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Abstract

Amebiasis is a frequently occurring parasitic infection in South East Asia. We present a case of a
54-year-old man with right lower quadrant abdominal pain that persisted for longer than | year.
He had been diagnosed with inflammatory bowel disease in Indonesia. His abdominal pain
persisted, despite therapy, and he visited Malaysia for transnational medical advice. Abdominal
ultrasound showed fatty liver, gallbladder polyps, and a small left renal stone. Colonoscopy
showed multiple ulcers in the cecum and a histopathological examination confirmed amebic
infection of the cecum. The colonic ulcers subsided after anti-amebic treatment. This case high-
lights the need to consider the differential diagnosis of amebic colitis in patients presenting with
manifestations of inflammatory bowel disease, especially in patients who live in or have traveled
to endemic areas.
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Amebiasis is a concerning parasitic infec-
tious disease in South East Asia. Amebiasis

occurs globally, but most infectious cases are
found in developing countries.' The preva-
lence of ameba is approximately 18%
among the most prevalent parasites in the
eastern part of Indonesia.” This infection is
transmitted via the oral-fecal route through
ingestion of cysts of Entamoeba histolytica.?
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Figure |. Colonoscopy shows multiple ulcers in the cecum.

The clinical manifestations of amebiasis
range from asymptomatic to severe.* We
present here a case of a patient with cecal
ulcers mimicking inflammatory bowel dis-
ease who visited Malaysia for transnational
medical advice.

Case report

A 54-year-old Indonesian man with right
quadrant abdominal pain persisting for
more than 1 year visited Malaysia for trans-
national medical advice. He was diagnosed
with inflammatory bowel disease in
Indonesia after a colonoscopic examination
in Indonesia. However, the patient did not

know whether his disease was Crohn’s dis-
ease or ulcerative colitis, and he received the
medication mesalazine accordingly. No
diarrhea, body weight loss, bloody stool,
vomiting, or fever was noted. He appeared
comfortable throughout an examination.
His blood pressure was 125/60 mmHg and
he did not show tachycardia. He showed mild
tenderness in the right lower quadrant areca
without rebound tenderness. An abdominal
ultrasound scan showed fatty liver, gallblad-
der polyps, and a small left renal stone. No
other laboratory testing was performed.
Colonoscopy showed multiple ulcers in the
cccum and a normal terminal ileum
(Figure 1). Biopsy was performed, and a
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Figure 2. (a, b) Histopathological results. The arrow indicates an ameba.

histopathological examination showed frag-
ments of cecal mucosa with foci of tissue
degeneration and ulceration. The degener-
ated tissue areas were infiltrated and mixed
with inflammatory exudates, and some areas
showed neutrophilic infiltration, which
caused microabscesses. Residual colonic
mucosa showed mainly regularly spaced
glands. A few clusters of microorganisms
were observed using periodic acid—Schiff
staining. Special stains for fungi and acid-
fast bacilli were negative. The histopatholog-
ical results were consistent with amebic
colitis. (Figure 2a, 2b). The abdominal pain
resolved after taking metronidazole 750 mg
three times a day for 10 days and paromo-
mycin 500 mg three times a day for 10 days.
Repeated colonoscopy 1 year later showed
total healing of the ulcers.

The CARE guidelines were followed.
Ethics committee approval was not required
because we presented only one case of a rare
condition. The patient provided informed
consent for publication of the case and we
have also de-identified the details.

Discussion

Amebiasis is a frequently occurring parasit-
ic infection in tropical countries, it is caused
by E. histolytica, and it is one of the five
most prevalent parasites in Indonesia.'?
This parasite infects humans via the oral-
fecal route through ingestion of cysts.’
Most of these patients are asymptomatic,
but they may present with intestinal amebi-
asis or extraintestinal disease.”> Intestinal
amebiasis refers to the presence of ameba
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in the intestine. This includes asymptomatic
carriage or symptomatic amebic colitis,
amebic colitis, severe invasive amebic coli-
tis, and ameboma, and the cecum is the
major site of infection.>>® The mortality
rate of amebiasis is high when complica-
tions occur, such as acute necrotizing
colitis, toxic megacolon, perforation, and
peritonitis,” and surgical intervention may
be required. Most cases of extraintestinal
amebiasis involve the liver, show amebic
liver abscesses, and require antibiotic treat-
ment or drainage.® Even in cases of asymp-
tomatic infection, treatment is recommended
to prevent worsening of this disease to an
invasive condition.* Symptomatic disease
should be treated with a tissue active agent
followed by an agent, such as paromomycin,
while asymptomatic carriage only needs be
treated with paromomycin.

