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INTRODUCTION 

Loeffler’s cardiac syndrome, first described by Wilhelm 

Loeffler in the 1930s, remains a formidable clinical challenge 

within the spectrum of eosinophilic disorders. It constitutes a 

rare, life-threatening disease characterized by eosinophilic 

infiltration of the endomyocardium, leading to a spectrum of 

pathological changes that culminate in restrictive 

cardiomyopathy and progressive heart failure. The syndrome 

is closely associated with primary or secondary 

hypereosinophilic states, wherein persistent eosinophilia 

precipitates extensive endomyocardial damage through 

degranulation and release of cytotoxic proteins, such as major 

basic protein and eosinophil-derived neurotoxin.1,2 

Pathologically, Loeffler’s cardiac syndrome advances 

through three stages: the initial necrotic phase, marked by 

eosinophil-induced myocardial injury; the thrombotic phase, 

with mural thrombus formation and risk of embolic 

complications; and the late fibrotic phase, characterized by 

extensive endomyocardial fibrosis and severe diastolic 

dysfunction. Clinically, the disease spectrum is wide, with 

patients presenting anywhere from asymptomatic 

eosinophilia to fulminant heart failure, thromboembolism, or 

complications from restrictive cardiomyopathy.2,3 

Accurate and timely diagnosis of Loeffler’s cardiac syndrome 

requires a multidisciplinary approach, integrating 

hematological assessment, cardiac imaging, and occasionally 
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histological confirmation via endomyocardial biopsy. 

Imaging modalities, particularly cardiac MRI, are pivotal for 

assessing the extent of myocardial involvement and guiding 

therapeutic decisions. Advances in our understanding of 

eosinophil biology have led to targeted therapies aimed at 

reducing eosinophilic burden and mitigating cardiac injury; 

however, late-stage disease management remains complex 

and often necessitates heart failure-directed interventions.2,3 

This review will explore the pathophysiological mechanisms, 

clinical presentation, diagnostic strategies, and current 

therapeutic paradigms of Loeffler’s cardiac syndrome, with 

an emphasis on recent advancements and future perspectives 

in managing this challenging condition. 

