
A 60-year-old manwith Crohn colitis con-
trolled with mesalamine was hospitalized
for fever, bloody diarrhea, and lower ab-
dominal pain. Twoweeks of empiric treat-
ment with metronidazole, ofloxacin, and
oral steroids did not result in significant
improvement. Sigmoidoscopy revealed
inflamed mucosa covered by white mem-
branes, compatible with pseudomembra-
nous colitis (●" Fig. 1); a stool sample was
positive for Clostridium difficile toxin.
Steroid treatment was stopped and the
patient was treated with intravenous
metronidazole and oral vancomycin for
10 days, but there was no clinical im-
provement. On repeat sigmoidoscopy, the
endoscopic picture was compatible with
Crohn exacerbation, and no pseudomem-
branes were seen (●" Fig. 2).
A repeat stool test was negative for C. dif-
ficile toxin. Intravenous corticosteroids
were initiated and there was rapid clinical
resolution of symptoms.
In an inflammatory bowel disease (IBD)
patient with gastrointestinal symptoms
and a stool test positive for C. difficile,
three etiologic processes may be consid-
ered: IBD flare with mere colonization by
C. difficile, or superimposed C. difficile-
associated disease (CDAD) without IBD
flare, or perhaps both processes occurring
simultaneously [1,2]. Endoscopy could
presumably show different abnormalities
in these three conditions, thereby possibly
pointing out the dominant inflammatory
process.
In our patient, once CDAD was definitely
diagnosed, effective antibiotic treatment
did not result in clinical improvement, al-
though the pseudomembranes had disap-
peared at the repeat sigmoidoscopy and
the stool test was negative for C. difficile
toxin. The sigmoidoscopic findings of the
subsequent endoscopy suggested an IBD
flare, and the patient’s condition stabi-
lized only with the addition of steroid
therapy. Thus, we believe this patient’s
course illustrates that pseudomembranes

can totally mask a simultaneous underly-
ing mucosal inflammation due to ongoing
Crohn disease activity. It follows that the
finding of C. difficile pseudomembranes
in patients with a flare-up of IBD cannot
be interpreted as evidence that CDAD is
the sole inflammatory process responsi-
ble for their symptoms, and cannot ex-
clude the coexistence of mucosal inflam-
mation due to underlying IBD activity.

Competing interests: None

Endoscopy_UCTN_Code_CCL_1AD_2AD

T. Berdichevski, I. Barshack, S. Bar-Meir,
S. Ben-Horin
Gastroenterology Department, Sheba
Medical Center and Sackler School of
Medicine, Tel-Aviv University, Israel

References
1 Clayton EM, Rea MC, Shanahan F et al. The

vexed relationship between Clostridium dif-
ficile and inflammatory bowel disease: an
assessment of carriage in an outpatient set-
ting among patients in remission. Am J Gas-
troenterol 2009; 104: 1162–1169

2 Ben-Horin S, Margalit M, Bossuyt P et al.
Prevalence and clinical impact of endo-
scopic pseudomembranes in patients with
inflammatory bowel disease and Clostri-
dium difficile infection. J Crohn’s Colitis (in
press)

Bibliography
DOI 10.1055/s-0029-1244045
Endoscopy 2010; 42: E131
© Georg Thieme Verlag KG Stuttgart · New York ·
ISSN 0013-726X

Corresponding author
T. Berdichevski
Gastroenterology Department,
Sheba Medical Center and
Sackler School of Medicine,
Tel-Aviv University
Israel
Fax: 9723-5303160
chuk@012.net.il

Pseudomembranes in a patient with flare-up
of inflammatory bowel disease (IBD): Is it only
Clostridium difficile or is it still an IBD exacerbation?

Fig. 1 The first lower endoscopy: The appear-
ance of the pseudomembranous colitis is com-
patible with Clostridium difficile-associated dis-
ease (CDAD).

Fig. 2 The second endoscopy after 11 days of
metronidazole and vancomycin therapy: Con-
tinuous inflammation with deep, large ulcers
and friable and easily bleeding mucosa without
pseudomembranes.
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