Case Report
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ABSTRACT

Pentatrichomonas hominis is a flagellated protozoa considered to be a commensal that inhabits caecum and large intestine in man.
It is regarded to be non-pathogenic, however, it has been postulated that these trichomonads undergo multiplication under favorable
conditions for growth and exhibit a form of opportunism eventually causing diarrhea. We report, for the first time in India, a case of
diarrhea due to P. hominis in an elderly male with myeloid malignancy that resolved on treatment with metronidazole.
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Trichomonads are flagellated protozoa. Four species,

Trichomonas vaginalis, and Trichomonas tenax are
specifically found in human hosts. 7" vaginalis is the only member
that holds an established pathogenic potential for humans and
contributes to a majority of cases of non-viral sexually transmitted
infections [1]. 7. tenax has been recovered from the human oral
cavity in periodontal infections and some chronic pulmonary
illnesses [2]. Dientamoeba fragilis has been reported from stool
samples of patients presenting with gastrointestinal disturbances
and a possible link with irritable bowel syndrome has been put
forward in recent times [3]. In the past three decades, P. hominis
has been reported to be a prospective cause of diarrheal illness,
particularly in children [4].

CASE REPORT

We present a case of diarrthea due to P. hominis in our tertiary
care hospital in Delhi. A 60-year-old cachectic male from the
neighboring state of Uttar Pradesh was admitted in dermatology
inpatient, with generalized fluid filled lesions of 3 days duration.
He developed these lesions 3-4 days after taking antimalarial
treatment along with norfloxacin and cefixime from emergency for
fever, vomiting, and pain abdomen. He was running intermittent
high-grade fever and anorexia with unintended weight loss
(7-8 kg) in past 2 months.

Hematological revealed moderate anemia,
thrombocytopenia, neutropenia, and significant eosinophilia. Large
numbers of trophozoites of trichomonas were detected on stool
examination. Hepatosplenomegaly along with retroperitoneal and
mesenteric lymphadenopathy was detected on ultrasonography

examination

abdomen. Fine needle aspiration cytology axillary lymph nodes
showed atypical cells in a reactive background with numerous
neutrophils and eosinophils. Due to moderate anemia, bone
marrow examination was done that depicted presence of dysplastic
cells with increased number of monocytes and immature blood
cells. A final diagnosis of drug-induced toxic epidermal necrolysis
with myeloid malignancy was made.

During the hospital stay, he developed acute onset diarrhea
(6-8 episodes/day) associated with colicky abdominal pain.
A stool sample was sent to the enterobacteriaceae and parasitology
laboratory of the microbiology department for routine examination
and culture sensitivity. The sample was pale brown to yellowish in
color, watery in consistency, not associated with blood or mucus
and had a foul odor. No adult worm segments were seen.

Routine microscopy was done after preparation of wet mount
in normal saline and Lugol’s iodine. More than 100 pear shaped
motile trophozoites of P. hominis per high power field were seen
(Figure 1a). The motility was jerky. There were numerous pus
cells and Charcot-Leyden crystals (Figure 1b). Smears (stained
with Giemsa and modified trichrome stain after methanol fixation)
revealed numerous trophozoites, each trophozoite measuring
around 10-12 p. The trophozoites were pear shaped with a single
nucleus and the undulating membrane extended beyond the length
of the body (Figure 1c). The number of flagella could not be
ascertained. Trophozoites were pink and blue colored (modified
trichrome and Giemsa stains, respectively). Similar findings were
noted on all three occasions when stool sample was received. No
bacterial cause of diarrhea was isolated on stool culture.

The patient was promptly started on tablet metronidazole
400 mg thrice daily along with water and electrolyte replacement.
Repeat sample on the 3™ day of treatment showed a significant
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Figure 1: (a) Trophozoites of Pentatrichomonas hominis on stool wet mount under x400 magnification in light microscope, (b) trophozoites of
Pentatrichomonas hominis on Giemsa stain under x1000 magnification in light microscope, (¢) Charcot-Leyden crystals on modified trichrome

stain under x1000 magnification in light microscope

reduction in the number of trophozoites (10-15/hpf). After 5 days
of treatment with metronidazole, trophozoites of P. hominis were
not seen on stool routine microscopy. Charcot-Leyden crystals
were found to persist probably due to significantly elevated
eosinophil counts.

Urine sample of both the patient and his wife was examined
for trophozoites of Trichomonas vaginalis. It was, however, found
to be negative. At this stage, the patient was then transferred
to AIIMS, New Delhi, for the treatment of his malignancy and
hence his further clinical improvement was not known.

DISCUSSION

To the best of our knowledge, this is the first case report of
diarrhea due to P. hominis in an immune suppressed individual
being reported in India.

Severe diarrhea due to this organism has been reported in a
patient with lymphoma in China [5]. It was also cited as the cause
of watery diarrhea in a 28-year-old woman with systemic lupus
erythematosus in Thailand [6]. Two cases, in an adult and child,
respectively, have been reported from Italy in 2011 [7]. Diarrhea
in a 68-year-old man with rheumatoid arthritis was attributed to
this organism in France in 2013 [8]. Children of Morocco have
shown a prevalence of 1.1% of this organism [9].

P. hominis is considered to be a commensal that inhabits
caccum and large intestine in man. Although regarded to be
non-pathogenic, it has been postulated that these trichomonads
undergo multiplication under favorable conditions for growth and
exhibit a form of opportunism eventually causing diarrhea. The
distinct role as an etiopathological agent of diarrhea is yet to be
elucidated. This organism is also found in non-human primate
hosts, such as cats and dogs throwing light on the zoonotic
potential of this trichomonad [10]. Reports of the few cases
available shows that the parasite is susceptible to metronidazole
and furazolidone with evidence of complete cure [4,7,8].

With only a handful of such reports across the world and none
before this from India, it is highlighted that this organism is grossly

under-reported. Being a commensal of the gastrointestinal tract,
an insight into the possible role of P. hominis as an etiological
agent of diarrhea needs to be further contemplated to estimate its
true prevalence. A need to spread awareness among clinicians is
also warranted.
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