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Trichomonas vaginalis

 The T. vaginalis trophozoite is oval and typically 
measures 7 by 15 μm. Organisms up to twice this size 
are occasionally recovered from asymptomatic patients.

 In unstained wet mounts, T. vaginalis is identified by its 
axostyle and jerky, non-directional movements.

 The organism can be grown on artificial media under 
anaerobic conditions at pH 5.5 to 6.0.

 It lacks cyst form but the trophozoite survives 1-2 hours 
outside host on moist surfaces.

 In urine, semen, water, it is viable for up to 24h



TRICHOMONIASIS

 Trichomoniasis is a sexually transmitted disease, which 
produces a vaginitis with pain, discharge, and dysuria. 

 The infection fluctuates over weeks to months. 

 Men are usually asymptomatic but may have urethritis 
or prostatitis. 



EPIDEMIOLOGY

 Trichomoniasis is a cosmopolitan disease usually 
transmitted by sexual intercourse.

 In women, the peak incidence is between 16 and 35 years 
of age, but there is a relatively high prevalence in the 30-
50 year age group.

 Nonvenereal transmission is uncommon. Transfer of 
organisms on shared washcloths may explain, in part, the 
high frequency of infection seen among institutionalized 
women.

 Female neonates are occasionally noted to harbor T. 
vaginalis, presumably acquiring it during passage through 
the birth canal.



PATHOGENESIS AND IMMUNITY

 Direct contact of T. vaginalis with the squamous 
epithelium of the genitourinary tract results in 
destruction of the involved epithelial cells and the 
development of a neutrophilic inflammatory reaction
and petechial hemorrhages. 

 The organism is not invasive, and extracellular toxins 
have never been demonstrated.

 Humoral, secretory, and cellular immune reactions can 
be demonstrated in most infected women.



CLINICAL ASPECTS

MANIFESTATIONS

 In women, T. vaginalis produces a persistent vaginitis. 
Although up to 50% are asymptomatic at the time of 
diagnosis, most develop clinical manifestations within 
6 months. Approximately 75% develop a discharge
(thin, yellow, and frothy), which is typically 
accompanied by vulvar itching or burning (50%), 
dyspareunia (50%), dysuria (50%), and a disagreeable 
odor (10%) lasting weeks to months. Manifestations 
worsen during menses and pregnancy.  



 In symptomatic patients, physical examination reveals 
reddened vaginal and endocervical mucosa. In severe cases, 
petechial hemorrhages and extensive erosions are present. A 
red, granular, friable endocervix (strawberry cervix) is a 
characteristic but uncommon finding. An abundant discharge is 
generally seen pooled in the posterior vaginal fornix.

 The urethra and prostate are the usual sites of infection in men; 
the seminal vesicles and epididymis may be involved on 
occasion. 

 Infections are usually asymptomatic, possibly because of the 
efficiency with which the organisms are removed from the 
urogenital tract by voided urine.

 Symptomatic men complain of recurrent dysuria and scant, 
nonpurulent discharge.

 Acute purulent urethritis has been reported rarely.



DIAGNOSIS

 It rests on the detection and morphologic identification of 
the organism in the genital tract by examining a wet mount 
preparation for the presence of motile organisms.

 In women, a drop of vaginal discharge; in men, urethral 
exudate or urine sediment after prostate massage may be 
used.

 Wet mounts have a sensitivity of only 50 to 60%. They are 
most likely to be negative in asymptomatic or mildly 
symptomatic patients.

 Direct immunofluorescent antibody staining has a 
sensitivity of 70 to 90%. 



TREATMENT

 Oral metronidazole is extremely effective in recommended 
dosage, curing more than 95% of all infections. It may be 
given as a single dose or over 7 days. During treatment 
alcohol consumption should be suspended.

 The drug should never be used during the first trimester of 
pregnancy because of its potential teratogenic activity.

 High-dose, longterm metronidazole treatment has been 
shown to be carcinogenic in rodents. No association with 
human malignancy has been described to date.



Ectoparasites
1. Phthirus pubis

2. Sarcoptes scabiei

Phthirus pubis: Pubic louse infestation

 The pubic or crab louse (Phthirus pubis) is a parasitic 
insect which spends its entire life on human hair and 
skin, and feeds exclusively on blood 4-5 times daily. 

 Humans are the only known host.



