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Abstract: Clostridium Difficile infection (CDI) is located in the abdomen which can have a low healing rate 
and an adverse outcome. The patients complain about specific abdominal symptoms, with unpredictable 
evolution and various complications, sometimes fatal. The occurrence of respiratory decompensation in the 
lungs, in a bronhopat patient, as well as the occurrence of other infections such as CDI, in our case, when 
antibiotic therapy is needed and cannot be interrupted, is a rare complication, which raises issues of 
differential diagnosis and treatment. We present the case of a man known of having been suffering from 
chronic obstructive pulmonary disease (COPD) for many years, an outpatient with intermittent 
bronchodilator treatment with cardiac pathology, Madelung disease with surgery in history, complicated by 
infectious diarrhea syndrome, dyspnea with severe orthopnea, bilateral pleurisy, renal dysfunction and 
undiagnosed anemia. The chest computer tomograph examination revealed bilateral pleural effusion, 
pulmonary radiography showed increased cord whereas the cultures taken from tracheobronchial secretions 
and stool have identified methicillin-resistant Staphylococcus aureus (MRSA), Candida sp. and Clostridium 
Difficile, as etiologic agents of abdominal and lung infection. The optimal antibiotic treatment, to maintain 
respiratory function, represented the touchstone, taking into account the abdominal infectious complication. 
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INTRODUCTION 
Clostridium Difficile infection is one of the most 

common infections in hospitals lately, with fatal high-risk, being 
caused by three important triggers:  
a) hospitalization – the contact with other patients;  
b) antibiotics, proton pump inhibitors, H2 antagonists; 
c) the age over 65 years, comorbidities, obesity etc.(1,2,3) 

Various studies have shown that infectious diarrhea, 
caused by the most common germ, Clostridium Difficile (CD), in 
a young patient, leads to increased morbidity and mortality. The 
causes that worsen even more the state of health of an infected 
patient in intensive care are: dehydration, malnutrition, 
hemodynamic instability, hidro-electrolyte disturbances etc. 

For preventing the spread of hospital-acquired 
infections, responsible for mortality and morbidity of patients in 
intensive care units, strict measures must be taken among which 
are worth mentioning: gowns, gloves, face masks, used in aseptic 
conditions, washing hands with water and soap, hand disinfection 
which is primarily essential in reducing the transmission of this 
infection. Of these infections, methicillin-resistant Staphylococcus 
aureus (MRSA), Clostridium Difficile’s (CDs), multi-drug 
resistant Gram negative bacterium (MDR) are often most 
common. The most dramatic association is CDI and MRSA, in 
which cases the rate of survival is very low.(4) 

Besides the preventive measures of medical staff, we 
must offer prevention and treatment of pneumonia associated with 
mechanical ventilation (VAP) when the patient is intubated, the 
sterilization of circuits fan, keep clean, change under strict aseptic 
conditions, disinfection of renal probe, of central venous catheters 
etc.(4) Chronic obstructive pulmonary disease (COPD) is the 
fourth cause of mortality among other pathologies with fatal 
impact affecting the heart, neoplasms and brain disorders, more 
and more common in the population lately.(2) 

CASE PRESENTATION 
Male, aged 53, with factors of cardiovascular risk 

(smoker, arterial hypertension, congestive heart failure class 
NYHA III) with intermittent treatment in outpatients, with COPD, 
bronchodilator treatment and chronic consumer of alcohol, came 
to the emergency room, on the 22nd of January 2017, with 
dyspnea and orthopnoea, complaining of increasing volumes of 
legs, bilaterally, diarrhea emission (5-6 a day), symptoms which 
had started a week before and he is hospitalized in medical 
sectors. His personal pathological history reveals symmetrical 
benign lipomatosis, asymptomatic hyperuricemia, obesity grade 
III, undiagnosed anemia. 

Objective: malaise, afebrile, dehydrated pale skin, 
important bilateral ankle edema, jugular, cervical level and 
posterior chest large lipomatous masses which were mobile on 
deep plans. On admission, abdominal ultrasound reveals the liver 
having anterior-posterior diameter: left lobe (LL) = 6.7 cm, right 
lobe (RL) = 15 cm, empty bladder, left kidney = 11.4 cm, regular 
shape, parenchymal index = 2cm, without fluid in peritoneal 
quantity. 

