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Background A young female patient with a history of total colectomy developed fulminant Clostridium difficile 
infection of the small bowel after elective ileostomy reversal.

Summary This report explores an uncommon manifestation of fulminant C. difficile infection affecting the small 
bowel rather than the colon, as is typical. We highlight the diagnosis, treatment, and prognosis of 
such cases. A 23-year-old female underwent total abdominal colectomy with ileostomy for colonic 
inertia secondary to colonic hypoganglionosis. She had a concomitant diagnosis of anismus, for 
which she completed successful biofeedback training. She presented for elective ileostomy reversal. 
Following this procedure, she developed diarrhea and septic shock. Emergent exploratory laparotomy 
was performed, during which the patient developed pulseless electrical activity (PEA) arrest. She 
was ultimately resuscitated, and the operation did not reveal an anastomotic leak or peritonitis. 
Postoperatively, a C. difficile toxin returned positive. After fourteen days, including five days of 
intensive care, the patient was discharged on oral vancomycin.

Conclusion C. difficile enteritis in the absence of colitis is a relatively understudied condition with significant 
morbidity and possible mortality. We present a case of fulminant C. difficile enteritis following elective 
ileostomy reversal in a 23-year-old patient status post-colectomy for colonic inertia. This report 
highlights the importance of recognizing this uncommon but potentially fatal diagnosis.
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Case Description
A healthy 23-year-old female initially presented to our 
clinic with a history of constipation secondary to hypogan-
glionosis as well as anismus. One year prior, she underwent 
a total abdominal colectomy with ileorectal anastomosis 
and diverting loop ileostomy. She then completed pelvic 
floor physical therapy and biofeedback training to have 
her ileostomy reversed. She had no other medical prob-
lems, prescription medications, or drug allergies. Physical 
exam and preoperative workup for ileostomy reversal were 
unremarkable. The patient initially tolerated the ileostomy 
reversal procedure well and proceeded to the general sur-
gical floor.

The following day, the patient experienced three episodes 
of diarrhea, and by the evening, she developed altered 
mental status, abdominal distension, and tachycardia. Stat 
labs demonstrated marked hemoconcentration with hema-
tocrit 56.9 percent, white blood cell count 16 K/mcL, lac-
tate 10.2 mmol/L, and bicarbonate 10 mmol/L, for which 
the patient received aggressive fluid resuscitation. Further 
diagnostic workup included pan-cultures and C. difficile 
toxin assay. Empiric antibiotic therapy was initiated along 
with transfer to a higher level of care. An abdominal X ray 
showed marked small bowel dilation (Figure 1). A nasoga-
stric tube was placed and immediately productive of two 
liters of bilious fluid. The patient was taken emergently 
for exploratory laparotomy. Shortly after induction, she 
became pulseless and required 45 seconds of chest com-
pressions and intravenous epinephrine. Fortunately, her 
pulse returned, and the procedure revealed no evidence of 
obstruction, peritonitis, bowel ischemia, or anastomotic 
leak.

Several hours postoperatively, the C. difficile assay returned 
positive, at which time oral and rectal vancomycin were ini-
tiated along with intravenous metronidazole. The patient’s 
postoperative course was further complicated by acute 
respiratory distress syndrome. During five days of intensive 
care, the patient continued to have a high daily output of 
about five liters from her rectal tube and nasogastric tubes 
combined. Ultimately, she was discharged after twelve days 
on oral vancomycin, tolerating an oral diet and without 
diarrhea. Of note, the patient went on to require ileostomy 
recreation for dysmotility six weeks later. Since then, she 
has had recurrent bouts of C. difficile enteritis confirmed 
by positive stool sample assays obtained per stoma.

Discussion
C. difficile enteritis in the absence of colitis is a relatively 
understudied and underdiagnosed condition with poten-
tially grave consequences and significant morbidity and 
mortality. A literature review published in 2013 by Dineen 
et al.1 revealed 83 reported cases of C. difficile enteritis. The 
overall mortality rate was 23 percent, a decrease from 67 
percent reported for the first nine cases.

