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ABSTRACT
Background: Schistosomiasis is a major public health problem in endemic regions, afecting over 250 million individuals globally,
with Schistosoma mansoni frequently causing intestinal and hepatosplenic disease. Chronic infection may lead to rectal polyposis,
which canmimic colorectal malignancy and create diagnostic and therapeutic challenges. Addressing these intersecting diagnostic
and therapeutic issues necessitates a comprehensive multidisciplinary approach that integrates increased clinical vigilance in
endemic populations, accurate histopathological assessment, focused endoscopic treatment, and antiparasitic therapy. This
strategy aims to prevent patients from undergoing unnecessary and debilitating radical surgery.
Case Presentation:We report a 25-year-oldman from rural Ethiopia who presented with abdominal pain, hematochezia, anemia,
and weight loss. Colonoscopy revealed a large pedunculated rectal polyp measuring 60mm, along with multiple smaller sessile
polyps. Histopathology confrmed Schistosoma mansoni ova with intense eosinophilic infltration and no dysplasia. The patient
was treated with praziquantel and iron supplementation; the smaller polyps were completely removed with cold snare poly-
pectomy, and the largest polyp was removed by piecemeal resection with hot snare polypectomy.
Outcome: At the 3-month follow-up, hemoglobin levels improved, stool microscopy was negative for S. mansoni ova, and co-
lonoscopy demonstrated complete mucosal healing with no recurrent polyps.
Conclusion: Schistosomal rectal polyposis closely resembles colorectal cancer, particularly in endemic regions. Histopathological
and parasitological confrmation is essential to avoid unnecessary radical surgeries. Early diagnosis, appropriate antiparasitic
therapy, and endoscopic management can achieve favorable outcomes, while follow-up colonoscopy ensures long-term disease
control.

1 | Introduction

Schistosomiasis is a waterborne parasitic disease caused by
trematodes of the genus Schistosoma. Diferent species have
distinct geographic distributions and organ predilections:
Schistosoma mansoni is common in Africa, South America, and
the Middle East and primarily causes intestinal and hepatic

diseases; S. haematobium is associated with urogenital disease;
and S. japonicum and S. mekongi afect the liver and intestines in
Asia [1, 2]. Transmission occurs when infectious cercariae shed
from freshwater snails penetrate human skin, migrate through
the lungs and liver, and settle in the venous plexus of the
mesenteric and perivesical circulatory systems. Adult parasites
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lay thousands of ova that trigger infammation and fbrosis in
host tissues [3].

Globally, schistosomiasis remains a neglected tropical disease
with high morbidity rates. Acute schistosomiasis (Katayama fe-
ver) presents with fever, pruritus, and eosinophilia, whereas
chronic schistosomiasis results from the host immune response to
deposited eggs and leads to periportal fbrosis, portal hyper-
tension, intestinal parasitosis, urogenital involvement, and glo-
merulonephritis [4]. In Ethiopia, more than 18 million people
live in areas endemic to S. mansoni, with transmission driven by
freshwater snail hosts such as Biomphalaria [5, 6]. This high
burden translates to substantial gastrointestinal morbidity, in-
cluding colitis, protein-losing enteropathy, and polyposis.

Intestinal polyposis due to schistosomiasis is a common pre-
sentation in endemic regions but is rare in nonendemic areas
[7–9]. Approximately 20% of infections in endemic settings result
in intestinal polyposis [7, 8]. These polyps may enlarge, bleed, or
obstruct, producing clinical features that mimic those of co-
lorectal malignancy. Such overlap creates a diagnostic dilemma,
particularly in resource-limited settings, where advanced im-
aging and pathology services are scarce. Misdiagnosis can lead to
unnecessary radical surgery, underscoring the importance of
histopathological confrmation of diagnosis.

This case report from Ethiopia illustrates the clinical impact of
schistosomal rectal polyposis, highlighting how a large 60-mm
polyp closely resembles colorectal cancer. By emphasizing the
prevalence, diagnostic pitfalls, and management strategies, this
report underscores the need for heightened clinical suspicion in
endemic regions to prevent avoidable morbidity and in-
appropriate management [10–12].

