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Introduction: Schistosomiasis, caused by parasitic Schistosoma species, is a common neglected tropical disease prevalent in
sub-Saharan Africa, including Sudan. While urinary tract infections are more frequent, intestinal schistosomiasis is rare. The disease
presents with nonspecific symptoms, often leading to misdiagnosis as inflammatory bowel disease (IBD).
Case presentation: A 23-year-old male farmer fromGezira, Sudan, presenting with intermittent bloody diarrhea andmild left lower
abdominal pain for 6 months. Despite multiple diagnoses and treatments for dysentery and IBD, his symptoms persisted.
Colonoscopy revealed edematous mucosa with scattered whitish spots in the rectum, sigmoid, descending, and transverse colon,
with normal findings in the ascending colon and cecum. Biopsies confirmed eosinophilic colitis with schistosomal egg shells. The
patient was treated with praziquantel, leading to the resolution of symptoms within 2 weeks.
Clinical discussion: Schistosomiasis, caused by Schistosoma mansoni, commonly manifests with myalgia, fever, and rash,
alongside abdominal symptoms. Diarrhea, abdominal pain, constipation, and weight loss are common. Stool examination and
serological tests aid in diagnosis, but colonoscopy can reveal characteristic findings, such as edematous mucosa and schistosomal
nodules. Early diagnosis and treatment with praziquantel are essential to prevent complications and improve patient outcomes.
Conclusion: This case emphasizes the importance of considering schistosomiasis in endemic areas when evaluating patients with
colitis symptoms. Healthcare providers should maintain a high index of suspicion for this condition, especially in patients with
nonspecific gastrointestinal symptoms and a history of travel to endemic areas. Early diagnosis and treatment are crucial to prevent
complications and improve outcomes.
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Introduction

Schistosomiasis is a chronic parasitic disease endemic in low-
income countries and middle-income countries (LMICs) of tro-
pical and subtropical regions, including sub-Saharan Africa, the
Middle East, Asia, and Latin America. It is classified as a
neglected tropical disease (NTD) due to its high prevalence in
impoverished communities[1]. The disease is typically prevalent in
rural, low-income areas lacking access to clean water, hygienic
conditions, and adequate medical facilities. Despite constituting
only 13% of the world’s population, Sub-Saharan Africa (SSA)

bears the burden of 90% of schistosomiasis cases, and NTD
causes an estimated 534 000 annual deaths and about 57 million
disability-adjusted life-years are lost annually[2]. Additionally, it
is prevalent throughout Sudan, affecting all of its 18 states.
Approximately 5.8 million Sudanese individuals, accounting for
15% of the nation’s population, require treatment for this
illness[3].

Urinary schistosomiasis is frequent, while intestinal infection is
rare. Its nonspecific clinical signs range from asymptomatic to
diarrhea, stomach pain, malnourishment, intestinal obstruction
due to larva deposits, and anemia of chronic illness in addition to
apathy[4]. We present a 23-year-old male with colitis due to
Schistosoma infection mimicking inflammatory bowel diseases
(IBD), representing the first case reported from Sudan. This case

HIGHLIGHTS

• Intestinal schistosomiasis can mimic inflammatory bowel
disease, presenting with symptoms such as diarrhea,
abdominal pain, and anemia.

• This case report highlights the importance of considering
schistosomiasis in the differential diagnosis of colitis in
endemic areas.

• Colonoscopy findings, including edematous mucosa and
schistosomal nodules, can aid in the diagnosis of intestinal
schistosomiasis.

• Early diagnosis and treatment with praziquantel are crucial
to prevent complications and improve patient outcomes in
intestinal schistosomiasis.
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has been reported in line with the Surgical CAse Report (SCARE)
criteria[5].

Case presentation

A 23-year-old male farmer from Gezira, central Sudan, presented
with intermittent bloody diarrhea for the past 6 months, occur-
ring 3 to 5 times per day, with small amounts of stool associated
with mild left lower abdominal pain. He had no nausea, vomit-
ing, weight loss, loss of appetite, jaundice, fever, joint pain, or
skin rash. He had sought medical advice multiple times and was
diagnosed with dysentery and IBD, but his symptoms did not
improve with treatment. He denied any history of anemia, blood
transfusions, or endoscopy. Additionally, there was no family
history of a similar condition. He was a nonsmoker and did not
consume alcohol.

Upon examination, the patient was in good general health, not
pale, and without lymphadenopathy. His abdomen was soft with
mild left iliac fossa tenderness. No masses were palpable, and the
liver and spleen were not enlarged. There were no ascites. Other
systems were unremarkable. A complete blood count revealed
mild microcytic hypochromic anemia with normal white blood
cell and platelet counts. Renal profile, liver function tests, and
abdominal ultrasound were all normal.

