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Introduction

Amoebiasis is one of  the most frequent parasitosis worldwide, 
but its incidence is higher in developing countries. Ameboma 
is a complication caused by Entamoeba histolytica invasion of  
the intestinal wall occurring approximately in 1.5% of  cases. 
The present case highlights the importance of  considering a 
differential diagnosis of  ameboma, when the gross appearance 
of  the lesion resembles Crohn’s disease or multicentric 
neoplasm.

Case Report

A 64‑year‑old diabetic lady came with 4 months history of  
abdominal pain over the right side and weight loss. She also 
had loss of  appetite, vomiting, tenesmus, and infrequent 
bowel movements. There was no history of  fever, diarrhea or 
bleeding per rectum. She didn’t give a history of  nonsteroidal 
anti‑inflammatory drugs intake or corticosteroid use. On 
physical examination, she was found to have pallor, tenderness 
in right side of  the abdomen, and a right iliac fossa mass. 
There was no hepatosplenomegaly. Blood investigations 
were within normal limits. Contrast‑enhanced tomographic 
scanning (computed tomography [CT]) of  abdomen depicted 
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Abstract Entamoeba histolytica infection can lead to colitis, colonic perforation abscess, and 
ameboma formation. Amebic colitis is common in developing countries, with its 
varied and nonspecific symptoms. Amebomas can occur rarely due to the formation 
of excess granulation tissue which usually occurs in cecum and ascending colon. 
A 64-year-old lady presented with abdominal pain and mass in the right side of 
abdomen. Imaging showed multicentric colonic masses. On colonoscopy multiple 
stricturizing ulcerated lesions involving cecum, ascending, proximal transverse 
colon, and splenic flexure were seen, which were suggestive of Crohn’s disease or 
multicentric neoplasm. Histopathological examination revealed multicentric lesion 
with focal necrosis and trophozoites of E. histolytica. Diagnosis of ameboma was 
made and antiamoebic treatment was started. She had full resolution of symptoms. 
We present this case since it is a case of ameboma, a rare complication of amebic 
colitis with an extremely rare presentation of multiple ulcerated stricturizing lesions, 
involving cecum, ascending, transverse colon, and splenic flexure which typically 
resembled Crohn’s disease.
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an irregular inhomogenously enhancing mass involving 
cecum (measuring 24 mm × 25 mm) and a circumferential, 
irregular and nodular inhomogenously enhancing mass in the 
hepatic flexure of  colon measuring approximately 3.5 cm in 
length and 1.5 cm in thickness. There were short segmental 
and circumferential wall thickening of  splenic flexure of  
colon (4 cm in length and 8 mm in thickness) and proximal 
part of  transverse colon, suggestive of  a multicentric growth 
or Crohn’s disease [Figure 1]. The patient was taken up 
for colonoscopy which revealed multiple, circumferential, 
ulcerated, friable, stricturizing lesions with intervening normal 
mucosa, involving cecum, proximal ascending colon, splenic 
flexure of  colon, and proximal part of  transverse colon. There 
were multiple aphthous ulcers and linear serpentine ulcers in the 
proximal rectum. Terminal ileum and ileocecal valve appeared 
normal [Figure 2]. After colonoscopy, initial differential 
diagnoses of  Crohn’s disease and multicentric colonic growth 
were made. Histopathological examination revealed focal 
necrosis, extensive ulcerated lesions with covering granulation 
tissue, and few trophozoites of  E. histolytica with ingested 
red blood cells inside [Figure 3]. Hence, the final diagnosis 
of  ameboma presenting as multicentric mass was made. 
The patient was treated with oral nitroimidazole derivatives 
ornidazole for 1‑week. She became better in a week time. 
During follow‑up, she was taken again for colonoscopy which 
showed complete resolution of  the lesions in all the locations. 
The CT scan which was done 4 weeks after the treatment 
showed no residual lesions.

