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Abstract
Entamoeba histolytica infections continue to be a major public health problem in developing countries such 
as Colombia. Although it most often presents as dysentery or amebic liver abscess, there are cases in which 
a true inflammatory mass develops in the colon. This is called an ameboma. These amebomas are easily 
confused with neoplastic lesions so that in the absence of a high level of clinical and endoscopic suspicion, 
a colon resection may be performed with the postoperative diagnosis given by the presence of trophozoites 
without malignancy. However, when the diagnosis is made preoperatively symptoms can be without surgery. 
We report a rare presentation of ameboma in the rectum associated with a perforated liver abscess. This was 
diagnosed prior to surgey, but given the liver injury, required surgery.
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Case report

INTRODUCTION

Amebiasis caused by entamoeba histolytica is a health pro-
blem with strong impacts in developing countries. Its clinical 
picture ranges from an absence of symptoms through colitis 
with bloody diarrhea to liver abscesses and chronic localized 
infections of the colon wall in which a true mass called an 
ameboma or amebic granuloma forms. This latter form of 
presentation is quite uncommon, but when it does occur it 
is most frequent in the cecum and right colon. The joint pre-
sentation of ameboma and liver abscesses has been seen in 
some cases and may be confused with metastatic colon.

CLINICAL CASE DESCRIPTION

The patient was a 55 year old male worker from Medellín, 
Antioquia. He had smoked eight cigarettes/day for 15 years 
and had had chronic constipation for eight years with fre-

quent episodes of rectal bleeding without abdominal pain. 
During that time he has lost eight kilograms of weight. In 
November 2011 a sigmoidoscopy showed moderate procti-
tis and biopsies showed lymphocytic colitis. Treatment with 
1g/day of sulfasalazine, twice a day mesalazine enemas, and 
folic acid was begun. Another colonoscopy in October 2012 
reported active pancolitis, but - contradictorily - biopsies 
showed a “hyperplastic polyp”. Nevertheless, the patient was 
treated with 4 grams/day of mesalazine, 40mg/day of pred-
nisone and folic acid with a strategy to assess his clinical and 
endoscopic response after three months.

The patient was admitted into the Hospital Universitario 
San Vicente de Paul on August 1, 2013 because of an 
increased number of bowel movements, bleeding, and 
greater weight loss. Upon examination he was found to 
be malnourished with a mucocutaneous pallor, but hydra-
ted with normal vital signs and no abdominal pain. Initial 
tests showed leukocytosis of 13,600, polymorphonuclear 
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leukocytes 80%, Hb 12.6g/dl, a platelet count of 360,000, 
albumin 2.5mg/dl and normal blood chemistry, liver 
functioning and clotting times. No parasites were found in 
the patient’s stool. A colonoscopy on November 1, 2013 
(Figure 1) showed multiple ulcers of different sizes alter-
nating with areas of normal mucosa and a circumferential 
tumor in the rectal mucosa. The tumor was necrotic, steno-
sing, friable and bled easily. For this reason biopsies could 
not be taken to exclude malignancy or Crohn’s disease. The 
pathology report said, “fragments of colonic mucosa with 
dense mononuclear inflammatory infiltrate in the lamina 
propria, extensive necrosis, malignant neoplastic prolifera-
tion consisting of small to medium-sized cells with scarce 
cytoplasm and hyperchromatic round nuclei and nucleoli 
visible without mitotic figures.”

Tests for immunohistochemical markers CD3, CD20, 
CD10, BCL6, BCL2 and cyclin D1 were negative. It was 
concluded that there was a malignant neoplasm which nee-
ded to be classified. Since the sample consisted of necrotic 

tissue, it was not possible to reach a conclusive diagnosis. 
For this reason new viable tissue biopsies were requested. 
An abdominal CT scan with contrast (Figure 2) showed 
pancolitis and two hepatic lesions compatible with absces-
ses. Tests for HIV, ANA, ANCA, viral infections and tuber-
culosis were all negative. Treatment with IV ciprofloxacin 
and metronidazole began.

Biopsy samples taken during another colonoscopy on 
January 18, 2013 showed dense inflammatory mononuclear 
infiltrate in the lamina, extensive necrosis, and an active ulcer 
with a severe invasion of amoeba trophozoites but of malig-
nancy. Intravenous antibiotic therapy was continued. On 
January 25, 2013, the patient reported sudden severe abdo-
minal pain, and there were signs of peritoneal irritation.

A laparotomy found purulent peritonitis in four qua-
drants, an abscess in the left hepatic lobe that had broken 
open, a rectal mass with necrosis, and perforation and loss 
of the rectal wall. The abscess cavity measured approxima-
tely 15cm x 10 cm, the rectal mass with necrosis measu-

Figure 1. Colonoscopy January 11, 2013
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red 4cm x 4cm, and loss of the rectal wall created a pelvic 
abscess with fecal matter inside. The right and transverse 
colon were found to have normal macroscopic appearance, 
but ulcers were observed in the mucosa of the descending 
colon. The pelvic abscess and the peritonitis were drained, 
the descending colon, sigmoid colon and proximal rectum, 
including the inflammatory lesion, were resected. The rec-
tal stump was closed and a Hartmann type colostomy was 
placed followed by peritoneal lavage and closure of abdo-
minal cavity. The patient remained in the ICU for 48 hours. 
His evolution was favorable and he was discharged eight 
days after surgery.

