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Co-existing Tubercular Pleural Effusion 
and Visceral Larva Migrans in a Patient 
with Hypereosinophilia: A Rare Case

Case Report

CASE REPORT
A 21-year-old male, student, presented with the complaint of right-
sided chest pain and low grade fever since one month. There was 
no history of night sweats, cough, weight loss, rash, exposure to 
pets, drug intake or any allergy. He was vegetarian with no history of 
any addictions. No past history of any chronic illness or tuberculosis. 
Family history was not significant. On examination, he had average 
built with BMI of 18.2. Chest examination revealed dull note in right 
infrascapular area with decreased air entry on auscultation. His 
preliminary investigations revealed: Haemoglobin (Hb): 13.4 g/dL, 
Total Leucocyte Count (TLC): 24,310/cumm with 53% eosinophils, 
Absolute Eosinophil Count (AEC): 15,200/cumm, Chest X-ray: right-
sided pleural effusion [Table/Fig-1]. Ultrasonography (USG) guided 
thoracocentesis revealed Glucose: 98 g/dL, proteins: 4.7 g/dL, 
TLC: 1300/cumm, Differential Leucocyte Count (DLC): Polymorphs 
15%, Lymphocytes 56% and Eosinophils 29%, Adenosine Deaminase 
(ADA): 49.15. Mantoux test skin of induration was 18 mm. Anti Nuclear 
Antibody (ANA) profile was negative.

in right upper zone besides right pleural effusion [Table/Fig-2]. 
Contrast Enhanced Computed Tomography (CECT) chest was 
done which revealed linear parenchymal opacities with surrounding 
patchy ground glass haziness involving anterior segment of right 
upper zone, superior and postero-basal segment of right lower 
zone suggesting the possibility of VLM [Table/Fig-3]. Serology 
(Antibody against Toxocara and Ascaris) could not be sent due to 
financial reasons. Stool for ova/cyst was negative. So the patient 
was started on Tab Albendazole 400 mg BD along with steroids. 
ATT was stopped considering this whole picture to be due to VLM.
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ABSTRACT
Eosinophilic pleural effusions accounts for 5-16% of all the cases of pleural effusion. Here the authors present a case of 21 years old 
male patient, with right-sided chest pain in whom peripheral blood eosinophilia along with eosinophilic pleural effusion were found after a 
series of relevant investigations and two causative factors were found for same i.e., Visceral Larva Migrans (VLM) and tubercular pleural 
effusion. Both of them individually can cause hypereosinophilia, but presence of them together makes this case rare and interesting.

[Table/Fig-1]:	 Chest X ray showing mild right-sided pleural effusion on presentation.

[Table/Fig-2]:	 Chest X-ray showing peripheral homogenous opacity in right upper 
zone and right-sided pleural effusion after one month.

After one month and 10 days, the right-sided chest pain had 
decreased in intensity but on examination the air entry was still 
reduced in right basal area. Patient’s AEC further declined to 3400/
cumm and CXR showed a homogenous opacity in right upper 
zone which was different from the previous one which could no 
more be visualised now and right pleural effusion was also there 
[Table/Fig-4]. High Resolution CT chest revealed a new lesion with 
linear peri-bronchial opacity with area of consolidation and minimal 
surrounding ground glass haziness in posterior segment of right 
upper lobe and superior segment of right lower lobe. Previous lesion 
showed significant interval reduction with near complete resolution 
of ground glass haziness. Right pleural effusion showed mild interval 
reduction. Albendazole was continued for two weeks and steroids 
for four weeks.

On the basis of these reports, patient was started on Anti-Tubercular 
Treatment (ATT) consisting of Isoniazid 300 mg, Rifampicin 450 mg, 
Ethambutol 800 mg and Pyrazinamide 1500 mg along with steroids 
(prednisolone 1 mg/kg/day).

Follow-up: After one month, when the patient came for follow 
up, he was complaining of right-sided chest pain. On examination, 
there was dull note and decreased air entry in the right basal area. 
His AEC had come down to 4500/cumm from 15,200/cumm earlier. 
His CXR (Chest X-ray) showed a peripheral homogenous opacity 
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Chest X-ray revealed blunting of right costophrenic angle but on 
USG thorax, no fluid was there and it was most likely some pleural 
thickening. Patient was started on continuation phase of ATT with 
Isoniazid 300 mg, Rifampicin 450 mg and Ethambutol 800 mg.

After eight months, patient was completely relieved of his symptoms 
and completed his ATT course of six months without any side-effects.

Discussion
Eosinophilic pleural effusion is defined by the presence of >10% of 
eosinophils in the pleural fluid [1]. Various causes for Eosinophilic 
pleural effusion are Malignancy, Infections, Post-traumatic, 
Congestive heart failure and Connective tissue diseases and 
about 14% remain idiopathic [2,3]. Parasitic infections like filariasis, 
ascariasis, strongyloidiasis and some trematodes and cestodes can 
lead to eosinophilic pleural effusion [4].

Differentiating eosinophilic pleural effusion due to tubercular and 
parasitic can be confusing at times. Although ADA levels are raised 
in both tubercular and parasitic pleural fluid but, predominant 
lymphocytes and low eosinophil count favours tubercular and 
predominant eosinophils with low lymphocytes favour eosinophilic 
picture of parasitic. Mean ADA levels are higher in tubercular than 
parasitic [5].

The case described above is also an interesting one in view of the 
fact that initial eosinophilic pleural effusion along with the migrating 
nodular lesions in lung can be attributed to be due to VLM. A study by 
Sakai S et al., found 5 out of 6 patients with Visceral Larval Migrans 
had normal chest X-ray and it was detected on CT [6]. Similarly in 
the present case, no lesion was visualised in initial chest X-ray but 
appeared one month later. VLM is usually diagnosed on clinical 
history, eosinophilia, histopathologic examination, X-rays and CT [7].

The persistence of constitutional symptoms along with pleural 
effusion despite giving steroids and albendazole points to some 
other coincidental cause. Lymphocytic predominant picture in 
effusion with raised ADA levels leaves little doubt about the effusion 
being tubercular. Co-infection of Tuberculosis and various parasitic 
infections like malaria, filariasis, intestinal helminthes, toxoplasma, 
toxocara etc., have been described [8-10]. But the co-infection of 
extrapulmonary TB with VLM is very rare.

Certain investigations like serology studies for ascaris, toxocara etc., 
along with TB PCR of pleural fluid couldn’t be sent due to financial 
constraints. The diagnosis had to be supported strongly by clinical 
picture and resolution with treatment at proper regular follow-ups.

Conclusion(S)
Presentation of Visceral Larva Migrans (VLM) is similar to other 
infectious diseases. However, clinical history and examination 
supplemented with chest X-rays and CT scans lead us to the 
diagnosis. Also, this case underlines the importance of regular 
follow-up of patient as later on, the diagnosis of tubercular pleural 
effusion unfolded.
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