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ABSTRACT 
 

Introduction:  Although tuberculosis is hyper-endemic in India and is responsible for a 
huge proportion of respiratory morbidity, adequate workup should be conducted to rule 
out other differential diagnosis wherever applicable.  
Case Report:  A 32 year old male health worker was suffering from productive cough and 
gradually increasing breathlessness since three months. The investigations conducted 
were a sputum analysis and a chest x-ray, both of which were normal and hence he was 
treated as a case of allergic bronchitis. Subject presented to us after three months with no 
relief. We further investigated him and found severe eosinophilia in the peripheral blood, a 
positive anti-filarial antibody and a negative triple stool test for ova and parasites. He was 
treated with diethylcarbamazine and albendazole+ivermectin combination. The patient 
responded well and had no complaints at the end of the 4 week treatment.   
Discussion and Conclusion:  The subject should have been evaluated by conducting a 
basic investigation like a complete blood count. Delay in treatment of cases of tropical 
pulmonary eosinophilia can lead to permanent respiratory morbidity. 
 

 

Case Study 



 
 
 
 

British Journal of Medicine & Medical Research, 4(35): 5513-5518, 2014 
 
 

5514 
 

Keywords: Severe eosinophilia; tropical pulmonary eosinophilia; Eosinophilic pneumonia; 
Loeffler’s syndrome; albendazole plus ivermectin; diethylcarbamazine. 

 
1. INTRODUCTION 
 
Tuberculosis (TB) is hyper-endemic in India, especially in regions with urban slums due to 
high density of the population and poor living conditions. The high risk groups are immuno-
compromised individuals, close contacts of sputum positive tuberculosis (TB) cases, health 
workers etc. Although it contributes to a major chunk of cases with chronic cough and/or 
breathlessness, one should consider an alternative diagnosis every now and then. The same 
was highlighted in the case of a 32 year old health worker whose case is presented below.  
 
2. CASE PRESENTATION 
 
A 32 year old male health worker, non-smoker, with no addictions, came with the chief 
complaints of cough since three months and gradually worsening breathlessness. His cough 
was productive with mucoid sputum. He had breathlessness which had increased gradually 
from grade 0 to grade II over a period of three months, as per the Modified Medical 
Research Council Dyspnea scale [1]. There was no history of fever, loss of appetite, weight 
loss, night sweats, chest pain, pedal oedema, orthopnea, paroxysmal nocturnal dyspnoea, 
skin rash, abdominal pain or recent history of travel.On examination, the only positive 
findings were expiratory rhonchi/wheeze over both the lung fields. Surprisingly, until now, he 
had only been investigated by ordering analysis of sputum samples for M. tuberculosis 
(MTB) and a chest x-ray, both of which were normal.  
 
Before presenting to us, he had been treated for allergic bronchitis and an upper respiratory 
tract infection with a fixed dose combination of Levocetrizine plus Montelukast and the 
antibiotics: Amoxcillin-Clavulinate and Cephalosporins, sequentially, but none of his 
symptoms had improved.  
 
We ordered a complete blood count (CBC) and an erythrocyte sedimentation rate (ESR). His 
reports showed leucocytosis with a total white blood cell count (WBC) of 15,600 /mm3,          
41% Eosinophils – Absolute count: 6400/µl, 35% Neutrophils, 15% Lymphocytes and an 
ESR of 55 at the end of first hour. There are a myriad of differential diagnoses for 
eosinophilia (Table 1) [2,3]. 
 
We further ordered a peripheral smear for blood cell morphology, liver and renal function 
tests, serum Ig E levels, anti-nuclear antibody levels, triple stool examination for parasites 
and ova and an anti-filarial antibody test. His serum IgE levels were elevated at 2120 IU/ml 
(normal is up to 380 IU/ml), and the anti-filarial specific IgG and IgE antibody test was 
positive. The patient was diagnosed as a case of Tropical Pulmonary Eosinophilia [4,5].  
 
We started him on a course of tablet Diethylcarbamazine 100 mg twice a day for four weeks, 
a fixed dose combination of tablet Albendazole (400 mg) plus Ivermectine (6 mg) once a day 
for six days, syrup Salbutamol 4 mg thrice a day and tablet Loratadine 10 mg once a day for 
ten days. After seven days, the patient showed marked reduction in cough and 
breathlessness and the rhonchi had almost disappeared. A repeat CBC after a month 
revealed a total WBC count of 9,000/mm3 and the eosinophils were reduced to 8%.   
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3. DISCUSSION 
 
Hypereosinophilia is defined as an absolute eosinophil count above 5000/µl [6]. The various 
causes of elevated eosinophils are given in Table 1. Although, any level of eosinophilia can 
be seen with allergic diseases and asthma, it is very important to exclude more serious 
systemic diseases like, Eosinophilic Leukaemia, Churg-Strauss syndrome, autoimmune 
diseases etc. [7]. 
  