Figure 2. Abdominal CT scan with contrast

The macroscopic pathology report showed necrotic 
areas of the colon, fibrinopurulent membranes, and a 
10cm long perforation associated with the presence of a 
hardened 4.5cm diameter mass. The microscopic report 
showed extensive ulceration covered by fibrin, abundant 
macrophages, button shaped ulcers, microabscesses, elon-

gated crypts, severe nuclear reactive changes, amoeba tro-
phozoites and perforation with liquefaction necrosis.

Subsequently the colostomy was closed after colonos-
copy showed that the colon and rectal stump had comple-
tely normal mucosa.

DISCUSSION

Amebiasis continues to be an endemic health problem in 
Colombia despite improvements in hygiene in both urban 
and rural areas of our country (1). Acute attacks of amebic 
colitis with bloody diarrhea currently receive better and 
faster treatment which lowers the number of associated 
complications (2).

The ameboma (amebic granuloma) is a lesion that often 
appears to be a colorectal tumor (3-5). They result from 
hypertrophic changes and formation of granulation tissue 
of the colon wall surrounding a large infected ulceration 
which adds to secondary bacterial infection and accumula-
tion of collagen (6, 7). Usual symptoms include recurrent 
diarrhea, lower gastrointestinal bleeding, lower abdominal 
pain, weight loss, low grade fever, an abdominal mass, and 
even intestinal obstruction (2, 6). The ameboma becomes 
symptomatic long after, even years after, an untreated or 
inadequately treated attack of acute dysentery (8).

They are usually solitary but may be multiple. They occur 
most frequently in men between the ages of twenty and 
sixty in the cecum, appendix and sigmoid colon. Less fre-
quently they occur in the hepatic flexure, transverse colon 
and splenic angle (9). It has been estimated that amebomas 
form in only 1.5% of all cases of amebiasis (2, 7).

A stool sample isolated or a series of stool samples can help 
diagnose the presence of trophozoites or cysts, although 
they may not be found in patients without a recent history 
of dysentery. Endoscopic diagnosis is strongly dependent 
on a high index of suspicion by the endoscopist. Biopsies 
taken at colonoscopy allow establishment of the diagnosis 
in about 60% of cases provided that the trophozoites are 
found for which special stains (PAS) may be necessary 
since tissue destruction can hide their presence (6, 7). The 
biopsy can also distinguish between carcinoma and ade-
noma, although, as in the case presented, it may also show a 
false negative and a report of a nonexistent carcinoma.

The differential diagnosis must consider colorectal carci-
noma, adenomas, intestinal tuberculosis, ulcerative colitis, 
Crohn’s disease, appendiceal abscesses following appendi-
citis, and abscesses due to acute diverticulitis (3).

Often the diagnosis cannot be established preoperatively 
and a surgical specimen reveals the presence of trophozoi-
tes. In the largest time series of amebomas cases, publis-
hed in 1955 with data from 78 cases of the Institute of 
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This confusion continued in the first colonoscopy perfor-
med in our hospital which is similar to difficulties in diag-
nosis reported in the literature. Both microscopically and 
macroscopically, the surgical specimen showed classic signs 
of ameboma and transmural compromise by trophozoites.
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Pathology of the Armed Forces of the United States, mor-
tality occurred in almost 40% of the cases (10). Currently, 
mortality rates are much lower, but the rate has not been 
adequately established because of the marked decrease in 
the total number of cases.

When the diagnosis is established endoscopically 
without surgery, treatment with intravenous metronidazole 
is the first choice for acute attacks ranging from amoebic 
colitis to liver abscesses and amebomas. Amebomas can 
even improve and disappear completely after treatment, 
which should also include an antibiotic given the need to 
eradicate secondary bacterial infection (1, 2).

Today surgery should be reserved for cases with compli-
cations such as intestinal obstruction or perforation and for 
cases for which a diagnosis has not been established endos-
copically and histopathologically (11). 

The usefulness of blood tests for amebiasis in our environ-
ment is controversial because a large percentage of the popu-
lation will test positive. The measurement of antigens in stool 
is another good alternative when this diagnosis is suspected 
on the basis of endoscopic and imaging studies (1, 2). 

When an ameboma is present together with a hepa-
tic abscess, the treatment of choice remains intravenous 
metronidazole combined with percutaneous drainage of 
the liver abscess when indicated (12-14). At present, liver 
surgery is rarely necessary except when the abscess has rup-
tured, when it is located in the left hepatic lobe, when it is 
very large, and when is located near the diaphragm and the 
pericardium. The frequency of simultaneous rupture of a 
liver abscess and perforation of the colon is unknown.

The patient in the clinical case presented here had an 
ameboma in a site which is probably a less frequent site for 
amebomas than those reported in the literature such as the 
rectum. This patient also had two liver abscesses and was 
initially misdiagnosed. The logical result was progressive 
worsening despite treatment which led to simultaneous 
ruptures of the ameboma and liver abscess. This case enri-
ches our clinical experience and calls for even more empha-
sis on high levels of suspicion in similar cases in an endemic 
country like Colombia.

Despite not having achieved a review of the plates and 
paraffin blocks from the biopsies taken in the first two colo-
noscopies which were performed outside of our institution, 
it can be said that extensive necrosis, a strong inflammatory 
response, reactive nuclear changes and an apparent absence 
of trophozoites led to confusion in the histological diagnosis. 