Antibiotics are thought to predispose to C. difficile infec-
tion (CDI) by altering colonic flora such that C. difficile 
can proliferate. In the Dineen et al.1 study, 71 percent 
of patients received antibiotics in the four weeks before 
infection. Another study demonstrated that 96 percent 
of patients with CDI received antibiotics within 14 days 
of infection, and 100 percent received antibiotics within 
the previous three months.2 Reports on C. difficile enteri-
tis demonstrate antibiotic exposure to be associated with 
23 to 100 percent of cases.1,3–5 As colectomy patients are 
uniformly given prophylactic broad-spectrum intravenous 
antibiotics prior to surgery, they represent a population at 
increased risk for CDI.

Figure 1. Abdominal X ray revealing dilated loops of the small bowel.
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CDI is typically suspected when patients recently or pres-
ently hospitalized develop watery diarrhea and, possibly, 
lower abdominal pain, fever, nausea, and anorexia.6 How-
ever, diarrhea is expected in postcolectomy patients with 
ileostomies and ileorectal anastomoses, creating a diagnos-
tic challenge. This patient population also presents with 
other compounding risk factors such as concomitant hos-
pitalization and prophylactic antibiotic use. Thus, colecto-
my patients are particularly susceptible to CDI, warrant-
ing a high index of suspicion for this rare condition.

The pathogenesis of CDI is due to strains of toxigenic C. 
difficile releasing toxin A, which causes hypersecretion of 
fluids, and toxin B, causing cell death.7,8 These toxins often 
lead to pseudomembrane formation, watery diarrhea, and 
massive fluid shifts, resulting in prolonged ileus and a flu-
id-filled bowel.6 The emergence of a hypervirulent strain 
of C. difficile, BI/NAP1/027, has led to an increase in 
the incidence and severity of CDI.9,10 Lavallee et al. pub-
lished a case of fatal C. difficile enteritis caused by the BI/
NAP1/027 strain.4 Our patient’s presenting symptoms 
of altered mental status and hemodynamic instability are 
hallmarks of the fulminant version of C. difficile enteritis.1 

This report discusses a severe presentation of C. difficile 
enteritis in a 23-year-old female status post colectomy 
with ileorectal anastomosis. This case demonstrates several 
important points for the diagnosis and treatment of fulmi-
nant C. difficile enteritis. First, patients with a history of 
total colectomy and those undergoing surgery for indica-
tions other than CDI can develop postoperative C. difficile 
enteritis. Because of the significant morbidity and mortal-
ity associated with this disease, preventive measures, such 
as mandatory handwashing and contact isolation, may be 
beneficial in high-risk patients such as those with IBD.10 
Antimicrobial stewardship is essential to the prevention of 
CDI and should be standard.

Additionally, because of the rapid progression of the dis-
ease, early detection of C. difficile enteritis is paramount. 
While our case was confirmed with a stool toxin enzyme 
immunoassay, awaiting this result led to some delay in 
diagnosis and definitive treatment. Nucleic acid ampli-
fication tests for C. difficile, which can be completed in 
as little as two hours, have become the gold standard at 
many institutions.11 Finally, as demonstrated by this case, 
prompt treatment of fulminant C. difficile enteritis is crit-
ical to recovery; treatment for C. difficile enteritis is gener-
ally similar to that for C. difficile colitis. Current literature 

recommends vancomycin 500 mg every six hours for com-
plicated CDI with abdominal distention, delivered orally 
and rectally, along with intravenous metronidazole 500mg 
every eight hours.12

Along with medical management, a surgical consult is 
needed for all patients with complicated CDI. Treatment 
guidelines recommend surgery in patients with any of the 
following: hypotension requiring vasopressor therapy; clin-
ical signs of sepsis and organ dysfunction; mental status 
changes; white blood cell count ≥ 50,000 cells/μL; lactate 
≥5 mmol/L; or failure to improve on medical therapy after 
five days.13 For fulminant clinical presentations, surgical 
intervention often includes significant bowel resection.

Conclusion
Fulminant small bowel C. difficile enteritis is a grave medi-
cal complication with significant morbidity and mortality. 
Early recognition and aggressive treatment are paramount 
in the management of this rare condition. Treatment of 
fulminant cases should include topical and intravenous 
antimicrobial therapy as well as timely surgery.

Lessons Learned
Total colectomy patients are at risk for CDI. CDI may be 
difficult to diagnose in these patients as symptoms of C. 
difficile enteritis overlap with the typical post-colectomy 
state. Clinicians must maintain a high index of suspicion 
for this rare condition such that early diagnosis and treat-
ment can be undertaken.
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