Epidemiology 

Loeffler’s cardiac syndrome, though a rare entity, represents 

a significant subset of cardiac involvement in the broader 

spectrum of hypereosinophilic syndromes (HES). The 

epidemiology of this condition is inherently linked to the 

prevalence and distribution of hypereosinophilic states, 

which may arise idiopathically or secondary to parasitic 

infections, autoimmune disorders, neoplastic processes, or 

allergic diseases. In Western countries, idiopathic and 

primary hypereosinophilic syndromes are more commonly 

implicated, whereas in developing regions, eosinophilia is 

frequently associated with parasitic infestations, particularly 

helminthic infections. The global distribution thus varies 

significantly based on geographic, environmental, and 

socioeconomic factors influencing the prevalence of 

eosinophilic disorders.2,3 

Overall, the incidence and prevalence of Loeffler’s cardiac 

syndrome are challenging to estimate accurately due to 

underreporting, diagnostic complexity, and variable clinical 

manifestations that may mimic other forms of 

cardiomyopathy. Estimates suggest that hypereosinophilic 

syndromes have a prevalence of approximately 0.36 to 0.50 

per 100,000 individuals, with cardiac involvement reported in 

up to 40-50% of cases. However, the precise proportion of 

patients who progress to Loeffler’s cardiac syndrome, 

characterized by significant endomyocardial fibrosis and 

restrictive cardiomyopathy, remains unclear.2,3 

The syndrome has no distinct predilection for gender, 

although certain studies have reported a slight male 

predominance, possibly related to a higher incidence of 

hypereosinophilic disorders in men. The age of onset is 

typically between the third and fifth decades of life, though 

cases have been reported across a wide age range, reflecting 

the variable etiological spectrum of eosinophilia. In pediatric 

populations, Loeffler’s cardiac syndrome is exceedingly rare 

but can occur, often in association with congenital or acquired 

eosinophilic disorders.3 

Environmental and occupational factors have also been 

implicated in the epidemiology of eosinophilia-related 

conditions. Individuals residing in endemic areas for parasitic 

infections or those with occupational exposure to allergens or 

toxins may be at increased risk. Additionally, there is a 

recognized association between hypereosinophilic 

syndromes and genetic or hematologic abnormalities, such as 

mutations in the PDGFRA, PDGFRB, or FGFR1 genes, 

which can predispose individuals to eosinophilic proliferation 

and subsequent organ damage, including the heart.4 

Loeffler’s cardiac syndrome is also notable for its potential to 

present as a secondary manifestation in the setting of systemic 

eosinophilic disorders. These secondary forms may 

complicate the clinical course of diseases such as eosinophilic 

granulomatosis with polyangiitis (EGPA), allergic 

bronchopulmonary aspergillosis, or lymphocytic variant 

HES. Given the diversity of underlying etiologies, Loeffler’s 

cardiac syndrome requires a comprehensive epidemiological 

understanding that accounts for regional variations in disease 

drivers and risk factors.4 

Moreover, advancements in diagnostic techniques, including 

the widespread use of cardiac imaging and molecular testing, 

have increased the recognition of eosinophilic cardiac 

involvement, although challenges remain in distinguishing 

between primary and secondary forms. Consequently, the 

epidemiological landscape of Loeffler’s cardiac syndrome is 

a dynamic field, evolving with ongoing research and 

improved understanding of the underlying 

pathophysiological mechanisms driving this complex and 

life-threatening disease.4 

 

CLINICAL MANIFESTATIONS 

The clinical manifestations of Loeffler’s cardiac syndrome 

are diverse and evolve over time, reflecting the progressive 

nature of eosinophil-mediated cardiac damage. The 

symptomatology is heavily influenced by the stage of disease, 

ranging from mild, nonspecific complaints to severe, life-

threatening cardiovascular complications. This variability 

underscores the need for heightened clinical vigilance and a 

nuanced understanding of the syndrome’s clinical course.4 

In the initial necrotic phase, eosinophilic infiltration and 

degranulation lead to myocardial damage and inflammation. 

Patients may present with generalized and often subtle 

symptoms such as fatigue, fever, myalgias, and weight loss. 

These nonspecific manifestations often precede overt cardiac 

involvement and can be mistakenly attributed to systemic 

illnesses. Myocarditis is a hallmark feature of this phase, and 

affected individuals may experience chest pain, dyspnea on 

exertion, or palpitations. Eosinophil-induced myocardial 

necrosis can precipitate conduction abnormalities, 

arrhythmias, and in severe cases, acute heart failure with 

signs of hemodynamic compromise.5 

As the disease progresses to the thrombotic phase, there is a 

propensity for the formation of mural thrombi within the 

endocardium, driven by endothelial damage and a 

hypercoagulable state associated with hypereosinophilia. 

Clinical manifestations during this phase include embolic 

phenomena, which can affect multiple organ systems. 
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Patients may present with symptoms of cerebrovascular 

accidents (e.g., sudden onset of hemiparesis, aphasia), acute 

limb ischemia, or visceral infarctions, depending on the 

distribution of embolic events. Systemic embolization is a 

significant source of morbidity and requires prompt 

recognition and management.5 

The fibrotic phase represents the culmination of chronic 

eosinophilic infiltration and the development of extensive 

endomyocardial fibrosis. This phase is characterized by 

restrictive cardiomyopathy, which imposes significant 

diastolic dysfunction and impairs ventricular filling. Patients 

may exhibit classic signs and symptoms of heart failure, 

including progressive dyspnea, orthopnea, paroxysmal 

nocturnal dyspnea, and lower extremity edema. Physical 

examination may reveal elevated jugular venous pressure, 

hepatomegaly, and the presence of an S3 or S4 gallop. 