2 | Case Presentation

A 25-year-old man from rural Ethiopia presented to our hospital
with crampy lower abdominal pain, recurrent hematochezia,
progressive fatigue, and signifcant weight loss. He reported
frequent exposure to freshwater. On examination, he appeared
acutely ill with chronic features, including emaciation, pale
conjunctiva, and tachycardia (pulse rate, 110 beats/minute; blood
pressure, 110/75mmHg). A digital rectal examination revealed
multiple irregular, soft masses.

2.1 | Diferential Diagnosis

Several important diferential diagnoses were considered in this
case. Juvenile polyposis was initially suspected because of the
presence of multiple rectal polyps. However, juvenile polyposis
typically presents in childhood or adolescence with hamar-
tomatous polyps. The histopathological examination of our pa-
tient revealed numerous S. mansoni ova surrounded by
eosinophilic infltrates, with no hamartomatous tissue. This
fnding efectively excluded the diagnosis of juvenile polyposis.

Infammatory bowel disease (IBD), including ulcerative colitis
and Crohn’s disease, was also considered because both condi-
tions can present with rectal bleeding and polypoid lesions in the
colon. However, colonoscopy did not reveal difuse mucosal
infammation, skip lesions, or ulceration, which are character-
istic of IBD. Furthermore, the histopathology lacked granulomas,

chronicmucosal architectural distortion, or other features typical
of IBD, making this diagnosis improbable.

Finally, colorectal cancer was a major concern, given the large
pedunculated rectal polyp, friable surface, and contact bleeding,
all of which mimic malignancy. However, biopsy specimens
showed no dysplasia or malignant cells, and tumor marker levels
were low. Instead, the presence of viable S. mansoni ova con-
frmed the schistosomiasis etiology. This underscores the im-
portance of the histopathological examination in diferentiating
parasitic polyposis from neoplastic diseases, particularly in
endemic areas.

2.2 | Investigations

Initial hematological evaluation revealed severe microcytic
hypochromic anemia with a hemoglobin level of 7.5 g/dL. The
mean corpuscular volume (MCV) was reduced, and peripheral
smear demonstrated hypochromic red cells with anisopoikilo-
cytosis, consistent with iron defciency anemia rather than
chronic disease anemia. This was corroborated by low serum
ferritin levels, reduced transferrin saturation, and mild hypo-
albuminemia. Moderate peripheral eosinophilia was also ob-
served, indicating a parasitic infection (Table 1).

Stool wet mount microscopy with a high-power feld showed
large yellowish-brown oval eggs featuring a prominent, sharp
lateral spine and a fully formed internal miracidium, confrming
the presence of numerous Schistosoma mansoni ova with an
active schistosomiasis infection. Abdominopelvic ultrasound
revealed rectal wall irregularity and luminal narrowing, which
initially raised concerns about malignancy. The tumor marker
carcinoembryonic antigen (CEA) was 3 ng/mL (reference: 0–5
ng/mL). Further imaging with CT was not performed.

Colonoscopy revealed a large pedunculated rectal polyp mea-
suring approximately 60mm, located 8 cm from the anal verge
(Figure 1). The polyp had a smooth but friable surface, with
contact bleeding evident during manipulation and focal super-
fcial ulceration. These features contributed to its malignant
appearance and heightened the initial suspicion of colorectal
cancer. In addition to the dominant lesion, multiple smaller
sessile polyps were scattered throughout the rectal mucosa.
These were less friable and showed no signifcant ulceration;
however, their presence reinforced the impression of difuse
rectal polyposis.

The histopathological examination of the fully resected rectal
polyp revealed numerous S. mansoni ova embedded in the
lamina propria, with their characteristic hyperrefractive wall,
oval shape, and lateral spine. Intense eosinophilic and chronic
infammatory infltrates, consistent with active Schistosoma in-
fection, were observed surrounding these lesions. The ova
appeared viable, supporting ongoing parasitic activity rather than
regressing or calcifying. Importantly, no granulomas, fbrosis, or
calcifed eggs were identifed, which are features sometimes
observed in chronic schistosomiasis. Similarly, there was no
evidence of dysplasia or malignant transformation in the present
study. The absence of neoplastic changes confrmed that the
lesion was infammatory and parasitic rather than neoplastic.

Taken together, the histopathological fndings established
schistosomal polyposis as the defnitive diagnosis, ruling out
juvenile polyposis, IBD, and colorectal cancer as diferential
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diagnoses. The correlation between endoscopic appearance and
pathology underscores the importance of biopsy in diferenti-
ating parasitic polyps from malignant or infammatory condi-
tions in endemic regions (Figure 2).