Two days after admission, liver tests started to increase, 
urea values reaching a level of 82 mg/dl, creatinine having a value 
of 5,11mg/dl, leukocytes 11,600 / mm3, potassium = 5.7 mmol/l. 
The patient received treatment on medical department with 
intestinal anti-infectives, proton pump inhibitors, diuretics, 
selective beta-blockers, angiotensin II receptor antagonists, 
bronchodilator, antidiarrhea, corticosteroids. 

Infectious diseases examination raised the suspicion of 
infection with Clostridium Difficile and recommended stool, 
hydro-electrolyte balance, general surgery check-up. 

Renal examination (on 25th of January 2017) raised the 
suspicion of renal dysfunction (possible renal injury stage 3), mild 
hyperkalemia and recommended monitoring of urine output, 
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interruption of anti-diarrhea treatment, angiotensin II receptor 
antagonists, proton pump inhibitors, administration of intestinal 
anti-infectives, anti-acids, diuretics, selective beta-blockers, with 
immediate repeated urea and creatinine, serum iconogram and 
transfer in the intensive care unit.  

On admission in the intensive care unit (ICU), on 27th 
of January 2017, the patient presents severe general condition, he 
is conscious, cooperative, with bilateral basal decreased vesicular 
murmur, lung crackles disseminated in both bronchial areas, 
afebrile, an intense diuresis urine, in the amount of about 100 
milliliters, bilateral leg edema, multiple diarrhea episodes. 
Immediate stool was proceeded in order to test the existence of 
Clostridium Difficile, and the results came out positive. The Adler 
test was also carried out, which came out negative, whereas the 
digestion sample shows: rare fat droplets, very frequently 
undigested starch, absorbed muscle fibers, so the occult bleeding 
test does not indicate a bleeding. Tracheobronchial sample was 
collected and, 5 days later, it pointed out pulmonary infection with 
MRSA and Candida spp., the patient being a carrier of the germs. 

The values of all tests were normal, except: urea = 178 
mg/dl, creatinine = 8.99 mg/dl, leukocytes 11 330 /mm3, 
neutrophils = 84,500/mm3, hemoglobin 6.97 g / l, sodium (Na) = 
125 mmol/l potassium (K) = 5.60 mmol/l. These values were 
measured immediately at admission to IC. 

It was immediately proceeded the treatment for 
Clostridium Difficile orally as prescribed by the infectious disease 
physician, with antiprotozoals (500 mg every 8 hours). 

On the 2nd of February 2017, a new abdominal 
ultrasound was performed, which, compared to the previous 
examination, revealed stasis hepatomegaly, normal kidneys, with 
parenchymal index -2, dilated intestinal loops, with abundant 
content, possibly ascites liquid between the intestines. Chest X-ray 
was performed which revealed no pleuro-pulmonary lesions, only 
increased heart.    

Thorax and abdominal tomography was performed, on 
the 2nd of February 2017, (natively performed tomography, due to 
the increased values of cleareance), which highlighted: bilateral 
basal pleural fluid with maximum thickness of 6.8 cm on the right 
and 3.4 cm on the left. Without areas of compression or suspect 
bilateral pulmonary nodules. The abdominal results are: the right 
lobe of the liver = 19 cm and the left lobe = 7 cm without 
computed tomography changes, without dilatation of lower biliar 
ducts. The spleen is natively homogeneous, the bipolar spindle = 
13cm. Pancreas heads without ductal dilatation or parenchymal 
calcifications. The adrenal glands are normally complied. The 
kidneys have normal size, sustained parenchymal index without 
computer images of kidney stones, without dilatation of the upper 
urinary tract. Atheromatous parietal calcifications of abdominal 
aorta. Without abdominal fluid. Highlighted infiltration of 
subcutaneous tissue, accompanied by fluid density areas in the 
bilateral abdominal wall, predominantly on the right side. 
Atheromatous parietal calcifications in the aortic arch and 
descending intrathoracic aorta. 

Bioassays were performed in dynamic and interclinic 
check-ups. 

The lung examination shows a serious state of the 
patient, with recommendations of bronchodilators and 
nebulization for improving the respiratory function. After 
performing a computer tomography scan of the thorax, thoracic 
surgery consultation was performed, which decided bilateral 
pleural puncture, being evacuated on either sides about 500 ml of 
serocitrin liquid and it recommended samples for cytology, 
biochemistry, culture. 

