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Introduction

Diagnostic is based on clinical signs, laboratory findings with
toxin A and/or B in stool and colonic pseudomembranes identified
by colonoscopy, this last with a sensibility and specificity of 97% [4].
If it’s not timely suspected toxic megacolon, septic shock and death,
in 5-12%, could be inevitable without correct management [5].

blood, mucus, leucocytes, without macroscopic parasites. Computed
Tomography scan reported thickness of colonic wall associated with
peripheral fat edema secondary to an inflammatory process like colitis
(Figure 1). Colonoscopy reported descending and sigmoid colon
with mucosal edema, congestion and multiple erosions covered by
withe fibrin. Biopsy during the last procedure reported chronic and
acute colitis, ischemic colitis, moderate atrophy of colonic mucosa
with edema and congestion (Figure 2). With background and the
reported studies the diagnosis of Pseudomembranous colitis is done.
After 10 days of treatment with vancomycin 250 mg orally every 6
hours diarrhea stops, patient present clinical improvement without
sepsis signs after three days of treatment. After these patients was
discharged and had not presented recurrence until May 2016.

Case Report

Discussion

An 84 years-old female presented at emergency room with
abdominal pain and diarrhea. Pathological background include
arterial hypertension treated with losartan 100 mg/ 24h, cardiac
arrhythmia treated with propafenona 75 mg/24h, osteoarthritis
treated with non-steroidal anti-inflammatories (COX-2) and chronic
diarrhea for the last three months treated with quinolones.

Clostridium difficile infection incidence is higher in patients over
65 years old, as in the present case (84 years old), with previous use of
quinolones as a risk factor, favoring decrease in the normal colonic
flora, with a mortality about 5-12% in severe cases [6,7].

Clostridium difficile is the main cause of nosocomial diarrhea in
the USA with about 450,000 cases annually [1]. It is a gram positive
spore-forming bacillus, toxin-producing, related to the use of broadspectrum antibiotics, prolonged hospital stay, and elderly (> 65 years)
[2,3]. Clinical signs include acute diarrhea, severe, dehydration and
systemic toxicity secondary to toxins [2,3].

It begins in December 15, 2015 with acute diarrhea, treated initially
with ciprofloxacin and metronidazole for 7 days with good outcomes;
second episode begins in January 1st 2016 with acute diarrhea treated
with Cephotaxime 1g / 8h for 7 days with diarrhea remission. In
January 16, 2016 diarrhea begins with 8 to 10 depositions daily, liquid
stool with mucus, blood and abdominal bloating, reason why she
came to emergency room, and after 7 days treated with 3rd generation
cephalosporin she didn’t present clinical improvement. Laboratories
report Hemoglobin 11 g/dl, hematocrit 25%, and leucocytes 18.000
neutrophils 79%. Glucose 100 mg/dL, urea 20 mg/dL, creatinine 0.5
mg/dL, Na: 139 mEq/L, Ca: 7.5 mEq/L, Mg: 2.1 mEq/L, K: 3.2 mEq/L,
P: 2.5 mEq/L, Cl: 112 mEq/L. Serial stool test (3 samples) reported

ClinMed
International Library

The last diarrhea episode present the classic symptomatology of
this pathogen, including the presence of 3 or more unformed stools
in 24 hours or fewer consecutive hours 1-8, with mucus and blood,
and other studies helping to suspect the diagnosis like colonoscopy
and stool test [2,4,6,7].
Direct stool cytotoxin with tissue culture and anaerobic culture
for toxygenic C. Difficile detects B toxin, and have a sensibility
of 80 and > 90% respectively, and specificity of 97% but take
more than 48 hours [8,4,9]. Enzyme immunoasay and Glutamate
dehydrogenase detect toxin A or B in the first and antigen in the
second, with sensibility between 70-80% but a results available
in a couple of hours as advantage. The better laboratory test is
the quantitative real time polymerase chain reaction (qPCR),
detecting the gen for toxin B, with sensibility > 97%, specificity
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Figure 1: A) y, B) Adcendent and transverse colon thickening; C) y; D) Identifiable acordion sign (concentring colonic mucosa thickening with pericolic fat inflammation).

Figure 2: A) Transverse colon mucosa with diffuse lymphocytic inflammatory infiltrate type, ulceration and infiltration PMN in glandular epithelium; atrophic crypts,
sheet own surrounded by hyalinized (ischemic colitis; green arrows), HE 100x. B) Sigmoid colon mucosa with inflammatory infiltrate of lymphocytic type, glandular
atrophy and alteration in the pattern mucoprotectant. C-D) Descending and sigmoid colon and mucosal erosions normal vasculature and covered with fibrin.

> 97% and results in hours [7]. Unfortunately in our hospital we
don’t have this laboratory test and for this reason why proceed
to para-clinics including computed tomography, colonoscopy and
patient clinical signs, to begin a therapeutic antibiotic probe with
vancomycin [8,4,9].
Computed tomography has a sensibility of 70-80% and specificity
of 50-80% with four basic criteria for C. Difficile infection diagnosis
including: pericolonic wall fat > 4 mm, pericolonic fat thickening,
colonic wall modularity and acordion sign (10-20% of severe colitis).
Colonoscopy could report hyperemic mucosa, white or yellow plates
Rodríguez-Hernández et al. Clin Med Rev Case Rep 2016, 3:114

from 2 to 21 mm and anatomo-pathologic exam reports ulcerated
mucosa with purulent exudate, mucous glands pattern and surface
content pseudo membranes [8].
It have been reported that metronidazole is less effective than in
the past, and is not indicated in repetitive C. Difficile infection, with
vancomycin 125-250 mg orally every 6 hours. In our hospital we only
have intravenous vancomycin 1 g/10 mL, and we used 1 g diluted
in 250 cc of water, giving a quarter of the dose every 6 hours with
good results, allowing this use in similar hospitals without the ideal
presentation [10,11].
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In advanced age patients with acute diarrhea and colonic
pseudomembranes the presence of C. difficile infection must be
considered as the causative agent and, in case of confirmation by
the mentioned laboratory test or clinical high suspicion, begin the
antibiotic therapeutic probe.
C. difficile infection stills a diagnostic and some times therapeutic
challenge, by lack of the entire laboratory test available in all medical
centers and for metronidazole being less effective. The presented
case allows us to confirm the use of intravenous presentation of
vancomycin being effective as we prepared the drug, a new option in
hospitals without the access to oral presentation.
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