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phosphate develops, it is hoped that new therapies to halt 
or slow the formation of microliths and interstitial lung 
disease will become available.
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Sir,

I read with great interest the review article by Kashyap 
and Mohapatra[1] about pulmonary alveolar microlithiasis.

To our knowledge, there is no known effective treatment 
for pulmonary alveolar microlithiasis (PAM), with the 
exception of lung transplantation without recurrence of 
the disease after it.

Although corticosteroids are generally considered to be 
ineffective, a few authors have reported on the effect of 
corticosteroids. In one case, treatment with 20 mg daily 
of prednisolone for 6 months showed improvement on 
wheezing and chest tightness, but symptoms recurred 
when the treatment was discontinued.[2]

Treatment with corticosteroid and hydroxychloroquine 
showed clinical improvement in an 8-month-old infant.[3] A 
patient with PAM, after a varicella zoster virus infection, and 
concomitant antiphospholipid syndrome and discoid lupus 
erythematosus was treated successfully with daily inhaled 
budesonide and showed symptomatic improvement.[4]

There is also a report about improvement of pulmonary 
function and exercise tolerance with corticosteroid therapy 
in another child with PAM and lymphocytic interstitial 
pneumonitis.[5]

As our understanding of the link between the mutated 
SLC34A2 gene product and the presumed buildup of 
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drug on the basis of an isolated case report. It is clear that 
no definite treatment is available till date and, therefore, 
the long-term prognosis remains bleak.

Mutation in the SLC34A2 gene, which encodes the type IIb 
sodium-phosphate co-transporter seems to be accountable 
for the pathogenesis of intra-alveolar accumulation of 
phosphate leading to formation of microliths.[2]

Future therapy for PAM should be aimed to exploit 
the annulling the mechanism of inhibition of protein 
transporting the phosphorus ion from the alveolar space 
into type II alveolar cells and the inability of type II alveolar 

Sir,

We agree with Moslehi[1] that there is no known effective 
treatment for Pulmonary Alveolar Microlithiasis (PAM) and 
the same has been discussed in the review.[2] In the letter to 
the editor, the author has discussed an anecdotal case report 
where steroids have been beneficial and the treatment with 
daily prednisolone for 6 months showed improvement 
in wheezing and chest tightness, but symptoms recurred 
when it was discontinued.[3] It suggested the possibility 
of coexistence of reversible obstructive lung disease. In 
the other case,[4] the benefit of hydroxychloroquine along 
with corticosteroid cannot be attributed to the particular 
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Sir, 

The recent report on filariais and pleural effusion is very 
interesting.[1] In the present case, Navaz et al. reported for 
a case of isolated pleural effusion of filarial etiology.[1] In 
fact, the finding of filarial parasite in pleural cavity is rare 
and there might be other underlying disclosed pathology. 
As noted, the concomitant presentation with malignancy 
should be kept in mind.[2] In case with signs and symptoms 
of malignancy, especially for extremely weight loss, seeking 
for the malignancy is needed. Nevertheless, the detection of 
malignant cell within pleural fluid is difficult and requires the 
experience of the microscopist. Detection of parasite can be 
easier and this might lead to the misdiagnosis of malignancy.
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cells to clean up the phosphorus ion from the alveolar space 
and in the process halting the accumulation of calcium and 
phosphorus rich microliths in the alveoli. Activation of such 
a mechanism can be the clue towards the development of 
new area of research for the treatment of PAM.
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secondary OP after H1N1 infection is important because 
proper treatment of OP requires corticosteroid therapy.[1]” 
In fact, OP as a complication of swine flu is mentioned in 
many reports.[4,5] Ajlan et al., studied on radiographic and 
computed tomography (CT) findings of cases with swine 
flu and reported that “predominant peribronchovascular 
and subpleural distribution, resembling OP” is common.[4] 

Sir,

The recent publication on organizing pneumonia (OP) in 
swine flu is very interesting.[1] In fact, the pulmonary sequel 
of swine flu is an interesting concern in chest medicine.[2,3] 
Zanetti et al., raised an interesting issue on pulmonary 
fibrosis and OP and proposed that “The diagnosis of 

Organizing pneumonia in swine flu
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