Cardiology consultation with cardiac ultrasound, 
describes a right ventricle of 45 mm, left ventricle of 31 mm, 
ventricular septal of 13.5, left ventricle posterior wall = 13.5, 

normal contractions of the left ventricle walls, ejection fraction = 
55%, expansion of the right cavity, right atrium = 49 mm, left 
atrium = 47 mm, not being able to examine tricuspid 
regurgitation, recommending heparin with low molecular weight, 
loop diuretics, potassium saver diuretics, the electrocardiogram 
(ECG) highlighting the sinus rhythm. 

Surgical consult describes that the rectal examination 
does not recommend melena, this case not being an acute surgical 
case. 

Regarding the evolution of biological parameters, they 
had a favourable outcome, namely: 
• creatinine, from the value of 8.99 mg/dl it was normalized, 

reaching a value of 1.2 mg/dl; 
• urea, from the value of 178 mg/dl on admission, it reached a 

value of 117 mg/dl; 
• hemoglobin, from the value of 6.97 g/l after the 

administration of 4 units of packed red blood cells, 
administered one at a day, it reached the value of 8.8 g/l; 

• albumin, from the value of 2.8 g/dl after the administration of 
human albumin daily, it reached a normal value; 

• sodium, potassium through fluid and electrolyte balancing, 
had normal values; 

• p-sepsine from 527 increased to 708 on the 13th day; 
• NT-proBNP (N-terminal brain-Type Netriuretic Peptide) 

from 12.377, fell to 8468 (being a severe heart failure); 
• D-dimer from the value of 4.48, increased to a level> 5; 
• white blood cells (WBC) normalized, as well as neutrophils, 

so from a neutrophilic leukocytosis were obtained normal 
values, but in the 13th day, they had a significant increase, 
reaching leukocytes = 28 160 /mm3 with neutrophils = 97 
190 /mm3. 

Regarding the temperature curve, the patient was 
afebrile during hospitalization, recording one episode of low grade 
fever, a temperature of 37.4 °C on the 14th day. Diuresis, from an 
amount of about 500 ml/day, intensively coloured, after the first 2 
days of hospitalization in intensive care it was normochromic and 
its amount reached 2400-3000 ml/day. 

Diarrhea episodes after three days of administration, 
antiprotozoals 500 mg every 8 hours orally, did not diminish, the 
patient still presenting the same diarrhea syndrome, in addition to 
presenting a melena case. It was thus decided to change the oral 
administration of antibiotic with glycopeptide antibiotics, which 
are administered for the treatment of severe infections resistant to 
other antibiotics. The dose established by the infectious disease 
doctor was 125 mg every 6 hours orally. From the 5th day the 
diarrhea and melena episodes were not repeated, the result of 
tracheobronchial culture being lung infection with MRSA and 
Candida spp. It was thus initiated the treatment with tigecycline, 
taking into account associated infections, these bacteria being 
sensitive to this antibiotic. Antifungal treatment was administered 
for candidiasis. After this combination, leukocytosis with 
neutrophil normalized. Throughout the admission in ICU, 
medication was administered according to antibiogram, the 
adjustments of drugs being made according to creatinine 
clearance, the infusion according to diuresis, with fluid electrolyte 
balance aiming at daily requirements plus or minus deficits. 
Painkillers were given, if required, as well as expectorant, digital 
benzodiazepine, diuretics, selective beta-blockers, heparins with 
low molecular weight, substances that favour increased nutritional 
intake at the cellular level, nebulization with bronchodilators and 
polymyxin. 

Regarding respiratory function, it did not have a 
favourable evolution. Whereas at admission to IC the patient was 
breathing spontaneously with additional Oxygen (O2), on the 
facial mask on the 6th day breaths were ineffective, SpO2 = 79% 
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(peripheral oxygen saturation), perioronasal cyanosis and 
extremities, leading to the oro-tracheal intubation, with evident 
hypercapnia encephalopathy. On the 7th day the patient was 
conscious, it was attempted extubation, but during the guard he 
was intubated and put back on ventilator, O2 saturation wasn’t 
maintained within favorable limits, thus the patient underwent 
decay breathing again. Regarding the mode of ventilation, if only 
for a short period of time (for an hour), it was under cotrol all the 
time, while the patient was intubated, the ventilation was assisted 
with intermittent periods when breathing alone on probe 
intubation, on T-tube. Starting on day 10, mechanical ventilation 
was totally controlled, the patient's condition got worse and on the 
11th day, the patient had an irresuscitator cardiac arrest. 

