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CASE REPORT

K|G

SR AEZ|C|QO[HA C|LAl Zoitio| SHHEl AHLHME HO|HA
XFod

(o) =

2, 28, HEj2

JHELHStY 2| TTHSE hatetm Al

Case of Pseudomembranous Colitis Caused by a Clostridioides difficile Infection
Concomitant with Cytomegalovirus colitis Mimicking Ischemic Colitis

Hyo Suk Kim*, Hye Min Kim* and Tae-Geun Gweon

Division of Gastroenterology, Department of Internal Medicine, College of Medicine, The Catholic University of Korea, Seoul, Korea

A Clostridioides difficile infection (CDI) is one of the major nosocomial diarrheal diseases. Pseudomembranous colitis (PMC) is a char-
acteristic endoscopic finding of CDI, manifested by white or yellowish plaque covering the colonic mucosa. Ischemic colitis is in-
flammation of the colon manifested by mucosal denudation and friability. Ischemic colitis is rarely associated with CDI. The treatment
response might be delayed when CDI is complicated with other diseases that cause diarrhea. Thus far, reports of CDI concomitant
with Cytomegalovirus (CMV) colitis are rare. This paper reports a case of PMC and ischemic colitis associated with CDI and CMV
infection. After two weeks of oral vancomycin and intravenous metronidazole, the patient’s diarrhea was not improved. Follow-up
sigmoidoscopy was performed, and a CMV infection was identified at areas of broad ulceration where ischemic colitis occurred.
Finally, the patient was cured with ganciclovir. Follow-up sigmoidoscopy showed an improvement in ischemic colitis. (Korean J
Gastroenterol 2023;81:133-136)
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INTRODUCTION

Clostridioides difficile (C. difficile) infection (CDI) is a com-
mon nosocomial diarrhea induced by disruption of intestinal
microbiota. Pseudomembranous colitis (PMC) is a character-
istic endoscopic finding of CDI, manifested by white or yellow-

ish plagues on the colonic mucosa.” Ischemic colitis is in-

flammation of the colon manifested by mucosal denudation
and friability.2 Ischemic colitis is rarely associated with cpl?
Thus far, CDI concomitant with cytomegalovirus (CMV) colitis
has rarely been reported. This paper presents a case of PMC
concomitant with ischemic colitis caused by a CDI and CMV
infection that was treated successfully with oral vancomycin,
intravenous metronidazole, and ganciclovir.
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CASE REPORT

An 82-year-old female visited the authors’ hospital com-
plaining of aphagia. Her vital signs and laboratory findings
at the initial presentation were as follows: blood pressure,
110/65 mmHg; pulse rate, 85 beats/min; body temperature,
36.5°C; hemoglobin, 11.9 g/dL, white blood cell count, 8,200
cells/mm3; C-reactive protein, 5.8 mg/dL; albumin, 2.9 g/dL;
and creatinine, 1.26 mg/dL. The patient was diagnosed with

Fig. 2. Endoscopic image showing ischemic colitis. Sigmoidoscopy
shows mucosal denudation, friability, and necrosis in the sigmoid
colon.

a middle cerebral artery infarction and treated with aspirin
and clopidogrel. During hospitalization, the patient developed
pneumonia and was treated with broad-spectrum antibiotics.
Diarrhea (five times/day) and hematochezia developed 10
days after antibiotic treatment.

Sigmoidoscopy showed multiple tiny yellowish plaque in the
sigmoid colon (anal verge, 35-45 cm), compatible with PMC
(Fig. 1). Together with PMC, extensive mucosal denudation
and colonic necrosis, compatible with ischemic colitis, were
found at the anal verge 20-35 cm, close to the areas of
PMC (Fig. 2). The mucosa was very friable. A stool study was

performed. C. difficile toxin was detected. The PCR for toxi-

Fig. 3. Focal yellowish pseudomembranes were seen from the
proximal end of ischemic colitis.

Fig. 4. Histology finding of Cytomegalovirus (CMV) infection. CMV
stain was positive (x400).
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genic C. difficile was positive in stool samples. Oral vancomy-
cin (500 mg, four times/day) and intravenous metronidazole
(500 mg, three times/day) were started because the patient’s
symptoms were believed to have been compatible with ful-
minant CDI. Broad-spectrum antibiotics for pneumonia were
stopped because her pneumonia had resolved.

