oTHER INTESTINAL PRoToZoA
Balantidiasis Balantidium coli is a large ciliated protozoal
parasite that can produce a spectrum of large-intestinal disease analogous to amebiasis. The parasite is widely distributed
in the world. Since it infects pigs, cases in humans are more common
where pigs are raised. Infective cysts can be transmitted from person to
person and through water, but many cases are due to the ingestion of
cysts derived from porcine feces in association with slaughtering, with
use of pig feces for fertilizer, or with contamination of water supplies
by pig feces.
Ingested cysts liberate trophozoites, which reside and replicate in
the large bowel. Many patients remain asymptomatic, but some have
persisting intermittent diarrhea, and a few develop more fulminant
dysentery. In symptomatic individuals, the pathology in the bowel—
both gross and microscopic—is similar to that seen in amebiasis, with
varying degrees of mucosal invasion, focal necrosis, and ulceration.
Balantidiasis, unlike amebiasis, only rarely spreads hematogenously
to other organs. The diagnosis is made by detection of the trophozoite
stage in stool or sampled colonic tissue. Tetracycline (500 mg four
times daily for 10 days) is an effective therapeutic agent.

TRICHoMoNIASIS
Various species of trichomonads can be found in the mouth (in association with periodontitis) and occasionally in the gastrointestinal tract.
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Clinical Manifestations Many men infected with T. vaginalis are
asymptomatic, although some develop urethritis and a few have epididymitis or prostatitis. In contrast, infection in women, which has an
incubation period of 5–28 days, is usually symptomatic and manifests
with malodorous vaginal discharge (often yellow), vulvar erythema
and itching, dysuria or urinary frequency (in 30–50% of patients), and
dyspareunia. These manifestations, however, do not clearly distinguish
trichomoniasis from other types of infectious vaginitis.
diagnosis Detection of motile trichomonads by microscopic examination of wet mounts of vaginal or prostatic secretions has been the
conventional means of diagnosis. Although this approach provides
an immediate diagnosis, its sensitivity for the detection of T. vaginalis
is only ~50–60% in routine evaluations of vaginal secretions. Direct
immunofluorescent antibody staining is more sensitive (70–90%)
than wet-mount examinations. T. vaginalis can be recovered from
the urethra of both males and females and is detectable in males after
prostatic massage. A new NAAT, APTIMA, is FDA approved and is
highly sensitive and specific for urine and for endocervical and vaginal
swabs from women.
treatMeNt

TrIchomonIAsIs

Metronidazole (either a single 2-g dose or 500-mg doses twice
daily for 7 days) or tinidazole (a single 2-g dose) is effective. All
sexual partners must be treated concurrently to prevent reinfection,
especially from asymptomatic males. In males with persistent symptomatic urethritis after therapy for nongonococcal urethritis, metronidazole therapy should be considered for possible trichomoniasis.
Alternatives to metronidazole for treatment during pregnancy
are not readily available. Reinfection often accounts for apparent
treatment failures, but strains of T. vaginalis exhibiting high-level
resistance to metronidazole have been encountered. Treatment of
these resistant infections with higher oral doses, parenteral doses, or
concurrent oral and vaginal doses of metronidazole or with tinidazole has been successful.

Protozoal Intestinal Infections and Trichomoniasis

dientamoebiasis Dientamoeba fragilis is unique among intestinal
protozoa in that it has a trophozoite stage but not a cyst stage. How trophozoites survive to transmit infection is not known. When symptoms
develop in patients with D. fragilis infection, they are generally mild
and include intermittent diarrhea, abdominal pain, and anorexia. The
diagnosis is made by the detection of trophozoites in stool; the lability
of these forms accounts for the greater yield when fecal samples are
preserved immediately after collection. Since fecal excretion rates vary,
examination of several samples obtained on alternate days increases
the rate of detection. Iodoquinol (650 mg three times daily for 20 days)
or paromomycin (25–35 mg/kg per day in three doses for 7 days) is
appropriate for treatment.

Life Cycle and Epidemiology T. vaginalis is a pear-shaped, actively
motile organism that measures about 10 × 7 om, replicates by binary
fission, and inhabits the lower genital tract of females and the urethra
and prostate of males. In the United States, it accounts for ~3 million
infections per year in women. While the organism can survive for a
few hours in moist environments and could be acquired by direct contact, person-to-person venereal transmission accounts for virtually all
cases of trichomoniasis. Its prevalence is greatest among persons with
multiple sexual partners and among those with other sexually transmitted diseases (Chap. 163).

CHAPTER 254

Blastocystosis Blastocystis hominis remains an organism of uncertain
pathogenicity. Some patients who pass B. hominis in their stools are
asymptomatic, whereas others have diarrhea and associated intestinal
symptoms. Diligent evaluation reveals other potential bacterial, viral,
or protozoal causes of diarrhea in some but not all patients with symptoms. Because the pathogenicity of B. hominis is uncertain and because
therapy for Blastocystis infection is neither specific nor uniformly
effective, patients with prominent intestinal symptoms should be fully
evaluated for other infectious causes of diarrhea. If diarrheal symptoms associated with Blastocystis are prominent, either metronidazole
(750 mg thrice daily for 10 days) or TMP-SMX (160 mg/800 mg twice
daily for 7 days) can be used.

Trichomonas vaginalis—one of the most prevalent protozoal parasites 1409
in the United States—is a pathogen of the genitourinary tract and a
major cause of symptomatic vaginitis (Chap. 163).
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