Pulmonary congestion, pleural effusions, and ascites may 

also be evident in advanced cases.5 

The restrictive physiology associated with endomyocardial 

fibrosis leads to significant limitations in functional capacity, 

and patients may experience profound fatigue and exercise 

intolerance. Additionally, atrial fibrillation and other atrial 

arrhythmias are common sequelae due to atrial enlargement 

and fibrosis, further exacerbating heart failure symptoms and 

increasing the risk of thromboembolic complications. 

Ventricular arrhythmias, though less common, can occur and 

may contribute to sudden cardiac death, highlighting the 

arrhythmogenic potential of fibrotic myocardial tissue.5 

Pericardial involvement, although not a defining feature, can 

occasionally occur, presenting as pericarditis with chest pain 

and pericardial effusion. In severe cases, pericardial effusion 

may lead to cardiac tamponade, necessitating emergent 

intervention. In addition, right heart failure features, such as 

systemic venous congestion and hepatic dysfunction, are 

often more pronounced in patients with extensive right 

ventricular fibrosis.5 

The systemic effects of chronic eosinophilia may further 

complicate the clinical picture, with some patients exhibiting 

organ involvement outside the heart. For instance, 

eosinophilic infiltration of the lungs can manifest as cough, 

wheezing, or respiratory distress, while gastrointestinal 

symptoms such as abdominal pain, nausea, or diarrhea may 

occur with eosinophilic gastroenteritis. Involvement of the 

central nervous system, though rare, can lead to neurological 

symptoms and cognitive dysfunction.6 

The insidious and often protean manifestations of Loeffler’s 

cardiac syndrome require a comprehensive, multidisciplinary 

approach to diagnosis and management. The overlap of 

cardiac symptoms with those of systemic eosinophilic 

involvement presents a diagnostic challenge, emphasizing the 

importance of clinical suspicion and thorough investigation 

in patients presenting with unexplained cardiac or systemic 

symptoms in the context of eosinophilia.7 

 

Diagnostic Methods 

The diagnosis of Loeffler’s cardiac syndrome is complex and 

requires a multidisciplinary approach that combines clinical 

assessment, laboratory studies, advanced imaging, and, in 

selected cases, histopathological evaluation. Given the 

insidious and varied nature of the disease, early identification 

is crucial to prevent progression to irreversible 

endomyocardial fibrosis and advanced cardiac dysfunction. 

The diagnostic process focuses on confirming the presence of 

hypereosinophilia, assessing the extent of cardiac 

involvement, and ruling out secondary causes of eosinophilic 

infiltration.7 

1. Clinical Evaluation and Laboratory Studies The initial 

step in diagnosing Loeffler’s cardiac syndrome involves a 

thorough clinical history and physical examination. Patients 

may present with nonspecific symptoms or overt signs of 

heart failure, embolic events, or arrhythmias. Clinicians 

should assess for risk factors and potential causes of 

eosinophilia, including travel history, exposure to allergens 

or toxins, and a review of systems for symptoms suggestive 

of parasitic infections or autoimmune conditions.7 

Laboratory studies are essential for establishing the presence 

of persistent hypereosinophilia, typically defined as an 

absolute eosinophil count (AEC) greater than 1,500 cells/µL 

for more than six months, in the absence of a secondary cause. 

A complete blood count with differential is the first-line 

investigation, followed by peripheral blood smear 

examination, which may reveal eosinophil granule 

abnormalities. Serum biomarkers such as troponins and 

brain natriuretic peptide (BNP) may be elevated in cases with 

myocardial injury or heart failure. Additionally, 

inflammatory markers (e.g., erythrocyte sedimentation rate 

[ESR], C-reactive protein [CRP]) and serological tests to rule 

out infectious etiologies, such as helminthic infestations, 

should be performed.7 

Advanced hematologic testing may include molecular and 

cytogenetic studies to detect clonal eosinophil disorders. 

