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Particularities in cutaneous filariasis
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Abstract

parasite).

Filariasis are a type of parasites (worms), who have a cylindrical body and sexual dimorphism. They are part of the filari-
oid family. The epidemic zone for filariasis is located in Central, as well as the West part of Africa. There are many species
of filariasis, but the cutaneous filariasis (Loa-Loa, Onchocerca volvulus, Dracunculus medinensis) and lymphatic filariasis
(Wucherelia bancrofti, Brugia malayi) are of medical interest. Other species of filariasis can cause incomplete infections
due to the incapacity of reaching a certain complet level of maturity in the human body. Human transmission is made with
the help of the red fly (Chrysops-Tabanid), which can take the role of an intermediary host and carrier [1]. Some microfi-
lariae have a daily circadian rhythm, periodically in which they are found in maximum concentration in the bloodstream.
These intervals match with the feeding circadian rhythm of the insects with the role of a carrier, maximizing this way, the
chances of spreading the infection [2]. We are presenting the case of a pacient, diagnosed postoperatively with cutaneous
filariasis, with insidious onset after an insect bite and the installation of local inflamatories events, which have progres-
sively worsened, despite treatments at home, which is why sugery was performed (surgical debridement and removal the

Keywords: Cutaneous filariasis; Risk factors; Diagnosis; Treatment; Prognosis.

\

v

Introduction

The larva in the third stage of development is inoculated into
a vertebrate organism during the insect’s feeding through a
sting, after which it crosses the dermis and enters to the lym-
phatic vessels. In humans the life cycle of the parasite lasts
between five to 12 months and in the vector between 10 and
12 days. Over a period of 9 month the larva transform into
an adult worm with dimensions between 20 and 100 milim-
eters. In general the parasite can survive for about 5 years [1].
When it reaches maturity, the parasite eliminates the microfi-
lariae that migrate in the peripheral blood, cerebrospinal fluid
and sputum during the day, and in the lungs during the night.
Adult worms tend to move subcutaneously and have tactics
for the eyeball, locating subconjunctivally. The tendency to mi-
grate from one eye to another, causing conjunctivitis, can also
be observed. The disease minimal incubation lasts between

4-5 months, but it can extend to 1-2 years [2].

The most common symptom is localized or extensive allergic
edema in the upper and lower limbs. Edema of cutaneous fila-
riasis is fleeting, lasting up to 36-72 de ore, slightly painful, ac-
companied by hyperesthesia and local itching, which can gen-
eralize [3]. Other complications that may occur in cutaneous
filariasis are abscesses of subcutaneous tissue, tenosynovitis,
eosinophilic fasciitis, lymhadenophaty, elephantiasis, ocular
complications (retinophaty, conjunctivitis), neurological (diz-
ziness, headache, coma), cardiovascular (cardiomyopathy),
renal (glomerulonephritis, chronic, proteinuria) or pulmonary
complications. Frequently patients may be asymptomatic and
have only eosinophilia [4].

Filariasis may be suspected in patients who have travelled
to endemic areas or who have specific symptoms (allergic
edema, febrile syndromes, adult worms at subconjunctival or
subcutaneous level). Laboratory tests showing the presence
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of eosinophilia and elevated C-reactive protein values are re-
quired to establish a definite diagnostic. Hematological diag-
nosis identifies the presence of microfilariae in the peripheral
blood using Giemsa or methylene blue coloration. Immuno-
logical diagnosis identifies elevated levels of specific IgE and
1gG4 antibodies by Elisa technique [5]. The histopathological
diagnosis consists in recognition by the anatomopathologist
of the adult worm after its extraction from subconjunctivalk
or subcutaneous level. If internal organs are affected, other
imaging investigations can be performed to detect the associ-
ated lesions (computer tomography, nuclear magnetic reso-
nance, soft tissue ultrasound etc).

