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Two Cases of Rifampicin Induced Pseudomembranous
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— Abstract

Pseudomembranous colitis (PMC) is a disease caused by Clostridium difficile proliferation. The causative drugs are
clindamycin, third-generation cephalosporins, flouroquinolone and so on. Rifampicin has been reported as a cause of
PMC in the 1980s, and the frequency of PMC is increasing because rifampicin is a first line drug for anti-tuberculosis
therapy. Two patients were recently admitted to our hospital due to watery diarrhea for 1 month and they were
diagnosed with PMC by sigmoidoscopy. Their onset age were 74, 72 years old and latent period of symptoms were
60, 129 days, respectively. In one case, the patient displayed coexisting hypertension and diabetes. The clinical symptoms
improved after discontinuing the rifampicin and then administering oral metronidazole. We report here on two cases

presumed to be rifampicin-induced PMC.
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Table 1. The comparison of two cases.

Case 1 Case 2
Sex/Age TAIE T2IM
Underline disease No Diabetic me‘lhtus,
Hypertenstion
Anti-tbe drug INH, RFP, EB,(PZ)" INH, RFP, EB, (PZ)
Medication duration 90 days 160 days
Latency to Sx. develop 60 days 129 days

Manifestation watery diarrhea watery diarrhea
Location of lesion ascending colon, cecum desceding colon, rectum
Treatment metronidazole 500mg, tid  metronidazole S00mg, tid

* INH-isoniazid; RFP-rifampicin; EB-ethambutol; PZ-pyrazinamide

o B (Case 2)

A (Case 1)
Fig. 1. Sigmoidoscopic finding. (A) Multiple yellowish plaques
and mucosal edema are noted on the cecum and ascending
colon. (B) on the rectosigmoid colon.
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Fig. 2. CT scan of the abdomen. Abdominopelvic CT shows
diffuse edematous wall thickening in rectosigmoid colon.(Case 2)
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