Screening for PDGFRA, PDGFRB, or FGFR1 gene 

mutations is crucial in identifying myeloproliferative 

variants of hypereosinophilic syndrome that may influence 

treatment decisions. Flow cytometry can also be utilized to 

identify abnormal T-cell populations, particularly in cases 

suggestive of lymphocytic variant HES.7 

2. Cardiac Imaging Cardiac imaging is pivotal for assessing 

the extent of myocardial damage, ventricular function, and 

the presence of thrombi or fibrotic changes. 

Echocardiography is often the first imaging modality used, 

as it provides critical information on cardiac structure and 

function. In the necrotic phase, echocardiography may reveal 

features of myocarditis, including wall motion abnormalities, 

pericardial effusion, or reduced ventricular systolic function. 

As the disease progresses to the thrombotic phase, 

intracardiac thrombi, predominantly in the apex of the left 

ventricle or the atrium, may be visualized. In the fibrotic 
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stage, findings may include restrictive filling patterns, biatrial 

enlargement, and thickened, fibrotic endocardial surfaces.8 

Cardiac magnetic resonance imaging (MRI) is the gold 

standard for detailed myocardial tissue characterization. MRI 

with late gadolinium enhancement (LGE) can identify areas 

of myocardial fibrosis and distinguish active inflammation 

from chronic fibrotic changes. This modality is particularly 

valuable for evaluating the extent and distribution of 

endomyocardial fibrosis and guiding clinical management. 

T2-weighted imaging can further delineate myocardial 

edema, indicative of active eosinophilic myocarditis.8 

Computed tomography (CT), although less commonly 

used, may be beneficial for visualizing intracardiac thrombi 

or assessing extracardiac manifestations of 

hypereosinophilia, such as lung or gastrointestinal 

involvement. CT angiography can also aid in the evaluation 

of thromboembolic complications.8 

3. Endomyocardial Biopsy Endomyocardial biopsy remains 

the definitive diagnostic tool for confirming eosinophilic 

myocarditis and assessing the degree of endomyocardial 

fibrosis. Histopathological examination typically reveals 

eosinophilic infiltration, necrosis of myocytes, and varying 

degrees of fibrosis, depending on the disease stage. The 

presence of Charcot-Leyden crystals and degranulated 

eosinophils is characteristic. Despite its utility, biopsy is often 

reserved for cases where noninvasive methods are 

inconclusive or when tissue confirmation is required to guide 

therapy. The procedure carries inherent risks, including 

cardiac perforation and arrhythmias, and is best performed 

under imaging guidance.9 

4. Advanced Diagnostic Techniques Emerging diagnostic 

modalities, such as speckle-tracking echocardiography and 

strain imaging, have shown promise in detecting subclinical 

myocardial dysfunction, even before overt diastolic 

abnormalities are apparent. These techniques can provide 

insights into myocardial deformation and help monitor 

disease progression or response to therapy.9 

In addition to traditional methods, molecular imaging 

techniques, such as positron emission tomography (PET), 

are being explored for their potential to identify active 

inflammation and myocardial involvement in patients with 

systemic eosinophilic syndromes. PET imaging may be 

particularly useful in differentiating between active 

eosinophilic myocarditis and chronic fibrotic changes.9 

5. Electrophysiological Studies Given the high prevalence 

of arrhythmias in Loeffler’s cardiac syndrome, Holter 

monitoring and electrophysiological studies may be 

warranted in patients presenting with palpitations or syncope. 

