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cysts or trophozoites. The definitive diagnosis of amebic colitis is made
by the demonstration of hematophagous trophozoites of E. histolytica
(Fig. 247-1). Because trophozoites are killed rapidly by water, drying,
or barium, it is important to examine at least three fresh stool specimens. Examination of a combination of wet mounts, iodine-stained
concentrates, and trichrome-stained preparations of fresh stool and
concentrates for cysts (Fig. 247-2) or trophozoites (Fig. 247-1) confirms the diagnosis in 75–95% of cases. Culture of amebas is more
sensitive, but this diagnostic method is not routinely available. If stool
examinations are negative, sigmoidoscopy with biopsy of the edge of
ulcers may increase the yield, but this procedure is dangerous during fulminant colitis because of the risk of perforation. Trophozoites
in a biopsy specimen from a colonic mass confirm the diagnosis of
ameboma, but trophozoites are rare in liver aspirates because they are
found in the abscess capsule and not in the readily aspirated necrotic
center. Accurate diagnosis requires experience, since the trophozoites
may be confused with neutrophils and the cysts must be differentiated
morphologically from those of Entamoeba hartmanni, Entamoeba
coli, and Endolimax nana, which do not cause clinical disease and
do not warrant therapy. Unfortunately, the cysts of E. histolytica
cannot be distinguished microscopically from those of E. dispar or
E. moshkovskii. Therefore, the microscopic diagnosis of E. histolytica
can be made only by the detection of Entamoeba trophozoites that
have ingested erythrocytes. In terms of sensitivity, stool diagnostic
tests based on the detection of the Gal/GalNAc lectin of E. histolytica
compare favorably with the polymerase chain reaction and with isolation in culture followed by isoenzyme analysis.
Serology is an important addition to the methods used for parasitologic diagnosis of invasive amebiasis. Enzyme-linked immunosorbent
assays and agar gel diffusion assays are positive in more than 90% of
patients with colitis, amebomas, or liver abscess. Positive results in
conjunction with the appropriate clinical syndrome suggest active disease because serologic findings usually revert to negative within 6–12
months. Even in highly endemic areas such as South Africa, fewer than
10% of asymptomatic individuals have a positive amebic serology. The
interpretation of the indirect hemagglutination test is more difficult
because titers may remain positive for as long as 10 years.
Up to 10% of patients with acute amebic liver abscess may have
negative serologic findings; in suspected cases with an initially negative
result, testing should be repeated in 1 week. In contrast to carriers of
E. dispar, most asymptomatic carriers of E. histolytica develop antibodies. Thus, serologic tests are helpful in assessing the risk of invasive
amebiasis in asymptomatic, cyst-passing individuals in nonendemic
areas. Serologic tests also should be performed in patients with ulcerative colitis before the institution of glucocorticoid therapy to prevent
the development of severe colitis or toxic megacolon owing to unsuspected amebiasis.
Routine hematology and chemistry tests usually are not very helpful
in the diagnosis of invasive amebiasis. About three-fourths of patients
with an amebic liver abscess have leukocytosis (>10,000 cells/μL); this
condition is particularly likely if symptoms are acute or complications have developed. Invasive amebiasis does not elicit eosinophilia.
Anemia, if present, is usually multifactorial. Even with large liver
abscesses, liver enzyme levels are normal or minimally elevated. The
alkaline phosphatase level is most often elevated and may remain so
for months. Aminotransferase elevations suggest acute disease or a
complication.
Radiographic Studies Radiographic barium studies are potentially
dangerous in acute amebic colitis. Amebomas are usually identified
first by a barium enema, but biopsy is necessary for differentiation
from carcinoma.
Radiographic techniques such as ultrasonography, CT, and MRI
are all useful for detection of the round or oval hypoechoic cyst of
an amebic liver abscess. More than 80% of patients who have had
symptoms for >10 days have a single abscess of the right lobe of
the liver (Fig. 247-4). Approximately 50% of patients who have had
symptoms for <10 days have multiple abscesses. Findings associated
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Figure 247-4 Abdominal CT scan of a large amebic abscess of
the right lobe of the liver. (Courtesy of the Department of Radiology,
UCSD Medical Center, San Diego; with permission.)
with complications include large abscesses (>10 cm) in the superior
part of the right lobe, which may rupture into the pleural space; multiple lesions, which must be differentiated from pyogenic abscesses;
and lesions of the left lobe, which may rupture into the pericardium.
Because abscesses resolve slowly and may increase in size in patients
who are responding clinically to therapy, frequent follow-up ultrasonography may prove confusing. Complete resolution of a liver
abscess within 6 months can be anticipated in two-thirds of patients,
but 10% may have persistent abnormalities for a year.
Differential Diagnosis The differential diagnosis of intestinal amebiasis
includes bacterial diarrheas (Chap. 160) caused by Campylobacter
(Chap. 192); enteroinvasive Escherichia coli (Chap. 186); and species of Shigella (Chap. 191), Salmonella (Chap. 190), and Vibrio
(Chap. 193). Although the typical patient with amebic colitis has less
prominent fever than in these other conditions as well as heme-positive stools with few neutrophils, correct diagnosis requires bacterial
cultures, microscopic examination of stools, and amebic serologic testing. As has already been mentioned, amebiasis must be ruled out in
any patient thought to have inflammatory bowel disease.
Because of the variety of presenting signs and symptoms, amebic
liver abscess can easily be confused with pulmonary or gallbladder disease or with any febrile illness with few localizing signs, such as malaria
(Chap. 248) or typhoid fever (Chap. 190). The diagnosis should be
considered in members of high-risk groups who have recently traveled
outside the United States (Chap. 149) and in inmates of institutions.
Once radiographic studies have identified an abscess in the liver, the
most important differential diagnosis is between amebic and pyogenic
abscess. Patients with pyogenic abscess typically are older and have a
history of underlying bowel disease or recent surgery. Amebic serology is helpful, but aspiration of the abscess, with Gram’s staining and
culture of the material, may be required for differentiation of the two
diseases.

TREATMENT

AMEBIASIS

INTESTINAL DISEASE
The drugs used to treat amebiasis can be classified according to
their primary site of action (Table 247-1). Luminal amebicides are
poorly absorbed; they reach high concentrations in the bowel,
but their activity is limited to cysts and trophozoites close to the
mucosa. Only two luminal drugs are available in the United States:
iodoquinol and paromomycin. Indications for the use of luminal
agents include eradication of cysts in patients with colitis or a liver
abscess and treatment of asymptomatic carriers. The majority of
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