A magnified crab louse

http://upload.wikimedia.org/wikipedia/commons/0/00/Pthius_pubis_-_crab_louse.jpg


Life-cycle

 The life-cycle from egg to adult is 22-27 days. 

 The egg hatches producing the first nymphal stage الحوريه, 
which after three moltings develops to nymph 2, 
nymph 3 and subsequently to either a male or female
louse. 

 The incubation period of the egg is 7-8 days, while the 
rest of the cycle is taken up with the development of 
nymphal stages. 

 The average adult female lives for 17 and the male for 22 
days. 



Epidemiology

 Pubic lice usually infect a new host only by close 
contact between individuals, usually through sexual 
contact. 

 Parent to child infestations are more likely to occur 
through routes of shared towels, clothing, beds or 
closets. 

 Adults are more frequently infested than children.



Clinical Manifestations

 Infestation with pubic lice is called Phthiriasis or 
Pediculosis pubis. 

 Although any part of the body may be colonized, crab 
lice favour the hairs of the genital and peri-anal region. 

 Especially in male patients, pubic lice and eggs can also 
be found in hair on the abdomen and under the armpits
as well as on the beard and moustache, while in 
children they are usually found in eye-lashes.



 The main symptom is itching, usually in the pubic hair 
area. It results from hypersensitivity to louse saliva, and 
it becomes strong enough two or more weeks following 
initial infestation.

 In the majority of infestations a characteristic grey-
blue or slate coloration appears (maculae caeruleae) at 
the feeding site, which may last for days and is also 
characteristic for the infestation.



Diagnosis

 A pubic louse infestation is usually diagnosed by 
carefully examining pubic hair for nits, nymphs and 
adults. 

 Lice and nits could be removed either with forceps or 
by cutting the infested hair with scissors. 

 A magnifying glass or a stereo-microscope can be used 
for the exact identification. 

 If lice are detected in one family member, the entire 
family needs to be checked and only those who are 
infested with living lice should be treated.



Treatment

 Crab lice can be treated with Permethrin 1% cream rinse 
and Pyrethrins. They can be used for this purpose and 
are the drugs of choice for pregnant or lactating
women. These agents should be applied to the affected 
areas and washed off after 10 minutes.

 Shaving off or grooming any hair in the affected areas 
with a fine-toothed comb is necessary to ensure full 
removal of the dead lice and nits, though it does not 
suffice as treatment on its own. 



Sarcoptes scabiei

 Sarcoptes scabiei is a parasitic arthropod which 
burrows into human skin and causes Scabies.

 Scabies is a contagious, parasitic skin infection caused 
by a tiny mite Sarcoptes scabiei, and is spread by direct 
contact and infected clothes.

 When a human comes into contact with the female 
mite, it burrows under the skin, laying eggs along the 
lines of its burrow. These eggs hatch, and the resulting 
offspring rise to the surface of the skin; mate; and 
repeat the cycle causing red lesions.



 A delayed hypersensitivity (allergic) response resulting 
in a papular eruption (red, elevated area on skin) often 
occurs 30-40 days after infestation. While there may be 
hundreds of papules, fewer than 10 burrows are 
typically found.

 The burrow appears as a fine, wavy and slightly scaly 
line a few mm to one cm long. A tiny mite may 
sometimes be seen at the end of the burrow. 

 Most burrows occur in the webs of fingers, flexing 
surfaces of the wrists, around elbows and armpits, 
areolae of the breasts in females and on genitals of 
males, along the belt line, and on the lower buttocks. 
The face is usually not involved.



Diagnosis

 Diagnosis can be made simply by observing the 
characteristic burrows of the mites causing scabies.

 A sterilized needle can be used to explore the pearly 
bump at the end of a burrow, remove its contents, and 
place it on a slide to be examined. 

 The mite itself may then be identified.



Treatment

 Treatment by several types of lotions (usually 
containing 5% Permethrin) can be applied to the body 
and left on for 12 to 24 hours. One topical application
is usually sufficient.

 Itching can be lessened by the use of calamine lotion 
or antihistamines. 



Prevention

 Good hygiene is essential in the prevention of scabies. 

 When a member of a household is diagnosed with 
scabies, all that person's recently worn clothing and 
bedding should be washed in very hot water. 

 Extensive cleaning of the household, however, is not 
necessary because the mite does not live long away 
from the human body.


