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INTRODUCTION

Blastocystis hominis (Bh) is an intestinal protozoan[1] 
that is known as the most common intestinal 
parasite. It is found in humans and a wide range 

of animal’s stool specimens, including mammals, birds, 
reptiles, and arthropods.[2,3] It has been isolated from 
patients present with abdominal pain, vomiting, diarrhea 
(which could be alternating with constipation), fever, and 
weight loss.[4] However, Bh remained a highly controversial 
protozoan parasite since it has been regarded as a commensal 
by some and a pathogen by others. Scientists have wondered 
whether it is truly an enteropathogen since spontaneous 
recovery has been reported among most symptomatic 
immunocompetent patients.[5]

The parasite has a worldwide distribution with human 
prevalence ranging from 2% to 30% in some regions. The 
prevalence is higher in developing countries compared to 
developed countries due to poor hygiene, and consumption 
of contaminated food or water.[6] A recent study showed that 
100% of people from low socioeconomic villages in Senegal 
were infected with Blastocystis species suggesting that 
transmission was increased due to poor hygiene sanitation, 
close contact with domestic animals and livestock, and 
having the water supply directly from well and river.[6]

METHODS

A retrospective chart review of 27 patients with confirmed 
Bh infection between the ages of 6 months and 15 years who 
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attended Tawam Hospital from January 2010 to December 
2017. Tawam Hospital is a major tertiary care hospital in the 
United Arab Emirates with a total of 150 dedicated acute 
pediatric beds divided between general and subspecialty 
pediatrics, pediatric surgery, neonatal intensive care, pediatric 
intensive care, and hematology/oncology wards. The hospital 
is located in Al-Ain city which is one of the major cities in 
Al-Ain with high socioeconomical status and easy access 
to clean water. The clinical features and management of 
patients, in whom Bh was isolated alone or in conjunction 
with other organisms was reviewed.

RESULTS

Bh was isolated from stool specimens of 37 patients during the 
study period. Bh was the only pathogen in 27 patients while it 
was isolated in conjunction with other protozoa such as Giardia 
and Endolimax nana and other bacteria such as Salmonella 
species and Campylobacter jejuni in 10 more cases.

Among the patients who had Bh as a single pathogen, 
12/27 (44.4%) of the cases were females, and 15/27 (55.6%) 
were males suggesting a slight male predominance. 2/27 (7.4%) 
patient had low-grade subjective fever reported at presentation, 
but none had a documented fever during the clinical 
encounters. 9/27 (33%) patients presented with diarrhea and 
only one of them had bloody diarrhea. 18/27 (66.7%) patients 
complained of abdominal pain at the time of presentation, and 
only two of them had nausea and vomiting. The duration of 
illness varied, but it was 7 days or less in 15/27 (55.6%). Only 
one patient had symptoms for 2 weeks, and two other patients 
had symptoms lasting for 2 months. Unfortunately, there was 
no clear documentation regarding the length of illness in the 
remaining 9 patients. In terms of therapy, only two patients 
received metronidazole; one patient received triple therapy 
(Metronidazole, Amoxicillin, and Omeprazole); while the 
rest of the patients had spontaneous resolution without any 
antimicrobials. None of the patients required hospitalization 
or developed complications on follow-up.

Basic blood investigations were obtained in all the 27 patients. 
All had normal electrolytes except for one patient who had 
mild hypokalemia of 3.1 mmol/dl. All patients had normal 
BUN and creatinine, white blood cell counts, hemoglobin 
levels, and blood sugar levels. However, some of them 
had abnormal platelet counts at the time of presentation: 
3/27 (11%) had mild thrombocytosis ranging between 458 
and 536, and one patient had thrombocytopenia of 30. All 
blood cultures were negative.