Colonoscopy is a good option for diag-
nosing invasive amebic colitis, and invasive
protozoa can be found on microscopic
examination of colonic ulcers,” as observed
in our case. However, colonoscopy is not
always indicated for diagnosis of invasive
amebic colitis. There are several non-
invasive methods for diagnosis of amebic
colitis that should be discussed, especially
in resource-limited settings, when patients
may not be able to access specialty care or
afford endoscopy. According to Singh
et al.,'% colonic amebiasis should be sus-
pected if the colon shows discrete mucosal
ulcers with intervening normal mucosa,
whereas inflammatory bowel disease
should be considered if the ulcers present
with mucosal changes. However, distin-
guishing amebic colitis from inflammatory
bowel disease by endoscopic appearance of
ulcers alone may not always be possible.
Biopsy samples should be obtained from
blood clots lining ulcers where trophozoites
are present.'®!" In patients with presumed
inflammatory bowel disease, three stool
samples should be collected on alternate
days to exclude the diagnosis of parasitic

diseases, especially that of amebiasis.’
However, stool microscopy is the least sen-
sitive and specific of all diagnostic modalities
for amebiasis, and should only be used for
diagnosis when more sensitive modalities,
such as polymerase chain reaction and
fecal antigen detection tests, are unavailable.
Treatment of inflammatory bowel disease
involves steroids and other immunosuppres-
sive agents. However, administration of ste-
roids to patients with amebiasis can lead to
fulminant and even fatal outcomes.'?

Ingestion of infectious cysts of E. histo-
Iytica is the only transmission mode for
amebic infection. Cysts can survive in the
environment for many weeks. Infection is
most commonly associated with contami-
nated hands, food, or water. Provision of
safe food and clean water is the most
important approach to prevent amebic
infection.* Improvement of sanitation is
considered the only way to prevent amebi-
asis, and there is no vaccine available for
this condition.! Transmission of E. histoly-
tica generally occurs by fecal excretion of
cysts followed by oral ingestion of contam-
inated food or water. Amebiasis is increas-
ingly recognized by sexual transmission,
especially among men who have sex with
men, because it is transmitted by fecal
excretion of the E. histolytica."

Malaysia has been focusing on the med-
ical tourism industry because foreigners
visit Malaysia for further medical treat-
ment. Visitors are mainly from countries
in South East Asia, especially Indonesia.
Amebic colitis should be considered in the
differential diagnosis of colon ulcers associ-
ated with abdominal pain in patients from
tropical countries or in those with a travel
history to tropical countries who visit
Malaysia for medical advice.

Acknowledgements

The authors thank the patient who agreed to
publication of this case report. The authors



Cheng et al.

also thank Dr. Zainal Abidin Ibrahim for estab-
lishing the pathological diagnosis.

Declaration of conflicting interest

The authors declare that there is no conflict of
interest.

Funding

This research received no specific grant from any
funding agency in the public, commercial, or
not-for-profit sectors.

ORCID iD

Chian Sem Chua (® https://orcid.org/0000-0002-
6740-9797

References

1. Shirley DT, Farr L, Watanabe K, et al.
A review of the global burden, new diagnos-
tics, and current therapeutics for amebiasis.
Open Forum Infect Dis 2018; 5: ofyl161.

2. Sungkar S, Pohan APN, Ramadani A, et al.
Heavy burden of intestinal parasite infec-
tions in Kalena Rongo village, a rural area
in South West Sumba, eastern part of
Indonesia: a cross sectional study. BMC
Public Health 2015; 15: 1296.

3. Okamoto M, Kawabe T, Ohata K, et al.
Amebic colitis in asymptomatic subjects
with positive fecal occult blood test results:
clinical features different from symptomatic
cases. Am J Trop Med Hyg 2005; 73:
934-935.

4. Haque R, Huston CD, Hughes M, et al.
Amebiasis. N Engl J Med 2003; 348:
1565-1573.

10.

11.

12.

13.

. Lee

. Petridou C, Al-Badri A, Dua A, et al.

Learning points from a case of severe amoe-
bic colitis. Infez Med 2017; 25: 281-284.
KC, Lu CC, Hu WH, et al
Colonoscopic diagnosis of amebiasis: a
case series and systematic review. Int J
Colorectal Dis 2015; 30: 31-41.

. Sinharay R, Atkin G, Mohamid W, et al.

Caecal amoebic colitis mimicking a colorec-
tal cancer. J Surg Case Rep 2011; 2011: 1.

. VanSonnenberg E, Mueller PR, Schiffman

HR, et al. Intrahepatic amebic abscesses:
indications for and results of percutancous
catheter drainage. Radiology 1985; 156:
631-635.

. Ximénez C, Moran P, Rojas L, et al.

Novelties on amoebiasis: a neglected tropical
disease. J Glob Infect Dis 2011; 3: 166-174.
Singh R, Balekuduru A, Simon E, et al. The
differentiation of amebic colitis from inflam-
matory bowel disease on endoscopic muco-
sal biopsies. Indian J Pathol Microbiol 2015;
58: 427-432.

Pai SA. Amebic colitis can mimic tuberculo-
sis and inflammatory bowel disease on
endoscopy and biopsy. Int J Surg Pathol
2009; 17: 116-121.

Shirley DA and Moonah S. Fulminant
amebic colitis after corticosteroid therapy:
a systematic review. PLoS Negl Trop Dis
2016; 10: €0004879.

Rolston KV, Hoy J and Mansell PW.
Diarrhea caused by “nonpathogenic
amoebae” in patients with AIDS. N Engl J
Med 1986; 315: 192.


https://orcid.org/0000-0002-6740-9797
https://orcid.org/0000-0002-6740-9797
https://orcid.org/0000-0002-6740-9797

