2025 • Volume 49 • https://doi.org/10.33321/cdi.2025.49.014 • Electronic publication date: 19/02/2025
A delayed diagnosis of lymphatic filariasis in a returned traveller from the Philippines
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Abstract
A 71-year-old Australian-born man with previous extended travel to the Philippines presented with bilateral lymphoedema, fevers and rigors. Examination of a nocturnal blood film revealed microfilariae of Wuchereria bancrofti, confirming a diagnosis of Bancroftian filariasis. This case highlights the challenges of diagnosing and managing lymphatic filariasis in non-endemic regions.
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Case
A 71-year-old man presented to the emergency department with a two-week history of worsening pain and lower limb swelling, associated with fever and rigors, without other localising symptoms. His medical history was significant for multiple complications of alcohol misuse, including cirrhosis and alcohol induced dementia; metabolic complications including type 2 diabetes mellitus; and several recent episodes of pancreatitis requiring hospitalisation. He also had a history of mental ill health, including significant depression and anxiety. His examination revealed a temperature of 40 °C, and his lower limbs demonstrated severe bilateral oedema with dramatic skin changes as shown in Figure 1a. His C-reactive protein was elevated at 129 mg/L. He was diagnosed with acute bacterial cellulitis and commenced on intravenous (IV) cefazolin and metronidazole.
In the two years prior, he had attended multiple dermatology and vascular outpatient appointments investigating his leg swelling, where a diagnosis of elephantiasis nostras verrucosa, or non-filarial elephantiasis, was made. Additionally, he had multiple emergency department attendances for leg pain, cellulitis, depression and suicidality in the context of his lower limb symptoms.
Figure 1: The patient’s legs before (a) and after (b) treatment, consistent with grade IV lymphoedema (elephantiasis). The filarial parasite Wuchereria bancrofti on blood film (c)
[image: A figure in three panels (a, b and c) demonstrating the patient's lower limb skin changes before (a) and after (b) treatment for filariasis, and the microfilaria demonstrated in nocturnal blood film (c).]
He was born and lived in Australia, although had travelled extensively through Asia and Europe in his youth. Until two years prior to his presentation, he had spent much of the previous decade in Davao in the southern Philippines, where he lived nearby a river spending significant time around freshwater. As Davao province is endemic for the filarial parasites Wuchereria bancrofti and Brugia malayi,1 this history raised suspicion for filariasis, and nocturnal blood films were collected demonstrating numerous microfilariae (Figure 1c). A diagnosis of Bancroftian filariasis was made. Of note, he had not visited West or sub-Saharan Africa, South America, or the Arabian Peninsula, making co-infection with Onchocerca volvulus or Loa loa unlikely.
For the filariasis, he was treated with a single dose of diethylcarbamazine (DEC) 6 mg/kg and doxycycline 100 mg twice daily for six weeks. He also completed a course of antibiotics for secondary cellulitis. This led to some improvement in his chronic skin changes (Figure 1b), and significant relief from pain, although residual symptoms persisted, and he was successfully discharged home. Blood film for confirmation of clearance of microfilaria was not obtained post-treatment. Dermatology remained involved in his care following discharge in order to optimise his skin care and minimise risk of further secondary infection. Unfortunately, however, he re-presented several months later with streptococcal bacteraemia secondary to lower limb cellulitis, and did not survive. Consent was obtained from the patient’s next of kin for the publication of this report.
Discussion
Bancroftian filariasis, caused by the filarial worm Wuchereria bancrofti, is a mosquito-borne parasitic infection endemic to much of Asia, the Pacific, and Africa. While considerable progress has been made in recent decades in its control, significant pockets of endemicity remain. Regionally, filariasis remains prevalent particularly in Papua New Guinea, the Philippines, Fiji, Samoa, and other Pacific Islands.2
In the Philippines, W. bancrofti demonstrates nocturnal periodicity.1 As such, diagnostic yield from blood film examination is increased when samples are collected overnight.
Unlike several other vector-borne infections, filarial infection typically requires multiple exposures over a sustained period to establish. Accordingly, this infection is most commonly seen in current or former residents of endemic areas; it is uncommon in travellers from non-endemic areas spending brief periods in zones of transmission. Additionally, initial signs of infection may appear months to years after a person has been infected depending on intensity of infection and host immune response, making clinical diagnosis a challenge. While several diagnostic modalities, including examination of nocturnal blood film for microfilariae, serology for antifilarial immunoglobulin G1 (IgG1) and IgG4, and direct ultrasonography of inguinal lymph nodes or hydrocoeles are available, none of these methods are highly sensitive.3 Finally, due to its infrequency in non-endemic regions and diagnostic challenges, diagnosis is often delayed or overlooked. 
Globally, treatment and control of lymphatic filariasis is predominantly via mass drug administration (MDA) campaigns, during which annual treatment with DEC and albendazole, with or without ivermectin, is administered to the entire at-risk population.4 Where there is co-endemicity with onchocerciasis, DEC should not be used and where there is co-endemicity with Loa loa, both ivermectin and DEC should not be used, due to the risk of dangerous host inflammatory response to the dying parasites.5
Not much is published about the Australian experience of lymphatic filariasis; however, a case series by Jeremaiah et al provides a good overview of the management of some recent cases.3 Unfortunately, as antihelminthics are effective at treating the microfilarial stage but have limited to no activity against the adult worm, they are less useful in the treatment of individual patients. For individual cases, the role of doxycycline in the treatment of lymphatic filariasis is now well established.6,7 This is in large part due to its activity against the bacterial endosymbionts of the Wolbachia genus which are important in filarial embryogenesis, leading to sterilisation and eventual demise of the adult worms. Despite this, once chronic skin changes have established, these are generally only partially reversible. As such, the importance of early diagnosis and treatment to reduce the risk of complications, and the importance of skin care once chronic changes are present, is emphasised.
Further, as our case demonstrated, the psychological sequelae of filariasis can be severe, with 12–72% of patients experiencing significant psychosocial disability and up to 20% reporting suicidality.8,9 Clinicians working in travel medicine and infectious diseases are advised to maintain a high degree of suspicion for lymphatic filariasis in the right clinical context, in order to minimise diagnostic delay and resultant harm. Additionally, screening for lymphatic filariasis in individuals returning from endemic areas who have not received MDA may be considered in order to identify and treat active infection prior to the development of sequelae.
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