
 
 
 
 

 
PSEUDOMEMBRANOUS COLITIS 

 
Introduction 
 
In most cases of antibiotic-associated diarrhoea, no pathogen is identified. 
 
Clostridium difficile is responsible for a minority of cases of antibiotic-associated diarrhoea 
 
Pseudomembranous colitis (also known as Clostridium difficile colitis) is a colitis caused 
by antibiotic use that results in Clostridium difficile overgrowth. 
 
Pathophysiology 
 
● Clostridium difficile is a gram positive anerobic, spore forming bacillus that may 

produce a potent toxin. 
 
● It is carried in 2-3% of healthy adults and up to 70% of healthy infants. 
 
● It is a relatively common nosocomial infection. 
 
● It results from a disturbance of the normal bacterial flora of the colon. Normal flora 

is killed off by antibiotic use and the gut becomes colonized by C difficile. Toxin 
producing strains then cause mucosal inflammation and damage resulting in 
diarrhea. 

 
● The most common antibiotics implicated in the condition are second and third 

generation cephalosporins, ampicillin, amoxycillin and clindamycin. However 
many others may also cause it. Prolonged use and use of multiple antibiotics 
increases the risk. 

 
Clinical Features 
 
● Patients may be asymptomatic carriers. 
 
● Clostridium difficile colitis usually presents with mild to moderate diarrhea but may 

occasionally present as a fulminating life threatening colitis, manifesting as a toxic 
megacolon syndrome. 

 
● It should be suspected in any patient who has received antibiotics within the 

previous 2 months and/or when diarrhea occurs 72 hours or more after 
hospitalization. 

 



● Most patients will develop the diarrhea during or shortly after starting the 
antibiotics. 

 
Clinical presentations may include the following: 
 
1. Mild symptoms 
 

● Mild to moderate diarrhea with cramps nausea fever and malaise. Bloody 
diarrhea is rare. Most patients with C difficile colitis recover, even without 
specific therapy. However, persistent diarrhea may be debilitating and can 
last for several weeks. 

 
2. Moderate symptoms 
 

● Severe diarrhea with fever and leukocytosis 
 
3. Severe symptoms 
 

● Rarely a fulminant colitis with the development of toxic megacolon may 
develop. 

 
Relapses are common and typically occur 3 days to 3 weeks following cessation of 
treatment. Reasons for this may include failure to eradicate the organism and re-
colonization from the environment. 
 
Investigations 
 
Blood tests: 
 
● FBE 

 
● U&Es / glucose 
 
Stool for micro and culture: 
 
● The toxin itself must then be tested for as there are non-toxigenic strains of 

clostridium difficile. 
 
AXR: 
 
● Plain AXR should be done if toxic megacolon is suspected, or to rule out other 

causes of abdominal pain. 
 
Colonoscopy: 
 
● Endoscopy may reveal the characteristic “pseudomembrane” lesions. 
 



Management 
 
Note that no treatment is recommended for asymptomatic carriers. 
 
In unwell symptomatic patients: 
 
1. IV fluid resuscitation as clinically indicated. 
 
2. If the condition is suspected, the offending antibiotic should be ceased. 
 
3. Antibiotics 

 
● If symptoms are mild and the patient is without fever, abdominal pain or 

leukocytosis, antibiotics may not be necessary, only cessation of the 
offending agent where possible. 

 
● Patients with more severe symptoms will require antibiotic therapy aimed at 

clostridium difficile. 
 
● Metronidazole orally is the antibiotic of first choice, (especially in light of 

the recent emergence of VRE) 
 
● Vancomycin orally may be necessary in cases where symptoms are 

unresponsive to metronidazole, are relapsing or very severe. 
 

● Both vancomycin and metronidazole should be used in cases of toxic 
megacolon  

 
● It should be noted that both metronidazole and vancomycin must be given 

orally for this condition. 
 

Vancomycin injection (ie the IV preparation) may be given orally. Dissolve 
500 mg vancomycin powder in water, measure the required dose and give 
orally or via nasogastric tube. Flavouring syrups may be added before 
administration to improve palatability. 1 

 
● In severely ill patients metronidazole can be given IV, but the vancomycin 

will not be effective if given IV and should be given via a nasogastric tube. 1 
 

● See current antibiotic guidelines for dosage regimes. 
 
4. Surgical intervention may be necessary in cases of toxic megacolon. 
 
5. C difficile is now recognized as a major nosocomial pathogen, and universal 

precautions should be implemented.  
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