Ten days after CDI treatment, hematochezia stopped, but
the frequency and volume of diarrhea were not decreased.
Her body temperature varied between 37.0°C and 38.5°C
over 10 days. A stool study for C. difficile and follow-up sigmoi-
doscopy were performed. Sigmoidoscopy, performed 10 days
after CDI treatment, revealed the resolution of PMC. On the
other hand, broad ulceration was still noted where ischemic
colitis had occurred (Fig. 3). Multiple tiny mucosal edema
mimicking pseudopolyps were found on the surface of the
ulceration. A forceps biopsy with a CMV stain was performed.
The biopsy results were consistent with a CMV infection (Fig.
4). On the follow-up stool study, C. difficile toxin was not de-
tected, but C. difficile by PCR was still positive. Ganciclovir,
300 mg twice daily, was started, and CDI treatment was
continued. After seven days of ganciclovir treatment, the fre-
quency of diarrhea decreased to one-two times per day, and
her fever subsided. Anti-CDI treatment was stopped (total
treatment duration, 18 days). The diarrhea resolved after 14
days of ganciclovir treatment. Follow-up sigmoidoscopy
showed improvement of widespread colonic ulceration (Fig.
5), while small foci of ulceration with hyperemia were found.
Ganciclovir was used for three weeks, and the patient was

Fig. 5. Improvement of ischemic colitis. Sigmoidoscopy shows
healing of the widespread ulceration. Focal ulceration with
erythematous change was seen.

discharged on hospital day 42.
Informed consent was waived because this case report was
done in retrospective manner.

DISCUSSION

This paper describes a case of CDI concomitant with CMV
colitis, manifested by PMC and ischemic colitis. CDI likely
caused the PMC, and the CMV infection caused the ischemic
colitis. The patient was cured using an anti-CDI treatment and
ganciclovir.

Multiple yellowish plaques are a typical endoscopic finding
in PMC. Consistent with ischemic colitis, mucosal denudation,
friability, and necrosis were observed close to the PMC.
Although ischemic colitis associated with CDI has rarely been
reported,4 it was initially believed that the ischemic colitis was
associated with CDI because the stool study was compatible
with CDI. Ischemic colitis was found close to the PMC.
Because the initial sigmoidoscopic finding showed severe col-
itis, This study did not consider a forceps biopsy of the in-
flamed colon, expecting that a biopsy of the severely inflamed
area might yield only necrotic tissue.

Most guidelines recommend that anti-CDI treatment be
performed for at least 10 days.l'5 There is no consensus on
the timing of the reevaluation of patients with CDI. The pa-
tient’s diarrhea did not improve despite a 10-day course of
anti-CDI treatment. Although repetition of the stool study was
not recommended, the patient was reevaluated using both
the stool study and sigmoidoscopy because the patient was
not improving. Colitis was still severe at follow-up, and a CMV
infection was discovered. Although CMV colitis is prevalent
in immunocompromised patients, it can be complicated even
in immunocompetent patients.e’7

In immunocompromised patients, such as those with in-
flammatory bowel disease (IBD), few articles have been pub-
lished regarding the coinfection of CDI and CMV. For IBD pa-
tients, the use of antibiotics and hospitalization are classic
risk factors for CDI, while CMV infection is an independent
risk factor for CDI.®

There is no accepted definition of refractory CDI un-
responsive to standard treatment. Only one guideline defines
refractory CDI as CDI not responding to standard treatment
after three—five days of therapy.9 Before the diagnosis of CMV
infection, the patient’s status was considered compatible with
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refractory CDI. Fecal microbiota transplantation (FMT) is in-
dicated for the treatment of refractory CDI. On the other hand,
FMT should be indicated only after other causes of diarrhea
have been excluded. In the present case, the CMV infection
was a hidden cause of persistent diarrhea after receiving CDI
treatment. The patient gradually improved after treatment of
CDI and CMV colitis.

This paper described a rare case of CDI concomitant with
CMV colitis manifested by PMC and ischemic colitis in an im-
munocompetent patient. A CMV infection, which was initially
not diagnosed, was the cause of ischemic colitis and persis-
tent diarrhea. Other causes of diarrhea should be considered
in refractory CDI, especially in cases of severe colitis. This
report suggests reevaluating patients with refractory CDI un-
responsive to standard treatment.
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