2.3 | Management and Follow-Up

The patient was treated with praziquantel at a total dose of
40 mg/kg, administered in two divided doses, which is the
standard regimen for S. mansoni infection. This ensured the
efective eradication of parasites. Supportive therapy included
daily oral iron supplementation with ferrous sulfate to correct
iron-defciency anemia. Nutritional counseling was also provided
to address weight loss and improve dietary iron intake.

Although the patient presented with severe anemia (hemoglobin,
7.5 g/dL), blood transfusion was not performed. The decision was
based on the patient’s hemodynamic stability, the absence of
cardiovascular compromise, and expectation that iron supple-
mentation would gradually restore hemoglobin levels. Close
monitoring was undertaken, and the patient’s hemoglobin level
improved to 12.5 g/dL within 3months of therapy. Endoscopic
management included complete resection of smaller polyps with
a cold snare. For the largest polyp, we performed piecemeal
resection with a hot snare. The electrocautery machine was an

Erbe Vio 200 S monopolar unit with settings of efect 4 and coag
60. We did not use submucosal injection as the polyp was pe-
dunculated. No postprocedure complications occurred; the polyp
removal was complete, and no adjunctive hemostatic mecha-
nisms were applied. Follow-up colonoscopy at 3 months dem-
onstrated complete healing at the polypectomy sites, normal
rectal mucosa, and no recurrence, establishing short-term
resolution.

3 | Discussion

Schistosomiasis continues to pose signifcant diagnostic and
therapeutic challenges in endemic areas. Although intestinal
schistosomiasis is well described, its manifestation as large rectal
polyps mimicking malignancy remains underrecognized. In our
patient, the presence of a 60-mm pedunculated polyp with as-
sociated anemia and rectal bleeding created a clinical picture that
was highly suggestive of colorectal carcinoma. This highlights
the importance of maintaining a high index of suspicion for
parasitic etiologies in endemic areas, especially when patients
present with hematochezia, eosinophilia, and a history of ex-
posure to freshwater [7–10].

Several case reports and series have documented schistosomal
polyposis presenting as colorectal masses but most have de-
scribed smaller lesions. The unusually large size of this case,
coupled with multiple sessile polyps, underscores the potential
for misdiagnosis and unnecessary radical surgeries. Comparative
reports from Egypt and Nigeria have similarly emphasized that
histopathological confrmation is essential before proceeding
with colectomy or other invasive procedures [7, 8, 10]. Our
fndings reinforce this principle and demonstrate that endoscopic
biopsy remains the cornerstone for diferentiating parasitic
polyposis from neoplastic diseases.

The clinical implications of these fndings are considerable. First,
clinicians must recognize that schistosomal polyposis is not
a malignant process but rather an intense infammatory reaction
to deposited schistosomes [11, 12]. Second, appropriate therapy,
such as praziquantel combined with endoscopic polypectomy,
can yield rapid symptomatic improvement and hematologic

TABLE 1 | The initial and follow-up hematological and biochemical results of the patient and the normal values.

Hematological and bio-
chemical
parameters

Initial
presentation (12/1/

2025)
3-month follow-

up
Standard reference

range Clinical interpretation
Hemoglobin (Hgb) 7.5 g/dL 12.5 g/dL 13.5–17.5 g/dL (M)

12.0–15.5 g/dL (F)
Anemia

Mean corpuscular volume
(MCV)

77 fL 88 fL 80–100 fL Microcytosis

White blood cell (WBC) count 6 ∗ 103/uL 5.8 ∗ 108/uL 4.5–11.0 ∗ 103/UL Normal

Platelet (PLT) count 460 ∗ 103/uL 320 ∗ 103/uL 150–450 ∗ 103/uL Normal

Serum ferritin 15 ng/mL Not done 30–300 ng/mL (M)
15–150 ng/mL (F)

Low/iron store depletion

Transferrin saturation 10% Not done 20%–50% Reduced/iron defciency

Serum albumin 3.1 g/dL Normal 3.5–5.0 g/dL Mild hypoalbuminemia

Absolute eosinophil count
(AEC)

1200/uL 300/uL 30–500/uL Moderate initial
eosinophilia

(A)

(B)

FIGURE 1 | Colonoscopy fndings at presentation: (A) large pe-
dunculated rectal polyp measuring approximately 60mm, located 8 cm
from the anal verge, mimicking colorectal malignancy. (B)Multiple small
sessile rectal polyps distributed along the rectal mucosa. Image credit:
Firoomsis General Hospital, Jimma, Ethiopia.
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recovery, as seen in our patient. Third, follow-up colonoscopy is
critical to confrm mucosal healing and exclude recurrence,
supporting long-term surveillance strategies in endemic regions.

