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lasting adverse affects on growth and nutritional status.  In immunocompromised hosts the illness can be more protracted, severe, and can lead to wasting.  Biliary tract involvement occurs in 10 to 30 percent of patients with AIDS and can result in acalculus cholecystitis or sclerosing cholangitis.  Pulmonary involvement has been described but the significance of this finding is unclear.  Dissemination has not been described.
Epidemiology:

Cryptosporidium species were first described in the mid 1970’s and have become increasingly important human pathogens since the beginning of the AIDS epidemic.  Transmission of Cryptosporidium species occurs via spread from an infected person or animal, or from a food or water source contaminated with fecal matter.  Relatively low number of oocytes can cause disease with the ID50 being 132 in immunocompetent hosts.  

Numerous waterborne outbreaks have been reported. The largest and probably most publicized occurred in 1993 in Milwaukee where at least 403,000 residents became infected after the public drinking water became contaminated.  Person-to-person transmission is common and can occur among household members, sexual partners, children in daycare settings, and healthcare workers.

Laboratory diagnosis:

The diagnosis can be made by identifying oocysts in stool specimens.  It is important to notify the laboratory of the suspicion of cryptosporidiosis, as routine examination for ova and parasites usually will only infrequently detect the oocysts.  At JHH, if cryptosporidiosis is suspected, the sediment obtained from centrifugation is first stained with Auramine fluorochrome stain.  The oocysts are ovoid to spherical and measure 5-6 microns in diameter and up to 4 bow-shaped sporozoites may be seen in each oocyst.  A modified acid fast stain would be performed as a confirmatory test, and the oocysts appear red-pink against a light green background.  Cryptosporidium species must be differentiated from Cyclospora species.  Cyclospora oocysts are also round to oval oocytes and are also partially acid-fast.  However, Cyclospora oocysts are larger (8-10 microns) and only have two sporocysts per oocyte.  ELISA assays for the detection of Cryptosporidium antigens have been described and can provide a direct rapid diagnosis.

Treatment: 

There is no reliable therapy for cryptosporidiosis.  Recovery is largely dependent on the immune status of the individual.  The best approach is to attempt immunorestoration by treating the patients underlying predisposing process along with supportive care.  Several trials involving multiple antimicrobial agents have shown only temporary benefit at best.  Good hygiene and proper disposal of contaminated items is also important in preventing spread of infection.  
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	There is no information available at this time.
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Case Summary:


The patient is a 31-year-old white male who with a one month history of diarrhea and vomiting.  The diarrhea started in late November and the patient reported loose, watery stools a couple of times per day for about a week.  The stools were not bloody.  Over the next three weeks the diarrhea became more voluminous with about 5-10 bowel movements per day and he also experienced nausea and vomiting during this time.  He twice presented to EDs during the course of his illness but no specific diagnosis was made.  Over the course of the month he lost thirty pounds.  His PMH is notable for hepatitis C virus infection that was diagnosed 6 months prior.  The patient is homosexual and has been in a monogamous relationship for years.  Near the end of his course he was admitted and stool analysis revealed Cryptosporidium oocysts.  Subsequent HIV testing was positive.  HAART therapy was started as well as re-hydration and electrolyte replacement.





Organism:


Cryptosporidium are intracellular protozoan parasites that cause gastrointestinal disease in all classes of vertebrates.  The organisms infect and replicate in intestinal epithelial cells and infection is primarily associated with diarrhea and biliary tract disease.  There are several named species including those that infect non-human hosts.  Cryptosporidium parvum is the main species responsible for clinical disease in humans.  C. parvum has now been divided into two species.  C. hominis (previously C. parvum genotype 1) only infects humans and C. parvum (previously C. parvum genotype 2) is found in humans and a number of other animals.





After ingestion oocysts undergo excystation in the small bowel and release four banana-shaped motile sporozoites which attach to the epithelial cell wall.  The sporozoites mature asexually into meronts which release merozoites intraluminally.  They can either reinvade host enterocytes, resulting in autoinfection, or mature into oocytes and pass into the environment via fecal material.  The pathogenesis of Cryptosporidium infection is not well understood.  No toxin has been identified and it is likely that the intracellular nature of the infection interferes with intestinal absorption.





Clinical Significance:


Cryptosporidiosis can be an asymptomatic infection, a mild self limited diarrheal illness in immunocompetent hosts, or a severe life threatening cholera-like diarrheal illness in immunosuppressed individuals.  The incubation period is usually around 7-10 days.  Patients who develop diarrhea frequently have associated malaise, nausea and anorexia and abdominal pain.  The severity of diarrhea is quite variable but volumes of up to 25 L/day may occur.  Fecal blood or leukocytes are rare unless co-infection with another pathogen is present.  In normal hosts any illness would typically resolve without therapy in 10 to 14 days.  There is some evidence that immunocompetent infants may have persistent diarrhea that can have