These studies help identify arrhythmic substrates, assess the 

risk of sudden cardiac death, and guide the need for 

antiarrhythmic therapy or implantable cardioverter-

defibrillator (ICD) placement.9 

The diagnostic approach to Loeffler’s cardiac syndrome 

requires a high index of suspicion, particularly in patients 

with persistent eosinophilia and unexplained cardiac 

symptoms. Early and comprehensive evaluation using a 

combination of laboratory tests, advanced imaging, and tissue 

biopsy, when appropriate, is essential for accurate diagnosis 

and optimal management.9 

Therapeutic Methods 

The management of Loeffler’s cardiac syndrome is 

multifaceted, requiring a tailored approach that addresses the 

underlying eosinophilic disorder, mitigates myocardial 

damage, prevents thromboembolic complications, and 

manages heart failure symptoms. Treatment strategies 

depend on the disease stage and severity, encompassing 

pharmacological, interventional, and surgical interventions to 

optimize patient outcomes and minimize progression to 

irreversible fibrosis.9 

1. Medical Therapy The cornerstone of treatment for 

Loeffler’s cardiac syndrome is the reduction of eosinophilic 

burden, aiming to prevent further myocardial damage. This 

often involves immunosuppressive or cytoreductive 

therapies: 

● Corticosteroids: High-dose corticosteroids are the 

first-line treatment for most patients, particularly in 

the acute necrotic phase. Prednisone at an initial 

dose of 1 mg/kg/day is commonly used to achieve 

rapid eosinophil suppression and reduce 

inflammation. Clinical improvement is often 

observed within days, with a subsequent tapering of 

the dosage based on the patient’s response and 

eosinophil count. Long-term maintenance therapy 

may be required in some cases, and side effects such 

as hyperglycemia, osteoporosis, and adrenal 

insufficiency must be carefully monitored.10 

● Cytotoxic agents: In patients who are refractory to 

corticosteroids or have evidence of clonal 

eosinophilic proliferation, cytotoxic agents such as 

hydroxyurea or cyclophosphamide may be 

necessary. These agents are effective in reducing 

eosinophil counts and controlling disease 

progression. Methotrexate and azathioprine are 

alternative options for patients requiring steroid-

sparing therapy.10 

● Tyrosine kinase inhibitors (e.g., imatinib): For 

patients with eosinophilia driven by molecular 

aberrations, such as PDGFRA mutations, targeted 

therapy with tyrosine kinase inhibitors (TKIs) like 

imatinib can be remarkably effective. Imatinib 

induces hematologic and molecular remission in 

most cases with these mutations, underscoring the 

importance of genetic testing in the management 

plan.10 

● Monoclonal antibodies: Newer biologics, such as 

mepolizumab and benralizumab, which target 

interleukin-5 (IL-5) or its receptor, have shown 

promise in controlling eosinophilic activity and 
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reducing the frequency of disease flares. These 

agents are particularly beneficial for patients with 

refractory eosinophilia or those with comorbid 

asthma or allergic diseases.10 

2. Management of Cardiac Involvement The cardiac 

complications of Loeffler’s cardiac syndrome, including 

heart failure, arrhythmias, and thromboembolic events, 

require a comprehensive and often aggressive approach: 

● Heart failure management: The treatment of heart 

failure in Loeffler’s cardiac syndrome aligns with 

conventional heart failure management, with a focus 

on alleviating symptoms and improving quality of 

life. Diuretics are used to manage fluid overload, 

and beta-blockers or angiotensin-converting 

enzyme inhibitors (ACEIs) may be beneficial for 

ventricular remodeling and heart rate control. 

However, care must be taken with agents that reduce 

cardiac output, particularly in patients with 

restrictive physiology. In advanced stages, patients 

may require inotropic support to maintain adequate 

cardiac function.11 

● Arrhythmia management: Arrhythmias are 

common in Loeffler’s cardiac syndrome and may 

range from atrial fibrillation to life-threatening 

ventricular tachyarrhythmias. Antiarrhythmic 

drugs, such as amiodarone, are often required to 

control rhythm disturbances. In patients at high risk 

of sudden cardiac death, the implantation of an 

implantable cardioverter-defibrillator (ICD) 

may be necessary. Catheter ablation is another 

therapeutic option for recurrent or refractory 

arrhythmias.11 

● Thromboembolism prevention: The thrombotic 

phase of Loeffler’s cardiac syndrome carries a 

significant risk of systemic embolization. 

