed/2173455
https://www.ncbi.nlm.nih.gov/pubmed/2173455
https://www.ncbi.nlm.nih.gov/pubmed/2173455
https://www.ncbi.nlm.nih.gov/pubmed/2173455
https://www.ncbi.nlm.nih.gov/pubmed/22131646
https://www.ncbi.nlm.nih.gov/pubmed/22131646
https://www.ncbi.nlm.nih.gov/pubmed/22131646
https://www.ncbi.nlm.nih.gov/pubmed/22131646
https://journal.chestnet.org/article/S0012-3692(16)31515-X/fulltext
https://journal.chestnet.org/article/S0012-3692(16)31515-X/fulltext
http://ijp.mums.ac.ir/article_6603_3fc2cbc22ad952a17981a034fe070f15.pdf
http://ijp.mums.ac.ir/article_6603_3fc2cbc22ad952a17981a034fe070f15.pdf
http://ijp.mums.ac.ir/article_6603_3fc2cbc22ad952a17981a034fe070f15.pdf
https://www.ncbi.nlm.nih.gov/pubmed/1138016
https://www.ncbi.nlm.nih.gov/pubmed/1138016
https://www.ncbi.nlm.nih.gov/pubmed/1138016
https://www.ncbi.nlm.nih.gov/pubmed/1138016
https://www.ncbi.nlm.nih.gov/pubmed/1138016


ISSN: 2378-3516DOI: 10.23937/2378-3516/1410102

• Page 8 of 8 •Santeliz. Int J Respir Pulm Med 2019, 6:102

Parasitol Res 92: 513-517.

72.	Peixoto C, Alves L, Brayner F, Florencio M (2003) 
Diethylcarbamazine induces loss of microfilariae sheath in 
Wuchereria bancrofti. Micron 34: 381-385.

73.	Kanesa-Thasan N, Douglas J, Kazura J (1991) 
Diethylcarbamazine inhibits endothelial and microfilarial 
prostanoid metabolism in vitro. Mol Biochem Parasitol 49: 
11-19.

74.	McGarry H, Plant L, Taylor M (2005) Diethylcarbamazine 
activity against Brugia malayi microfilariae is dependent on 
inducible on nitric oxide synthase and the cyclooxygenase 
pathway. Filaria J 4: 4.

75.	Maizels R, Denham D (1992) Diethylcarbamazine (DEC): 
Immunopharmacological interactions of an anti-filarial drug. 
Parasitology 105: S49-S60.

76.	King C, Greene B, Spagnuolo P (1983) Diethylcarbamazine 
citrate, an antifilarial, stimulates human granulocyte 
adherence. Antimicrob Agents Chemother 24: 453-456.

77.	Cesbron J, Caprón A, Vargaftig B, Lagarde M, 
Pincemail J, et al. (1987) Platelets mediate the action of 
diethylcarbamazine on microfilariae. Nature 325: 533-536.

78.	Vijayan V, Sankaran K, Venkatesan P, Prabhakar R (1991) 
Effect of diethylcarbamazine on the alveolitis of tropical 
eosinophilia. Respiration 58: 255-259.

79.	Madan M, Gupta P, Mittal R, Chhabra S (2017) Tropical 
pulmonary eosinophilia: Effect of addition of corticosteroids 
after failure of diethylcarbamazine therapy. Adv Respir Med 
85: 51-54.

80.	Vijayan V (1987) Role of steroids in “chronic” tropical 
eosinophilia - A bronchoalveolar lavage study. Indian J 
Chest Dis Allied Sci 7: 29.

81.	Namisato S, Motomura K, Haranaga S, Hirata T, Toyama 
M, et al. (2004) Pulmonary strongyloidiasis in a patient 
receiving prednisone therapy. Intern Med 43: 731-736.

82.	Yong M, Marshall C, Eisen D (2007) Tropical pulmonary 
eosinophilia: a rare cause of cough in immigrants to 
Australia. MJA 187: 416-418.

83.	Kulkarni S, Karkhanis V, Joshi J (2013) Difficult to treat 
bronchial asthma with radiological opacities. Lung India 30: 
370-371.

84.	Palmer P, Reeder M (2001) The imaging of tropical 
diseases. (2nd edn), Springer-Verlag, Heidelberg, New York.

85.	Chhabra S, Dash D (2015) Concurrent sensitization to 
Aspergillus Fumigatus in tropical pulmonary eosinophilia. 
Monaldi Arch Chest Dis Pulm Ser 81: 736.

effusion: An unusual cause and association. Lung India 30: 
158-160.