Table 1. Various causes of peripheral blood eosinop hilia 
 
A) Primary eosinophilia  
1. Hematologic and Neoplastic Disorders  

• Chronic eosinophilic leukemia 
• Acute myelogenous leukemias most commonly, B cell ALL 
• Lymphomas (particularly Hodgkin's, T- and B-cell lymphomas) 
• Systemic mastocytosis 
• Tumor associated  
o Adenocarcinomas 
o Squamous cell carcinomas * 
o Large cell lung carcinomas 
o Transitional cell carcinoma of the bladder 

B) Second ary eosinophilia  
1. Infectious Diseases   

• Parasitic infections * 
• Tropical Pulmonary Eosinophilia* 
• Allergic bronchopulmonary aspergillosis*  

2. Allergic or Atopic Diseases   
• Drug induced eosinophilias* 
• Atopic disorders* 
• Asthma* 

3. Immunologic   
• Churg-Strauss vasculitis (allergic  granulomatosis  or  allergic  granulomatous  

angiitis)* 
• Rheumatoid arthritis 
• Eosinophilic fascitis 
• Primary Immunodeficiency Diseases (HyperIgE syndrome, Omenn's syndrome) 
• Graft-versus-host-Disease 

4. Endocrinologic Disorders   
• Hypoadrenalism 

5. Others   
• Irradiation 
• Atheroembolic Disorders 
• Sarcoidosis* 

C) Idiopathic  
1. Idiopathic hypereosinophilia syndrome 
2. Acute and Chronic Eosinophilic Pneumonia* 

 
Being a health care worker from a congested metropolitan city of India where tuberculosis is 
hyper-endemic, the patient was initially investigated for MTB. But when these reports were 
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normal, he should have been investigated further for other possible causes of chronic cough. 
A basic and very informative test that was not ordered till three months was a CBC which 
could have given valuable information about his disorder. Finally, he was diagnosed as a 
case of TPE based on the following criteria [4,5]. 
 
History suggestive of nocturnal symptoms mainly cough and dyspnoea, Pulmonary infiltrates 
on chest radiograph (this criteria was not satisfied in our patient), Leukocytosis with 
peripheral eosinophilia > 3000/µl, Elevated serum IgE and filarial specific IgG and IgE, and  
clinical improvement with DEC. 
 
TPE can be treated with DEC and ‘Albendazole plus Ivermectin’ combination [5,8]. Although 
some studies have shown that the cure rate of DEC is more than 90%, other studies have 
shown that in chronic cases it could be as low as 60% to 80 % despite a three week course 
of DEC [9-11]. The chances of relapse after DEC therapy are said to be about 20% in one 
year and DEC itself is not very effective in cases of relapse [9]. Hence, we decided to start 
the patient on ‘Albendazole plus Ivermectin’ combination in addition to DEC. The added 
advantage of this combination was that it would also be effective in cases of helminth 
induced respiratory eosinophilia. Steroids are said to have a beneficial role in the 
management of TPE but their dose and the regimen needs to be established by clinical trials 
[4]. Steroids are also known to have a significant and rapid eosinopenic effect [12]. We had 
started treatment for TPE based on the reports of the CBC when the report of the stool tests 
was not yet available. There have been cases of disseminated strongyloidosis, especially, in 
immuno-compromised individuals and those on steroids, leading to sepsis due to 
dissemination of the gram negative enteric bacteria [13]. By the time the stool report came 
as negative, six days of treatment had been completed and the patient was feeling 
significantly better and hence we didn’t start him on steroids. At the end of one month of 
DEC and a six day course of Albendazole plus Ivermectin, the patient was alright and his 
physical examination was normal.  
 
4. CONCLUSION 
 
There was a substantial delay in ordering a CBC in this patient, which led to a delay in 
starting specific treatment. It is a known fact that long standing untreated TPE can lead to 
permanent pulmonary damage and resultant interstitial lung disease and long term morbidity 
[9,14,15]. The key message is that after preliminary evaluation of a patient for MTB, other 
differential diagnosis should be considered and evaluated so as to start the appropriate 
treatment at the earliest.  
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