Anticoagulation therapy with warfarin or direct 

oral anticoagulants (DOACs) is indicated to prevent 

thromboembolic events, particularly in the presence 

of intracardiac thrombi. In certain cases, antiplatelet 

therapy may be added to enhance thromboembolic 

protection, especially in patients with atrial 

fibrillation. Serial imaging to monitor thrombus 

resolution and guide anticoagulation duration is 

critical.11 

3. Interventional and Surgical Approaches In cases where 

medical management is insufficient, interventional or 

surgical therapies may be necessary to alleviate cardiac 

complications: 

● Endomyocardial resection: For patients with 

extensive endomyocardial fibrosis causing severe 

restrictive cardiomyopathy, surgical resection of the 

fibrotic tissue can be considered. Endomyocardial 

resection aims to improve ventricular compliance 

and relieve symptoms of heart failure. The 

procedure is technically challenging and carries 

significant risks, but it may be lifesaving in selected 

cases.12 

● Valve replacement: Endocardial fibrosis often 

involves the atrioventricular valves, leading to 

significant regurgitation. In patients with severe 

mitral or tricuspid regurgitation, valve repair or 

replacement may be indicated to improve 

hemodynamics and functional capacity. The choice 

between mechanical and bioprosthetic valves should 

be individualized based on patient age, 

anticoagulation status, and life expectancy.13 

● Device therapy: In addition to ICDs for arrhythmia 

management, biventricular pacemakers may be 

beneficial for patients with heart failure and 

evidence of dyssynchrony. Cardiac 

resynchronization therapy (CRT) can improve 

cardiac output and alleviate symptoms in patients 

with reduced ejection fraction and mechanical 

dyssynchrony.13 

4. Supportive and Adjunctive Therapies 

● Nutritional support: Nutritional status should be 

optimized, particularly in patients with severe heart 

failure or those on prolonged corticosteroid therapy. 

Dieticians play a vital role in managing dietary 

sodium intake, caloric needs, and the prevention of 

steroid-induced complications.14 

● Psychosocial support: The chronic nature of 

Loeffler’s cardiac syndrome can significantly 

impact a patient’s quality of life. Psychological 

counseling and support groups may be beneficial in 

addressing the emotional and psychological burden 

of the disease.15 

● 5. Emerging and Experimental Therapies 

Ongoing research into the pathophysiology of 

Loeffler’s cardiac syndrome has spurred interest in 

novel therapeutic strategies. Gene therapy and 

stem cell-based approaches are being explored as 

potential future treatments to modulate eosinophilic 

activity and repair damaged myocardium. 

Additionally, novel small molecule inhibitors 

targeting eosinophil signaling pathways may 

provide new avenues for disease control.15 

In summary, the therapeutic approach to Loeffler’s cardiac 

syndrome is highly individualized and requires a 

multidisciplinary team comprising cardiologists, 

hematologists, immunologists, and cardiac surgeons. Early 

and aggressive treatment to control eosinophilia and prevent 

irreversible cardiac damage is paramount. Continuous 

monitoring and follow-up are essential to assess treatment 

efficacy, detect complications, and adjust therapeutic 

strategies accordingly. 
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CONCLUSION 

Loeffler’s cardiac syndrome, a rare but potentially 

devastating condition characterized by eosinophilic 

infiltration and progressive myocardial damage, remains a 

formidable challenge in clinical practice. Its pathogenesis is 

complex, involving a cascade of immunological, genetic, and 

environmental factors that contribute to a spectrum of cardiac 

manifestations, from acute myocarditis to chronic fibrotic 

cardiomyopathy. The clinical course is typically delineated 

into three overlapping phases—necrotic, thrombotic, and 

fibrotic—each requiring distinct diagnostic and therapeutic 

strategies to mitigate the risk of irreversible end-organ 

damage and improve patient outcomes. 