Discussion

Amoebiasis is the most significant gastrointestinal parasitic 
infection in developing countries like India. Infections caused by 
E. histolytica are the second most common type of parasitosis in 
the world (Malaria being the first), accounting for 40,000–100,000 
deaths annually.[1] Ninety percentage of the population remains 
asymptomatic and live a normal life and only 6–11% of the 
patients show symptomatic amoebic infection.[2]

Intestinal E. histolytica infection can lead to asymptomatic 
carrier state, colitis, and abscess formation to colonic 
perforation. Trophozoites of  E. histolytica are responsible 
for the invasive disease. Rarely, patients with long‑standing 
partially or untreated infection develop tumorous, exophytic, 
cicatricial, and inflammatory masses known as “amebomas” 
or “amebic granulomas”.[3] It has been estimated that of  all 
the cases with amebiasis, ameboma formation occurs in about 
1.5% of  the patients.[4,5] Colonic amebomas have become 
rare even in endemic areas because of  the availability of  
effective therapy.[6] Complications resulting from intestinal 
amoebiasis seem to be more common in diabetics. Among 
those suffered amebic colitis with complications, 40% were 
reported to be diabetic patients.[7] Amebomas are usually 
solitary and variable in size, but they can be multiple.[6,8] 
Men within the second and fifth decades of  life are most 
commonly affected.[6,8] It occurs in adults after an attack of  

chronic colitis that can be asymptomatic which sometimes 
makes its appearance unforeseen.[9] In decreasing order of  
frequency lesions develop in the caecum, appendix, and 
rectosigmoid region. Other sites include hepatic flexure, 
the transverse colon, and splenic flexure.[6] Amebomas may 

Figure 1: Computed tomography pictures showing multicentric 
stricturizing colonic lesions (a) transverse section showing mass 
involving cecum measuring 24 mm × 25 mm (red arrow), (b) 
coronal section showing strictures in hepatic flexure of colon (yellow 
arrow) ,splenic flexure of colon (blue arrow)

Figure 3: Microscopic picture of multicentric amebomashowing 
trophozoites with ingested RBCs( red arrows)
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Figure 2: Colonoscopic pictures showing (a) cecal ameboma (black 
arrow), ileocecal valve (red arrow). Stricturizing ulcerated lesions in 
(b) proximal transverse colon (black arrows), (c) splenic flexure of 
colon (black arrows)
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cause obstructive symptoms. The differential diagnoses 
include Crohn’s disease and appendiceal abscesses in 
younger individuals and colon cancer and diverticulitis in the 
elderly.[10,11] Contrast‑enhanced tomography and colonoscopy 
are sensitive tools for the work up of  differential diagnosis 
of  a cecal mass.[11] Endoscopic evaluation yields a definitive 
diagnosis in about 60% of  cases. Because ameboma is a rare 
condition, it is usually discovered at laparotomy.[12] Only a 
few cases have been reported where the diagnosis was made 
by biopsy through a colonoscopy and successfully treated 
with pharmacotherapy.[13]

In our case, the patient presented with abdominal pain with 
associated weight loss, constipation, and vomiting. Clinical 
examination and imaging techniques were suggestive of  
colonic mass. Colonoscopic evaluation revealed multiple 
ulcerated stricturizing lesions in the colon, resembling gross 
features of  Crohn’s disease. Histopathological examination 
showed multicentric necrotic colonic mass with granulation 
tissue and trophozoites of  E. histolytica. Thus, the diagnosis 
of  ameboma was made and treatment started with ornidazole 
with complete resolution of  symptoms. Our case report shows 
that ameboma can very rarely mimic Crohn’s disease in its 
presentation as stricturizing multicentric granulomas. An 
accurate diagnosis of  ameboma is critical because ameboma 
patients if  treated for inflammatory bowel disease with 
glucocorticoids can develop fulminant colitis. Hence, having 
the differential diagnosis of  ameboma in mind in patients with 
suspected Crohn’s disease may be useful (especially in tropics)
[6] and the gold standard for the diagnosis of  amoebic colitis 
remains colonoscopy and biopsy.

Conclusion

Ameboma, a granulomatous pseudotumor of  colon is an 
uncommon complication of  chronic asymptomatic amebic 
colitis. It can very rarely affect multiple parts of  the colon other 
than caecum and produce stricturizing ulcerated lesions as in 
our case. Multicentric colonic amebomas can be misdiagnosed 
as Crohn’s disease or colon cancer. A high index of  suspicion 

is needed when dealing with colonic masses, especially in 
tropics and subtropics.
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