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Protozoa infectious processes figure among pulmonary

complications in patients who have undergone transplan-

tation [1,2].

In an article that you have recently published, there

appear unusual protozoa in BAL samples corresponding

to four kidney transplanted patients [3]. The above-

mentioned paper has two important points that should

be highlighted.

On the one hand, there is the interest aroused by the

description of a new protozoon in samples proceeding

from the human respiratory apparatus. On the other, the

desire to warn of the difficulty in differentiating, on the

basis of morphological features, between flagellated proto-

zoa and ciliate epithelial cells since, as we see it, confusion

exists between degenerated protozoa forms and ciliate

epithelial cells.

We do not know how the authors of the aforemen-

tioned article have come to taxonomically classify this

flagellated protozoon as Lophomonas blattarum. In Photo-

graphs (c) and (d) of Fig. 1, the forms that the authors

characterize as metamorphic bodies of dead Lophomonas

appear to us to be ciliate epithelial cells (typical columnar

form, existence of a terminal bar, and a fringe of cilia on

the apical pole of their cytoplasms are evident).

In a work on the sputa of immunodepressed patients,

most of them with AIDS [4], we observed a high fre-

quency of flagellated protozoal forms, which would indi-

cate that immunosuppression is a factor favouring the

proliferation of these micro-organisms.

Immunosuppression is bringing to light cases of flagel-

lated protozoa that colonize the respiratory pathways [5]

and trigger acute respiratory episodes [6] that may put

the lives of these patients at risk. Furthermore, a work

has been reported in Chinese literature in which uncom-

mon multiflagellate protozoa forms (Hypermastigotes)

provoke broncho-pulmonary infections that respond

favourably to metronidazole therapy [7].

Even though are not the same pathological conditions,

we too have recently been able to demonstrate the efficacy

of treatment with metronidazole in a 31-year-old man

immunodepressed patient with AIDS (HIV viral load

470 000 cp.), admitted to the ICU with an acute diffuse

pulmonary interstitial pattern accompanied by fever

(39 �C) and pneumothorax. Initially, pneumonia due to

Pneumocystis jiroveci and tuberculosis were suspected, and

appropriate therapy (Septrim + Isoniazide + Rifampicin

+ Levofloxacine) was administered for 3 weeks. Because

of a poor clinical evolution, with worse thorax X-ray

images, and with the presence reported of protozoa forms

in bronchial aspirate, it was decided to suppress all the

drugs above mentioned, except Septrim, and to start with

metronidazole (1,5 g/day).

After 3 days, there was a notable clinical improvement,

and assisted respiration was therefore suspended. Images

presented correspond to a trans-bronchial biopsy (Fig. 1)

and a bronchial aspirate (Fig. 2a and b) carried out on

the patient 2 days before therapy with metronidazole was

started.

Biopsy shows diffuse pattern of thickening of alveolar

septa, with interstitial and alveolar oedema. Occasional

hyaline membranes, with the commencement of organiza-

tion by loose fibrous tissue and a significant proliferation

of type II pneumocytes were also observed.
Figure 1 Pulmonary biopsy. A pronounced diffuse alveolar damage is

appreciated (haematoxylin-eosin, original magnification ·200).
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In the aspirate, a multiflagellated protozoa cell is seen,

with some plasticity in its morphology, absence of ter-

minal bar and irregular insertion of the flagella. Reddish

coloured hyaline globules are observed in the cytoplasm,

which stand out when ultraviolet light is applied.

We conclude by stating that, among diagnoses and

procedures in handling immunodepressed patients with

pulmonary affectation [8,9], in those cases that present

fever, a diffuse acute pulmonary interstitial pattern, and

pneumothorax, the search for protozoa forms in bron-

chial aspirates and/or bronchial-alveolar lavages should be

included in the examinations to be carried out, especially

as, if they are positive for protozoa, appropriate therapy

with metronidazol must be initiated.
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Figure 2 (a) Multiflagellate protozoa of approximately 40 ·
25 microns in size, observed in a bronchial aspirate (Papanicolaou

stain, original magnification ·1000). (b) The same structure observed

under ultraviolet light (Papanicolaou stain, original magnification

·1000).
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