59.	Rab S, Nurul Haq A, Chaudhary G (1963) Tropical 
eosinophilia and bronchiectasis. Br J Dis Chest 57: 103-
106.

60.	Sandhu M, Mukhopadhyay S, Sharma S (1996) Tropical 
pulmonary eosinophilia: A comparative evaluation of plain 
chest radiography and computed tomography. Australas 
Radiol 40: 32-37.

61.	Vijayan V, Rao K, Sankaran K, Venkatesan P, Prabhakar 
R (1991) Tropical eosinophilia: Clinical and physiological 
response to diethylcarbamazine. Respir Med 85: 17-20.

62.	Nesarajah M (1972) Pulmonary function in tropical 
eosinophilia. Thorax 27: 185-187.

63.	Kumar R, Mourya S (2014) Pulmonary function in tropical 
pulmonary eosinophilia. Int J Med Res Rev 2: 283-290.

64.	Udwadia F (1967) Tropical eosinophilia-a correlation of 
clinical, histopathologic and lung function studies. Dis 
Chest 52:  531-538.

65.	Vijayan V, Kuppurao K, Venkatesan V, Sankaran K, 
Prabhakar R (1990) Pulmonary membrane diffusing 
capacity and capillary blood volume in tropical eosinophilia. 
Chest 97: 1386-1389.

66.	Poh S (1974) The course of lung function in tropical 
pulmonary eosinophilia. Thorax 29: 710-712.

67.	Kuppurao K, Vijayan V, Venkatesan V, Sankaran K (1993) 
Effect of treatment on maximal expiratory flow rates in 
tropical eosinophilia. Ceylon Med J 38: 78-80.

68.	Vijayan V, Sankaran K, Venkatesan V, Kuppurao K (1991) 
Correlation of lower respiratory tract inflammation with 
changes in lung function and chest roentgenograms in 
patients with untreated tropical pulmonary eosinophilia. 
Singapore Med J 32: 122-125.

69.	Magnussen P, Makunde W, Simonsen W, Meyrowitsch 
D, Jakubowski K (1995) Chronic pulmonary disorders, 
including tropical pulmonary eosinophilia, in villages with 
endemic lymphatic filariasis in Tanga region and in Tanga 
Town, Tanzania. Trans R Trop Med Hyg 89: 406-409.

70.	Queto T, Xavier-Elsas P, Aranha M, de Luca B, Barradas 
M, et al. (2010) Inducible Nitric oxide synthase/CD95L-
dependent suppression of pulmonary and bone marrow 
eosinophilia by diethylcarbamazine. Am J Respir Crit Care 
Med 181: 429-437.

71.	Peixoto C, Rocha A, Aguiar-Santos A, Florencio M (2004) 
The effects of diethylcarbamazine on the ultrastructure of 
microfilariae of Wuchereria bancrofti in vivo and in vitro. 