Despite advances in understanding the molecular 

underpinnings of eosinophil-mediated cardiac injury, early 

diagnosis remains elusive, as clinical presentations are often 

nonspecific and may mimic other forms of heart disease. The 

importance of a high index of suspicion, particularly in 

patients with unexplained hypereosinophilia and cardiac 

symptoms, cannot be overstated. Comprehensive diagnostic 

algorithms that incorporate laboratory testing, advanced 

imaging modalities, and, when necessary, histopathological 

evaluation are pivotal in establishing an accurate diagnosis 

and guiding therapeutic interventions. Cardiac MRI, in 

particular, has emerged as a valuable tool for characterizing 

myocardial involvement, assessing the extent of fibrosis, and 

monitoring treatment response. 

Therapeutically, the mainstay of management revolves 

around the prompt initiation of immunosuppressive or 

cytoreductive therapies to curtail eosinophilic activity. 

Corticosteroids are often the first-line agents, with rapid and 

dramatic effects on eosinophil counts and symptomatic relief. 

However, the chronic nature of the disease frequently 

necessitates long-term treatment, with steroid-sparing agents, 

tyrosine kinase inhibitors, or IL-5 antagonists playing an 

increasingly important role in the therapeutic arsenal. In cases 

where a myeloproliferative variant of hypereosinophilic 

syndrome is identified, targeted molecular therapies, such as 

imatinib, offer a promising avenue for disease modification 

and remission. 

The cardiac sequelae of Loeffler’s syndrome—ranging from 

heart failure and restrictive physiology to thromboembolic 

phenomena and life-threatening arrhythmias—necessitate a 

multidisciplinary approach to optimize management. 

Strategies to address heart failure include diuretics, afterload 

reduction, and, in severe cases, consideration of surgical 

interventions, such as endomyocardial resection or valve 

replacement. Arrhythmia management remains challenging, 

often requiring the implantation of ICDs and, occasionally, 

catheter ablation for recurrent or refractory arrhythmias. 

Furthermore, the prevention of thromboembolic 

complications through anticoagulation is critical, given the 

high risk of systemic embolization during the thrombotic 

phase. 

Despite the array of therapeutic options, the prognosis of 

Loeffler’s cardiac syndrome is heavily influenced by the 

stage at which the disease is diagnosed and the extent of 

cardiac involvement. Early and aggressive intervention can 

significantly alter the disease trajectory, underscoring the 

need for vigilance and timely management. Long-term 

follow-up is crucial, as relapses are common, and the risk of 

progression to end-stage cardiac fibrosis remains a significant 

concern. 

In conclusion, Loeffler’s cardiac syndrome epitomizes the 

intricate interplay between the hematologic and 

cardiovascular systems, with eosinophilic infiltration serving 

as the linchpin of myocardial pathology. Continued research 

into the molecular drivers of eosinophilic cardiac damage, as 

well as the development of novel targeted therapies, holds 

promise for improving the management and prognosis of this 

complex disorder. Collaboration among specialists, including 

cardiologists, hematologists, and immunologists, remains 

essential to deliver comprehensive care and optimize 

outcomes. As our understanding of this enigmatic disease 

deepens, the hope is that new therapeutic paradigms will 

emerge, offering patients a better quality of life and a brighter 

outlook. 

 

REFERENCES 

I. Dregoesc MI, Iancu AC, Lazar AA, Balanescu S. 

Hypereosinophilic syndrome with cardiac 

involvement in a patient with multiple malignancies. 

Med Ultrason. 2018 Aug 30;20(3):399-400.  

II. Gao M, Zhang W, Zhao W, Qin L, Pei F, Zheng 

Y. Loeffler endocarditis as a rare cause of heart 

failure with preserved ejection fraction: A case 

report and review of literature. Medicine 

(Baltimore). 2018 Mar;97(11):e0079. 

III. Allderdice C, Marcu C, Kabirdas D. Intracardiac 

Thrombus in Leukemia: Role of Cardiac 

Magnetic Resonance Imaging in Eosinophilic 

Myocarditis. CASE (Phila). 2018 Jun;2(3):114-

117.  