 
DISCUSSIONS  

CDI treatment associated with COPD is complex, 
requiring multidisciplinary involvement and intervention at the 
etiological, symptomatic and complication level. Regarding the 
CDI treatment, for a long time, it was used Vancomycin and 
Metronidazole, proving its efficacy, treatment which does not 
suppress the risk factors of the host.(9) In addition to this therapy, 
which is preferred, it can also be used intravenous administration 
of tigecycline, as an alternative therapy.(10) 

When a patient shows decompensation of COPD, they 
have three symptoms: dyspnea emphasis, increasing the amount 
of phlegm and infection of tracheobronchial secretions. As 
treatment of first intention, worsening COPD initiates: 
a) O2 therapy, whose target is (oxygen arterial pressure) PaO 

2≥ 60 mmHg or SpO2≥ 90-92%; 
b) Bronchodilators. It has been scientifically proven that their 

administration by inhalation was superior to the intravenous 
one; 

c) Corticosteroids, administered intravenously, have a clear 
benefit in COPD exacerbation site; 

d) Antibiotics are used in patients with moderate and severe 
COPD community, the majority of germs from COPD being: 
b Streptococ pneumoniae, Moraxella, Moraxella, 
Haemophilus influenzae MRSA.(2) 

In our case, although the evolution of biological 
parameters was toward normalization, the morbid condition of the 
patient, obesity, COPD, smoking, chronic alcohol consumption, 
lifestyle inadequate to chronic diseases have had a negative 
impact on the patient, as literature itself  describes the three 
important factors in triggering CDI: 
a) hospitalization, contact with other patients; 
b) antibiotics, proton pump inhibitors, H2 antagonists; 
c) age over 65 years, comorbidities, obesity, etc.(1,2,3) 

In the case of CDI, the first symptom is watery diarrhea, 
with daily episodes from 3 to even 20 episodes a day in the most 
severe cases. The symptoms are common: abdominal pain, fever, 
leukocytosis, hypoalbuminemia.(5,6) In our case these symptoms 
were present and remitted after treatment. As laboratory diagnosis 
there are worth mentioning a few ways: stool, with the presence or 
absence of toxins A and B in the stool, colonoscopy (when the test 
is negative, with doubtful diagnosis), abdominal ultrasound, 
which may reveal ischemia or distension, abdominal tomography 
that can describe thickening of the intestinal wall, when the 
disease is very advanced.(7,8) Therefore, according to the 
protocols, the first analysis that was collected was a stool to test 
for CD, and when their condition worsened it was performed 
abdominal tomography to exclude intestinal occlusion or 
ischemia, abdominal ultrasound being performed several times. 

The presence of multiple pathologies associated with 
strict therapeutic indications, makes the course of treatment 
difficult. In the case of our patient, where intravenous antibiotics 
require respiratory pathology, according to the studies while 

abdominal pathology indicates administration of the antibiotic 
orally, it is essential to maintain normal biological parameters. So, 
as a measure of prevention of lung superinfection, we applied 
nebulizer with polymyxin and intravenous tigecycline.  

In the case of a complicated COPD, also of a CDI, 
where for the first infection the antibiotic is by choice, but in the 
second case the antibiotic was contraindicated as the major cause 
in triggering this condition, nebuliser with polymyxin E until the 
result of tracheobronchial culture, has resulted in improving the 
patient's condition, WBC reaching the normal amount. This 
therapeutic approach we took after studies showed that 
administration of intravenous antibiotics should be stopped as 
recurrences occur and the treatment with metronidazole or 
vancomycin must absolutely be initiated, with examination, in 
advance of infectious diseases and surgical consultation, in order 
to perform therapeutic colectomy if it is considered 
appropriate.(2) Tigecycline is active on both CDI and MRSA 
infection.(10) 

 
CONCLUSIONS 

The experience of this case supports the idea that 
clostridium difficile infection and chronic obstructive pulmonary 
disease are two major causes of death. Therapeutic conducts for 
these diseases come in contradiction at the expense of the patient, 
stressing the fact that their association is dramatic. Therapeutic 
orientation by inhalation of polymyxin and bronchodilators had 
remarkable effects, worthy to consider for further cases. In the 
present situation, preexisting disease has increased susceptibility 
to infectious complications, interfered with treatment response, 
leading to an adverse evolution compared with other hospitalized 
patients with the same diagnosis. 
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