The surgical treatment consist of extracting the adult worm
from the eye ball or from the subcutaneous tissue, surgery
performed under local anesthesia. Rupture of the filaria or
its incomplete extraction is associated with important local
and general hypersensitivity reactions, but also an increased
risk of infection. Postoperatively patients will be treated with
Diethylcarbamazine, lvermectin or Albendazole in doses pre-
scribed by a specialist [6].

Treatment with antiparasitic drugs is administered in progres-
sively increasing doses. These drugs have the role of eliminat-
ing the larval worm by inhibiting reproduction and destroying
it. Side effects caused by these drugs can be tempereted by
concomitant administration of antihistamines or steroidal an-
tiinflamatory drugs. The elimination of worms must be done
with caution because a very high concentration of them in the
blood or lymphatic flow can cause violent allergic reactions
and lymphadenopathy [7].

Diethylcarbamazine is an affective treatment against filariasis
with effect on adult worms and is prescribed only after con-
firmation of the diagnosis. Treatment has a significant risk of
allergic reactions, much higher than Ivermectin, but with a
lower risk of neurological comlications. In patients with spe-
cific symptoms of cutaneous filariasis and with less than 8000
microfilariae/ml of blood, is recommended 3-5 mg of Diethyl-
carbamazine/kg body weith/day for a period of 21 days. Iver-
mectin is also used to reduce the number of microfilariae, but
under the protection of antihistamines, repeated monthly for
4 months. Because side effects of ivermectin can be severe,
especially in neurological field (headache, ataxia, confusion,
sphincter incontinence, encephalopathy, central hyperten-
sion, coma); lately Albendazole is preferred because it has
lower risks [6].

The prognosis in filariasis depends on how large the number of
pathogens is and the period of contact. During the disease the
immune system is affected and the body has a predisposition
to other diseases. Especially in tropical regions, subsequent
infections can lead to severe life-threatening complications.
Adults worms can survive in the host s body for many years. It
may take several months or years for the microfilariae to ap-
pear in the blood, so that the infection can be diagnosed late

[8]. An early treatment is associated with a better prognosis.
In lymphatic filariasis lymphatic vessels can be destroyed, lym-
phatic drainage being affected, with significant aesthetic and
functional damage.

Case report

A 74 year old patient from urban environment presented in
plastic surgery with a nodular subcutaneous formation, locat-
ed at the level of righ nasogenic region, of firm consistency,
pruritic, slightly sensitive to palpation, adherent to superficial
planes, mobile on deep plans (Figure no 1). The onset was
insidious, after an insect sting about 4 months ago, with the

Figure 1: Preoperative aspect.

persistence of a local erythema and later with the onset of
pruritus, phenomena that have progressively worsened with
the deformation of the region.

The patient had a febrile episode in the last 2 months, which
resolved after the administration of antibiotics and anti-in-
flammatory of the family doctor indication. Due to the pro-
gressive increase in the size of the subcutaneous nodule and
the local pruritus, the patient presented to the outpatient
clinic for plastic surgery. Preoperative tests showed mild leu-
kocytosis with eosinophilia. The diagnosis of supposition was
of infected epidermal cyst and surgery was scheduled, which
was performed under local anesthesia, practicing the incision
of the skin, evacuation of secretions and extraction of the par-
asite, in the form of a clot (figure 2). Histopathological exami-
nation confirmed the diagnosis of cutaneous filariasis.
Postoperatively, the evolution was favorable (figure 3) and the
patient was refered to the infectious disease ward for moni-
toring and specialized treatment.

The patient reported that she did not have contact with peo-
ple who had returned from abroad.
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Figure 2: Parasite extracted

Conclusions

Most often the diagnosis of cutaneous filariasis is made post-
operatively after the parasite has been removed. Serological
examination may be suggestive of diagnosis when we have a
suspicion of cutaneous filariasis. The prognosis is favorable
when the diagnosis is early and the removal of the parasite is
performed before the elimination of circulating microfilariae.

Figure 3: Postoperative aspect.
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