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A Case of Rifampicin Induced Pseudomembranous Colitis
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Pseudomembranous colitis, although uncommon, is an important complication of antibiotics that is related to a
variety of deleterious effects on the gastrointestinal tract. Rifampicin is one of the 1st line agents in the treat-
ment of tuberculosis and a large number of patients are exposed to its potential adverse effects. We report
upon a patient that had diarrhea due to pseudomembranous colitis after receiving antitubeculous medication,
and which was probably caused by rifampicin.

A 77-year-old man was admitted with diarrhea of three weeks duration. One month previously, he suffered
from left pleuritic chest pain and left pleural effusion was noticed at chest X-ray. One week prior to the onset
of diarrhea, he was started on empirically isoniazid, rifampicin, ethambutol and pyrazynamide as
antituberculous medication. On admission, he complained of diarrhes, left pleuritic chest pain, dyspnea and spu-
tum. On physical examination, breathing sound was decreased in the left lower lung field and bowel sound in-
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creased. Pleural biopsy revealed chronic granulomatous inflammation, which was compatible with tuberculesis.
Sigmoidoscopy showed whitish to yellowish pseudomembrane with intervening normal mucosa, and his stool
was positive for C.difficle toxin. He was diagnosed as pseudomembranous colitis and treated with oral
metronidazole and vancomycin. The diarrhea did not recur after reinstitution of the anti-tuberculous medica-
tion without rifampicin. In patients with severe diarrhea receiving anti-tuberculous medication, rifampicin in-
duced pseudomembranous colitis should be excluded. (Tubercuosis and Respiratory Diseases 2000, 49 : 774-779)
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Fig. 1. Chest PA of the patient on admission.
Large amount of left pleural effusion is
seen,
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Fig. 2. Sigmoidoscopic finding shows yellowish
or white pseudomembranes with fairly
normal-appearing intervening mucosa.
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Fig. 3. Photomicrograph of voleano lesion in the large intestine (H&E stain). Low-power view
{ % 100) shows necrosis of the upper part of the glands. It is seen erupting into the
lumen.
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