From a public health perspective, the burden of schistosomiasis in
Ethiopia remains high, with more than 18 million people living
in endemic areas [5, 6]. This case illustrates how neglected
tropical diseases can masquerade as malignancies, leading to
costly and potentially harmful interventions if misdiagnosed.
Strengthening diagnostic capacity, ensuring access to endoscopy
and pathology, and integrating schistosomiasis screening into
routine gastrointestinal evaluation are essential steps to reduce
morbidity.

Finally, this case contributes to the growing literature on
schistosomal colorectal polyposis by documenting a rare pre-
sentation of a giant 60-mm rectal polyp in a young adult. The
novelty lies not only in the polyp’s size but also in the clear
demonstration of the clinicopathologic correlation and favorable
outcomes with conservative management. Early recognition and
treatment can prevent complications, avoid surgery, and improve
patient outcomes in resource-limited settings. While there are no
established protocols for monitoring rectal polyposis caused by
Schistosoma, case studies and literature reviews suggest that
parasitologic reevaluation should be done within 1–3months
after treatment. Endoscopic monitoring is determined by the
initial size of the polyps and ongoing symptoms, and laboratory
tests are conducted to check for anemia and eosinophilia.
Consequently, our patient follow-up mirrored the approaches in
these studies. Additionally, because chronic stages of the disease
result in low egg-shedding rates, extended laboratory observation
is necessary [7, 13]. Addressing the persistent public health issue
of schistosomiasis requires providing communities with access to
clean and safe water, maintaining public education on the proper
use of fresh water, and seeking early treatment upon the ap-
pearance of symptoms and signs of schistosomiasis.

4 | Limitation

The relatively short-term follow-up and single-case format may
limit the generalizability of the fndings. Despite the initial
suspicion of malignancy, computed tomography (CT) was not
conducted due to resource constraints. The diagnosis was instead
established through colonoscopy, histopathology, and a normal

CEA level. Subsequent patient follow-up demonstrated resolu-
tion of symptoms, signs, and initial colonoscopy fndings, thereby
negating the absolute necessity for CT scans.

5 | Conclusion

In areas where schistosomiasis is prevalent, rectal polyps caused by
the disease can be easily mistaken for colorectal cancer, making it
crucial to confrm the diagnosis through histopathological and
parasitological methods to avoid unnecessary radical surgery. Ef-
fective treatment involves a combination of endoscopic poly-
pectomy, praziquantelmedication, and supportive care, which leads
to positive results, such as resolution of the polyp and associated
complications. Maintaining long-term control over the disease re-
quires repeated colonoscopy checks. At the same time, broader
eforts, such as increasing awareness, improving sanitation, and
implementing screening programs, are vital to lessen the future
impact of gastrointestinal schistosomiasis.

Nomenclature

Cm Centimeter(s)

CT Computed tomography

F Female

fL Femtoliter(s)

g/dL Grams per deciliter

Hgb Hemoglobin

IBD Infammatory bowel disease

M Male

MCV Mean corpuscular volume

mg/kg Milligrams per kilogram

mm Millimeter(s)

mmHg Millimeters of mercury

ng/mL Nanograms per milliliter

S. Schistosoma (genus name in S. mansoni, S. haematobium,
S. japonicum, and S. mekongi)

uL Microliter(s)

μm Micrometer

(A) (B)

FIGURE 2 | Histopathological fndings of colonic tissue samples stained with eosin and hematoxylin: (A) A 40 × magnifcation showing numerous
Schistosoma mansoni ova embedded in the lamina propria of the rectal mucosa (blue arrow). (B) 10 × magnifcation showing intense eosinophilic and
chronic infammatory infltrates surrounding the Schistosoma mansoni ova with their characteristic hyperrefractive wall, oval shape, and lateral spine
(blue arrows) without evidence of dysplasia or malignancy. Image credit: Firoomsis General Hospital, Jimma, Ethiopia.
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