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is by specific lung histology that the characteristic
features of the lesions are revealed, consisting of
both an inflammatory process in the interstitium and
a prominent foamy intra-alveolar latticelike exudate
within which the characteristic cysts of Pneumocystis carinii can be demonstrated with appropriate
stains such as toluidine blue or methenamine silver.
Currently, the methods of establishing this specific
diagnosis are of paramount importance . There are
presently no dependable means of isolating Pneumocystis carinii nor are serologic assays generally
available, although a nonspecific evaluation of cold
s
s been reported which can also occur
in cytomegalovirus infections . 4 In the appropriate
clinical setting, a high index of suspicion is needed to
initiate the appropriate investigations. Essentially,
the diagnosis is established by identifying the cysts
of the protozoan in the lung or its pathologic secretions . Although its isolation from sputum secretions
has been reported, and must be considered pathognomic if' so recovered, most patients do not raise
significant volumes of sputum . Thus, in the past few
years the emphasis has been on recovery by lung
biopsy with opinions divided on the matter of open
thoracotomy vs . percutaneous needle biopsy. As far
as can be determined, open biopsy, despite its attendant morbidity, generally carries a high diagnostic
yield . Alternatively, the percutaneous route, either
by cutting or aspiration biopsy, has been favorably
viewed because of its applicability in critically ill
patients with marginal pulmonary reserve, and to a
lesser extent because it is expeditious ; the adequacy
of tissue recovery by needle biopsy may be extrapolated from large series of diffuse lung disorders to
average from 80 to 90 percent . However, even here
complications of bleeding or pneumothorax and
false-negative results have occurred .'
Alternative, high yield, diagnostic procedures
with low morbidity are clearly desirable . The morbidity of transtracheal aspiration is low, but from
available American data so too is the specimen yield .
Repsher et all have recently reviewed their experience with endobronchial brush biopsy in a series of
19 patients suspected of having Pneumocystis carinii. The diagnosis was confirmed in ten cases, although false-negative results may have been present
in another five of their patients . In their hands the
procedure was considered safe and well tolerated,
even by severely ill patients . Finally, the approach
presented by Hodgkin, Andersen and Rosenow involves the use of transbronchoscopic lung biopsy .
The transbronchoscopic biopsy was effective in
documenting Pneumocystis carinii in 7 of 522 patients who underwent this procedure, with a reported zero false-negative rate, although we are un-

certain as to actual doeumentatio in the remaining
515 patients . This is not a new technique, having
been recently used by Andersen' in diffuse pneumonopathies, with a tissue yield of 82 percent . As
the authors appropriately advise, this population
sample of se , rn patients is too small from which to
draw adequate conclusions or to compare with other
diagnostic approaches. The discussion of this paper
also highlights other relatively unsuccessful methods
for the detection of Pneumocystis carinii .
What may we conclude? First, that infectious
problems continue to demand sound diagnostic attitudes . Secondly, uncommon or unusual invaders are
more frequent as the result of augmented supportive
therapy or immunosuppression, by disease or therapy . Thirdly, empirical therapy is rarely warranted
in these potentially grave infectious, diffuse, interstitial (intra-alveolar) disorders, although in select
circumstances such empirical decisions may be required, at least initially . The availability of effective
chemotherapy in the form of pentamidine isethionate, or more recently reported pyrimethamine and
sulfadiazine, as well as the host toxicity of pentamidine are valid reasons to support this premise in
treating patients with Pneumocystis carinii . Moreover, although it is infrequent, such immunocompromised patients may be susceptible to infection
with more than one "unusual" organism . 8 Fourthly,
a specific diagnosis should be obtained by the procedure with the "highest yield and lowest morbidity"
as the primary determinant . In this regard several
approaches concurrently appear acceptable for the
diagnosis of Pneumocystis carinii pneumonia ; the
most effective or appropriate technique will ultimately rest with local expertise and other individual
considerations .
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