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Case Report

Pseudomembranosa Colitis Pseudomembranous Colitis
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Abstract

Pseudomembranous colitis was initially described in 1893 by Finney, resulting in an infectious disease which arises in the daily 
antibiotic consume, leading basically to diarrhea symptoms, induced by Clostridium difficile toxin inflammatory reactions. This case 
report exhibits an 80th-year patient who, after being treated of an limb cellulitis, with pain, blush and heat, with ciprofloxacin 500 
mg 12/12h, being curable. Thirty five days later, patient returns presenting abdominal pain and distention and volumes mucosal 
diarrhea. Submitted to a retossigmoisdocopy followed by a biopsy, diagnosing a diffuse pseudomembranous colitis, clinically treated, 
avoiding the surgical treatment.
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Introduction

Pseudomembaran colitis (MPC) is a disease characterized by fever, abdominal pain and voluminous and persistent diarrhea, which 
usually arises as a result of previous antibiotherapy, with Clostridium difficile as its etiological agent [1,2]. What it looks like be related 
to the increasing use of antibiotics, and to the increase in the age range of hospitalized patients and longer hospitalizations [3,4]. MPC is 
characterized by the presence of important hyperemia and randomized yellow/esb plaques or pseudomembranes formed by an in-
flammatory exuclate, consisting of fibrin, mucus, neutrophils and necrotic epithelial cells [4] in the colonic mucosa. In the state of active 
disease, the epithelium of the colon is the major target of Clostridium difficile toxins [5]. C. difficile infection begins with disturbance of 
the normal microflora of the colon [6-8]. Antibiotics act by destabilizing the normal microflora of the colon, allowing the establishment 
and proliferation of C. difficile of endogenous or exogenous origin and the pathogenesis of infection usually begins with the ingestion of 
the body usually in the form of resistant spores. The spores survive gastric acidity, germinate in the small intestine to the vegetative form 
and colonize the colon, where it produces in toxins that initiate a series of phenomena that culminate in the loss of barrier function of 
epithelial cells, the appearance of diarrhea and the formation of pseudomembranes [9,10].

Case Report and Discussion

An 80-year-old woman, hospitalized with abdominal distension and pain, mucous diarrhea, developing septic condition, performed 
rectosigmoidoscopy, presenting numerous areas with plaques covered by purulent secretion, surrounded by important mucosal edema, 
with an endoscope aspect compatible with severe grade pseudomembranous colitis. Local biopsies were performed and sent for histo-
pathology.
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Figure 1: Challenge sigmoidoscopy - 05/04/2016.

He started treatment with Metronidazole 400mg of 8/8 hours, associated with Vancomycin 500 mg of 6/6 hours, both orally, pre-
senting favorable evolution both clinical and laboratory, between the first (Hbg: 10.6; Ht: 31.5; Leucocytes: 32,300; Bats: 18%) and the 
second day of hospitalization (Hbg: 10.7; Ht: 31.8; Leukocytes: 10000; Bats: 2%); as well as improvement in the inflammatory pattern of 
the sigmoid mucosa on rectosigmoidoscopy after seven days.

Figure 2: Challenges Scopiascopia - 13/04/2016.

The descending colon is observed the presence of punctiform-purulent lesions, with the aspect of pseudomembranous colitis. There 
was a favorable evolution of the condition, and in the rectum it is almost observed that the total resolution of the findings endoscopies. 
Antibiotic therapy was discontinued for 14 days treatment. Histopathological examination concluded chronic ulcerated inflammation.

After thirty-five days, a patient was hospitalized again with the condition, diarrhea and abdominal pain, with the same laboratory 
alterations with septic aspect. In a new rectosigmoidoscopy, recurrence of the condition is observed.
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Figure 3: Rectosigmoidoscopy - 06/05/2016, descending colon, sigmoid and rectum presenting numerous punctiform  
plaques covered by purulent secretion surrounded by mild edema of the endoscope-like mucosa with  

moderate pseudomembranous colitis.

In relation to the 4/5 examination, there was an improvement, but in relation to the 4/13 examination there was an unfavorable evolu-
tion. We chose to restart treatment with Metronidazole 400 mg for 8/8 hours for another 21 days and Vancomycin 500 mg for 6/6 hours 
for another 10 days, including orally, both suspended by the patient’s favorable clinical evolution and laboratory test findings.

Figure 4: Rectosigmoidoscopy- 01/06/2016. Fifty-nine days after the first exam. Some superficialerosions of nonspecific  
aspect, without purulent and rectus secretion preserved with normal mucosa, without inflammatory signs are observed.
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Conclusion

Pseudomembaran colitis is a rare disease, but it can be prevented by avoiding the indiscriminate use of antibiotics. It should be inves-
tigated in any patient who has persistent and large diarrhea for 72 hours or more after hospitalization and/or who has received previous 
antibiotic therapy indefinitely. Rectosigmoidoscopy associated with biopsy establishes an important tool, allowing the correct diagnosis 
and management of the case, preventing more aggressive and invasive interventions.
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