A colonoscopy was performed by an endoscopist, revealing
edematous mucosa with loss of vascular pattern. Scattered
whitish spots were seen throughout the rectum, sigmoid, des-
cending, and transverse colon. The ascending colon and cecum
appeared normal [Fig. 1].

Random biopsies from the affected parts showed fragments of
superficial colonic mucosa with regularly spaced glands. The
lamina propria exhibited increased inflammatory cell infiltrates,
rich in eosinophils. No cryptitis, crypt abscesses, or granulomas
were observed. Schistosomal egg shells were seen, consistent with
eosinophilic colitis associated with schistosomiasis [Fig. 2].

The patient received praziquantel 15 mg/kg and showed a
dramatic response, and all symptoms resolved within 2 weeks.

Discussion

Bilharzia, another name for schistosomiasis, is a parasitic infec-
tion caused by Schistosoma mansoni, S. haematobium, and S.
japonicum. These blood flukes are responsible for the chronic and
potentially lethal tropical disease schistosomiasis. Intestinal

infection is generally associated with S. mansoni[6].
Patients usually present with generalized myalgia, fever, and a

maculopapular skin rash along with abdominal pain and diar-
rhea. The hallmark of chronic schistosomiasis is granulomatous
inflammation generated by eggs interacting with host immunity,
which can lead to fibrosis, bowel occlusion, and potentially even
precancerous disease[2].

Diarrhea was the most prevalent symptom in a study by Rocha
et al.[7], occurring in 56% of patients, while obstructive symp-
toms, such as intestinal stenosis, are uncommon. Abdominal
pain, constipation, weight loss, and fatigability are frequently
reported, respectively[8].

In diagnosing schistosomiasis, stool examination is a common
method for detecting parasite eggs. However, as the infection
progresses, the likelihood of finding eggs in stool samples
diminishes. To improve the sensitivity of egg detection, quanti-
tative sampling techniques like the Kato-Katz method or con-
centration techniques can be employed. Serological tests, which
detect antibodies against the parasite, are also available.
However, they cannot differentiate between active and chronic
infections. For early diagnosis, PCR can be used to detect parasite
DNA in urine samples. Serological tests for gut-associated para-
site proteins can also provide complementary diagnostic
information[9].

Colonoscopy can be a valuable tool in diagnosing colonic
schistosomiasis, despite limitations in specificity. Findings vary
based on the disease stage. Acute schistosomal colitis may reveal
edematous and congestive mucosa, with petechial bleeding; in
patients with chronic schistosomal colitis, the colonoscopy may
reveal a confused vascular net with closely spaced flat or raised
yellow nodules, polyps, and intestinal stricture. Colonoscopic
examination of patients with chronic schistosomal colitis
revealed concurrent acute and chronic inflammatory changes
within their colonic segments. The most distinctive finding is the
presence of schistosomal nodules, resembling those seen in
pseudomembranous enterocolitis, and exhibiting a gray-yellow
or yellowish-white coloration[10].

Misdiagnosis of schistosomal colitis as IBD is common in
young patients, particularly because the sigmoid and rectum are
the most frequently affected sites, Ye et al. reported a 24 mis-
diagnosed cases of ulcerative colitis in their evaluation of 96

Figure 1. A. Edematous hyperemic mucosa with multiple pustules, B.
Edematous mucosa with prominent vasculture and multiple aphthous
ulcertations.

Figure 2. The lamina propria exhibited increased inflammatory cells infiltrates,
rich in eosinophils. No cryptitis, crypt abscesses, or granulomas were
observed. Schistosomal egg shells were seen (black arrow).
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patients with colonic schistosomiasis. Endoscopic findings
revealed atypical features of the intestinal mucosa in the 24
misdiagnosed cases. Ulcerative-like changes were observed in
eight patients, characterized by variable size, depth, and a scat-
tered or concentrated distribution. These ulcers were pre-
dominantly congestive and edematous, with adherent secretions
on the surrounding mucosa. Notably, the characteristic yellow
schistosomal nodules were rarely identified in the intestinal tract,
contributing to the misdiagnosis of ulcerative colitis[11].

In endemic areas like Sudan, a comprehensive medical history
coupled with appropriate diagnostic testing is crucial for accurate
diagnosis of schistosomal colitis. Healthcare professionals need
to maintain a high index of suspicion for this illness, considering
its potential presentation with nonspecific gastrointestinal
symptoms and endoscopic findings.

Conclusion

This case highlights the importance of considering schistoso-
miasis as a cause of infectious colitis in patients who reside in an
endemic area and patients who have a history of traveling to an
endemic area. Early diagnosis and treatment can prevent serious
complications, such as bowel obstruction and perforation.
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