https://doi.org/10.23937/2378-3516/1410102
https://www.ncbi.nlm.nih.gov/pubmed/15007641
https://www.ncbi.nlm.nih.gov/pubmed/14680924
https://www.ncbi.nlm.nih.gov/pubmed/14680924
https://www.ncbi.nlm.nih.gov/pubmed/14680924
https://www.ncbi.nlm.nih.gov/pubmed/1775151
https://www.ncbi.nlm.nih.gov/pubmed/1775151
https://www.ncbi.nlm.nih.gov/pubmed/1775151
https://www.ncbi.nlm.nih.gov/pubmed/1775151
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1173132/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1173132/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1173132/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1173132/
https://www.ncbi.nlm.nih.gov/pubmed/1308929
https://www.ncbi.nlm.nih.gov/pubmed/1308929
https://www.ncbi.nlm.nih.gov/pubmed/1308929
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC185347/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC185347/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC185347/
https://www.ncbi.nlm.nih.gov/pubmed/3808054
https://www.ncbi.nlm.nih.gov/pubmed/3808054
https://www.ncbi.nlm.nih.gov/pubmed/3808054
https://www.ncbi.nlm.nih.gov/pubmed/1792413
https://www.ncbi.nlm.nih.gov/pubmed/1792413
https://www.ncbi.nlm.nih.gov/pubmed/1792413
https://www.ncbi.nlm.nih.gov/pubmed/28198995
https://www.ncbi.nlm.nih.gov/pubmed/28198995
https://www.ncbi.nlm.nih.gov/pubmed/28198995
https://www.ncbi.nlm.nih.gov/pubmed/28198995
https://www.ncbi.nlm.nih.gov/pubmed/15468976
https://www.ncbi.nlm.nih.gov/pubmed/15468976
https://www.ncbi.nlm.nih.gov/pubmed/15468976
https://www.mja.com.au/journal/2007/187/7/tropical-pulmonary-eosinophilia-rare-cause-cough-immigrants-australia
https://www.mja.com.au/journal/2007/187/7/tropical-pulmonary-eosinophilia-rare-cause-cough-immigrants-australia
https://www.mja.com.au/journal/2007/187/7/tropical-pulmonary-eosinophilia-rare-cause-cough-immigrants-australia
http://www.lungindia.com/article.asp?issn=0970-2113;year=2013;volume=30;issue=4;spage=370;epage=371;aulast=Kulkarni
http://www.lungindia.com/article.asp?issn=0970-2113;year=2013;volume=30;issue=4;spage=370;epage=371;aulast=Kulkarni
http://www.lungindia.com/article.asp?issn=0970-2113;year=2013;volume=30;issue=4;spage=370;epage=371;aulast=Kulkarni
https://www.monaldi-archives.org/index.php/macd/article/view/736
https://www.monaldi-archives.org/index.php/macd/article/view/736
https://www.monaldi-archives.org/index.php/macd/article/view/736
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3669559/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3669559/
https://www.ncbi.nlm.nih.gov/pubmed/13972820
https://www.ncbi.nlm.nih.gov/pubmed/13972820
https://www.ncbi.nlm.nih.gov/pubmed/13972820
https://www.ncbi.nlm.nih.gov/pubmed/8838885
https://www.ncbi.nlm.nih.gov/pubmed/8838885
https://www.ncbi.nlm.nih.gov/pubmed/8838885
https://www.ncbi.nlm.nih.gov/pubmed/8838885
https://www.ncbi.nlm.nih.gov/pubmed/1901660
https://www.ncbi.nlm.nih.gov/pubmed/1901660
https://www.ncbi.nlm.nih.gov/pubmed/1901660
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC472518/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC472518/
http://medresearch.in/index.php/IJMRR/article/view/122
http://medresearch.in/index.php/IJMRR/article/view/122
https://www.sciencedirect.com/science/article/pii/S0096021715342072
https://www.sciencedirect.com/science/article/pii/S0096021715342072
https://www.sciencedirect.com/science/article/pii/S0096021715342072
https://www.ncbi.nlm.nih.gov/pubmed/2347223
https://www.ncbi.nlm.nih.gov/pubmed/2347223
https://www.ncbi.nlm.nih.gov/pubmed/2347223
https://www.ncbi.nlm.nih.gov/pubmed/2347223
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC470229/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC470229/
https://www.ncbi.nlm.nih.gov/pubmed/8370092
https://www.ncbi.nlm.nih.gov/pubmed/8370092
https://www.ncbi.nlm.nih.gov/pubmed/8370092
https://www.ncbi.nlm.nih.gov/pubmed/1876879
https://www.ncbi.nlm.nih.gov/pubmed/1876879
https://www.ncbi.nlm.nih.gov/pubmed/1876879
https://www.ncbi.nlm.nih.gov/pubmed/1876879
https://www.ncbi.nlm.nih.gov/pubmed/1876879
https://www.ncbi.nlm.nih.gov/pubmed/7570881
https://www.ncbi.nlm.nih.gov/pubmed/7570881
https://www.ncbi.nlm.nih.gov/pubmed/7570881
https://www.ncbi.nlm.nih.gov/pubmed/7570881
https://www.ncbi.nlm.nih.gov/pubmed/7570881
https://www.ncbi.nlm.nih.gov/pubmed/20007928
https://www.ncbi.nlm.nih.gov/pubmed/20007928
https://www.ncbi.nlm.nih.gov/pubmed/20007928
https://www.ncbi.nlm.nih.gov/pubmed/20007928
https://www.ncbi.nlm.nih.gov/pubmed/20007928
https://www.ncbi.nlm.nih.gov/pubmed/15007641
https://www.ncbi.nlm.nih.gov/pubmed/15007641
https://www.ncbi.nlm.nih.gov/pubmed/15007641

	Title
	Corresponding author
	Abstract
	Keywords
	Introduction
	Life Cycle of W. bancrofti and B. malayi (Figure 2) 
	Tropical Pulmonary Eosinophilia 

	Clinical Presentation 
	Diagnosis
	Chest radiology 
	Pulmonary function tests 

	Treatment
	Conclusion
	Conflicts of Interest 
	Figure 1
	Figure 2
	Figure 3
	Figure 4
	Figure 5
	Figure 6
	References