DISCUSSION

There is an ongoing debate over the pathogenicity of Bh, with 
some experts believing that it is pathogenic while others argue 
strongly against that.[7] Therefore, there is still no agreement 

on whether it should be treated or not. Those who believe 
in its pathogenicity have tried several therapeutic options. 
Nassir et al. and Valsecchi et al. reported successful therapy 
with Metronidazole.[8,9] Other experts such as Pasqui et al. 
used Metronidazole in combination with other antimicrobials 
such as Paromomycin or Trimethoprim-Sulfamethoxazole 
(TMP-SMX).[10]

Tan et al. suggested that only patient with chronic 
abdominal pain and diarrhea that cannot be explained by 
any other pathology should be considered for antimicrobial 
therapy[11] While Metronidazole has historically been the 
drug of choice, Bh resistance to this agent seems to be in 
the rise[12,13] Other agents to be considered include TMP-
SMX,[14] in addition to Nitazoxanide, Emetine, Furazolidone, 
Iodochlorhydroxyquin, and Pentamidine.[15]

The vast majority of our patients resolved without therapy. 
Only two of our patients received Metronidazole therapy. 
In addition, 12 years-old boy received triple therapy 
(Metronidazole, Amoxicillin, and Omeprazole) for presumed 
Helicobacter pylori infection. Due to the retrospective nature 
of the study, it is hard to judge if this treatment resulted in 
prompt recovery or they recovered spontaneously just like 
the rest of our patient cohort.

Ten patients were excluded from the above analysis since 
they had coinfection with another organism as detailed in 
Table 1.

Unlike isolated Bh infections, all the patients who had 
coinfection with a bacterial pathogen were febrile at the time 
of presentation. Patients with coinfections were more likely 
to have diarrhea (5/10 or 50%) and vomiting (4/10 or 40%). 
They were also more likely to receive antimicrobial therapy. 
Whether the presence of Bh was coincidental in those cases, 
or it created an inflamed environment that made the intestine 
more amenable to infections, is not clear. The coinfection 
with Endolimax nana, however, is of special interest since 
it has been recognized as a cause of chronic diarrhea in 
immunocompetent patients.[16,17]

Two of our patients had prolonged symptoms ranging 
between 2 and 6 months. They were a 12 years-old boy and 
an 8 years-old girl. Both had documented family medical 
history of irritable bowel syndrome (IBS). There has been 
increasing interest over the past few years in studying the 
prevalence of Bh infections, and its possible relations to 
IBS. Because Bh causes symptoms that are similar to those 
attributed to IBS such as diarrhea, abdominal pains, cramps, 
and nausea; it is logical to assume the association of this 
parasite and IBS. It is also possible that the change in the 
environment in the intestine caused by IBS may allow for the 
conditions favored by Bh. Alternatively, it has been proposed 
that a possible mechanism for the IBS-like symptoms might 
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be the low-grade inflammation through persistent antigenic 
exposure in a chronic Bh infection.[7,18,19]

Finally, although the isolated parasite was reported in all 
of our cases as Bh, this has not been confirmed by genetic 
studies at the time. Although Tan and Suresh suggested that 
clinical manifestation could be type dependent,[20] more recent 
studies suggested that there are no specific pathogenic or 
nonpathogenic species of Blastocystis; and that the clinical 
course could be modified by the patient’s underlying condition 
rather than the infecting species.[21] Therefore, we believe that 
it would be prudent to include genetic studies to properly 
identify the subspecies in any future prospective studies, and 
hence verify if one species is more pathogenic than the others.

CONCLUSION

Despite having a high socioeconomical standard and easy 
access to clear water, Bh seems to be not a rare infection 
in the United Arab Emirates among children. Due to the 
retrospective nature of our study and the lack of surveillance 
system, we believe that the numbers in our study could be an 
underestimate of the real prevalence of this parasite in our 
community.

The vast majority of our patients improved spontaneously. 
However, we recommend to look for Bh among patients 
presenting with chronic abdominal symptoms. More 
prospective studies are needed to look at the prevalence of 
this parasite mainly among patients with chronic intestinal 
disorders, and whether antimicrobial therapy would be of 
real value in such cases. However, and until such studies 
are conducted, we believe a trial of an active agent such as 
Trimethoprim-Sulfamethoxazole or Nitazoxanide may be 
reasonable in such cases. Otherwise supportive treatment 
without antimicrobial therapy is recommended in otherwise 
healthy patients with the acute presentation.
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Bh: Blastocystis hominis
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