IV. Jin X, Ma C, Liu S, Guan Z, Wang Y, Yang J. 

Cardiac involvements in hypereosinophilia-

associated syndrome: Case reports and a little 

review of the literature. Echocardiography. 2017 

Aug;34(8):1242-1246.  

V. Doyen D, Buscot M, Eker A, Dellamonica J. 

Endomyocardial fibrosis complicating primary 

hypereosinophilic syndrome. Intensive Care Med. 

2018 Dec;44(12):2294-2295.  

VI. Boggild AK, Keystone JS, Kain KC. Tropical 

pulmonary eosinophilia: a case series in a setting 

of nonendemicity. Clin Infect Dis. 2004 Oct 

15;39(8):1123-8. 

VII. Farruggia P, D'Angelo P, Acquaviva A, Trizzino 

A, Tucci F, Cilloni D, Messa F, D'Ambrosio A, 



Loeffler’s Cardiac Syndrome: An In-Depth Review of Pathophysiology, Clinical Manifestations, Diagnostic Strategies, 
and Management Approaches 

2118     Volume 04 Issue 11 November 2024                       Corresponding Author: Donaldo Emiliano Silva López 

Aricò M. Hypereosinophilic syndrome in 

childhood: clinical and molecular features of two 

cases. Pediatr Hematol Oncol. 2009 Apr-

May;26(3):129-35.  

VIII. Hayashi S, Isobe M, Okubo Y, Suzuki J, Yazaki 

Y, Sekiguchi M. Improvement of eosinophilic 

heart disease after steroid therapy: successful 

demonstration by endomyocardial biopsied 

specimens. Heart Vessels. 1999;14(2):104-8. 

IX. Gottdiener JS, Maron BJ, Schooley RT, Harley 

JB, Roberts WC, Fauci AS. Two-dimensional 

echocardiographic assessment of the idiopathic 

hypereosinophilic syndrome. Anatomic basis of 

mitral regurgitation and peripheral embolization. 

Circulation. 1983 Mar;67(3):572-8.  

X. Alam A, Thampi S, Saba SG, Jermyn R. Loeffler 

Endocarditis: A Unique Presentation of Right-

Sided Heart Failure Due to Eosinophil-Induced 

Endomyocardial Fibrosis. Clin Med Insights Case 

Rep. 2017;10:1179547617723643.  

XI. Polito MV, Hagendorff A, Citro R, Prota C, 

Silverio A, De Angelis E, Klingel K, Metze M, 

Stöbe S, Hoffmann KT, Sabri O, Piscione F, 

Galasso G. Loeffler's Endocarditis: An Integrated 

Multimodality Approach. J Am Soc 

Echocardiogr. 2020 Dec;33(12):1427-1441.  

XII. Shaper AG, Hutt MS, Coles RM. Necropsy study 

of endomyocardial fibrosis and rheumatic heart 

disease in Uganda 1950-1965. Br Heart J. 1968 

May;30(3):391-401.  

XIII. Syed IS, Martinez MW, Feng DL, Glockner JF. 

Cardiac magnetic resonance imaging of 

eosinophilic endomyocardial disease. Int J 

Cardiol. 2008 Jun 06;126(3):e50-2. 

XIV. Salemi VM, Rochitte CE, Shiozaki AA, Andrade 

JM, Parga JR, de Ávila LF, Benvenuti LA, Cestari 

IN, Picard MH, Kim RJ, Mady C. Late 

gadolinium enhancement magnetic resonance 

imaging in the diagnosis and prognosis of 

endomyocardial fibrosis patients. Circ Cardiovasc 

Imaging. 2011 May;4(3):304-11.  

XV. Wright BL, Leiferman KM, Gleich GJ. 

Eosinophil granule protein localization in 

eosinophilic endomyocardial disease. N Engl J 

Med. 2011 Jul 14;365(2):187-8. 

 


