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Clostridioides difficile infection (CDI) is a common hospital-acquired infection, typically

presenting with watery diarrhea and colitis. Most cases are managed with clinical
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Introduction

Clostridioides difficile infection (CDI) is a common hospital-
acquired infection that typically presents with watery diar-
rhea and colitis. Most cases are managed with clinical support
and antibiotics. Recently, more virulent strains have been
associated with life-threatening infections. Surgery plays a
role for complicated cases failing clinical treatment or present-
ing with complications, such as bowel perforation and perito-
nitis. In this study, we present the case of a 62-year-old female
with CDI and fulminant colitis requiring urgent surgery.
Surgeons should be aware of this presentation and involved
early in the care of these patients, as clinical deterioration can
occur very rapidly.

Clinical Case

A 62-year-old female with a past medical history of hyper-
tension, atherosclerosis, and remote aortobiiliac bypass with
inferior mesenteric artery reimplantation was admitted for
evaluation of chronic gastrointestinal bleeding and under-
went an upper endoscopy and colonoscopy. On the endo-
scopic exam, small, non-bleeding, angiodysplastic lesions of
the stomach and duodenum were identified and treated with
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support and antibiotics. Recently, more virulent strains have been associated with life-
threatening infections. Surgery plays a role for complicated cases failing clinical
treatment or with complications, such as bowel perforation and peritonitis. The
present study reports the case of a 62-year-old female with CDI and fulminant colitis
requiring urgent surgery. Surgeons should be aware of this presentation and involved
early in the care of these patients, as clinical deterioration can occur very rapidly.

argon plasma coagulation. Furthermore, small colonic polyps
were removed with cold snare. During admission she was
treated for a urinary tract infection with piperacillin and
tazobactam.

At 2-weeks following discharge, she presented to the
emergency department with fatigue, abdominal pain, and
profuse watery diarrhea. On the physical exam, there was
diffuse abdominal tenderness but no signs of peritonitis.
She was afebrile but hypovolemic, with tachycardia of up to
125 bpm and hypotension requiring low dose pressors.
Laboratory examination revealed a severe leukocytosis of
82,000 with left shift, acute kidney injury with a creatinine
of 3.4, metabolic acidosis with a bicarbonate of 12.7, and a
lactate of 8.9. After resuscitation with intravenous fluids,
she underwent a plain abdominal radiograph (=Fig. 1) and
a computed tomography (CT) scan of the abdomen and
pelvis that was remarkable for diffuse proctocolitis without
signs of intestinal ischemia. The polymerase chain reaction
(PCR) testing was performed on the stool and confirmed
CDI. Oral vancomycin and intravenous metronidazole were
initiated.

However, over the following hours, the patient developed
worsening abdominal tenderness with increased lactate and
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Fig.1 Abdominal radiograph showing the typical thumbprinting sign
(arrow), consistent with colonic wall thickening.

pressor requirements, and a change in mental status prompt-
ing emergent intubation for airway protection. The colorec-
tal surgery team was consulted for evaluation of fulminant
colitis. The patient was taken for emergency surgery and a

Fig. 2 Surgical specimen with colonic wall thickening and
pseudomembranes on the mucosa.
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Fig. 3 Histologic sections reveal a pseudomembranous colitis pattern of
injury characterized by fibrinopurulent exudate erupting from injured
crypts, which is consistent with Clostridioides difficile infection.

subtotal colectomy with end-ileostomy and mucous fistula
of the sigmoid colon was performed. The specimen revealed
diffuse colonic wall thickening and pseudomembranes on
the mucosa (=Fig. 2). Recovery was complicated by upper
extremity deep vein thrombosis, requiring anticoagulation.
She was discharged from the intensive care unit (ICU) on
postoperative day (POD) 4 and home on POD 14.

Pathology confirmed severe colitis with ulceration, muco-
sal necrosis, and pseudomembranous exudate, compatible
with CDI (~Fig. 3).

Discussion

This clinical case describes a patient with fulminant colitis,
which can occur due to infectious pathogens or be related to
inflammatory bowel disease (IBD). Patients without a history
of IBD should be considered to have CDI until proven other-
wise, especially if risk factors for infection are present, such
as advanced age with clinical comorbidities, recent hospital-
ization or living in a nursing home, and use of antibiotics.’
Although bowel preparation for colonoscopy causes alter-
ations in the gut microbiome, it is not considered arisk factor
for this disease. Recent data suggests increasing rates and
severity of CDI colitis, which has been attributed to more
virulent strains of the bacillus.?

Initial treatment for fulminant colitis associated with CDI
includes oral vancomycin and intravenous metronidazole. ACT
scan of the abdomen and pelvis with intravenous contrast is
often obtained and can demonstrate diffuse colonic wall
thickening and ascites. Complications such as portal vein
gas, megacolon, and perforation can also be seen. Although
CT scan has limited diagnostic accuracy, it can help to differ-
entiate from other diagnoses, such as ischemic colitis. Plain
radiograph films of the abdomen may reveal the typical
finding of thumbprinting, which suggests bowel wall thicken-
ing due to an inflammatory process. Although nonspecific,
when associated with history of antibiotics and watery diar-
rhea, this finding should prompt investigation of the colitis’s
causes.
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Surgery plays a role in patients that develop abdominal
complications such as bowel perforation and peritonitis or
worsening symptoms despite adequate clinical treatment.
As clinical deterioration can occur rapidly in patients
with fulminant colitis, surgeons should be involved
early in the care of these patients. Typically, a subtotal
abdominal colectomy with end-ileostomy is the procedure
of choice, but a diverting loop ileostomy with antegrade
colonic lavage is also an option. It is important to note that
the colon may occasionally appear normal on the serosa,
yet the patient should still undergo total colectomy. Mor-
tality following surgery for CDI is high, particularly for
those with multiorgan failure.3 Early recognition of fulmi-
nant colitis, timely initiation of clinical treatment, and
surgical evaluation are paramount to achieving good
outcomes.
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