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Abstract 

Toxic megacolon (TM) is a life-threatening complication of colonic inflammatory disorders, characterized by 

colonic dilatation and systemic toxicity. We report a 46-year-old female who presented with fever, abdominal 

pain, and a febrile obstructive syndrome. Imaging revealed marked colonic distention without signs of 

perforation. A diagnosis of toxic megacolon secondary to Clostridium difficile colitis was confirmed based on 

radiological findings and positive stool toxin tests. This case highlights the importance of early radiologic 

evaluation in managing severe gastrointestinal infections and preventing complications such as perforation. 

 

I. Introduction 

Toxic megacolon is a rare medical emergency that can arise from several causes, including 

inflammatory bowel disease (IBD), ischemic colitis, and infections such as Clostridium difficile colitis. It is 

characterized by a marked colonic dilation of greater than 6 cm in diameter, accompanied by systemic toxicity 

and an increased risk of perforation. Early diagnosis and treatment are critical to improving patient outcomes. 

 

Clinical Presentation 

A 46-year-old woman with no significant medical history presented to the emergency department with 

a 3-day history of fever, abdominal distention, and diffuse abdominal pain. She had a history of frequent 

diarrhea and had not responded to initial oral antibiotic therapy. Initial examination showed signs of fever 

(39°C), tachycardia (125 bpm), and abdominal tenderness. Laboratory results revealed elevated white blood cell 

count (25,000/mm³), elevated C-reactive protein (155 mg/L), and anemia (hemoglobin 10 g/dL). Stool samples 

were collected for analysis, including tests for Clostridium difficile toxins. 

 

Radiological Findings 

An abdominal contrast-enhanced CT scan was performed to assess the extent of the colonic 

involvement. The findings revealed severe colonic distension, particularly in the left colon and transverse colon, 

which measured up to 7 cm in diameter ,  loss of haustral markings, with pseudopolyps often extending into the 

lumen due to ulceration of the colonic wall. (Figure1). No evidence of bowel perforation or obstruction was 

noted, but there was significant inflammatory thickening of the rectosigmoid junction. The overall appearance 

was consistent with toxic megacolon. 

https://radiopaedia.org/articles/haustral-markings?lang=us
https://radiopaedia.org/articles/inflammatory-pseudopolyp?lang=us
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Figure 1: abdominal contrast-enhanced CT : Severe colonic distension, particularly in the left colon and 

transverse colon, which measured up to 7 cm in diameter ,  loss of haustral markings, with pseudopolyps often 

extending into the lumen due to ulceration of the colonic wall.   With inflammatory thickening of the 

rectosigmoid junction (orange arrowhead).  

 

In the presence of colonic dilation greater than 7 cm, confirmed by CT scan, and increasing systemic 

toxicity over time, the diagnosis of toxic megacolon was made due to Clostridium difficile colitis, as the test for 

Clostridium toxin type B was positive. As we were facing a fulminant colitis, we initiated an antibiotic regimen 

with oral vancomycin at 2 g per day for 10 days, which is considered the first-line treatment recommended by 

most scientific societies, including the American Society of Infectious Diseases. Given the toxicity, emergency 

treatment was started, including rehydration and sepsis management, with close clinical, biological, and 

radiological monitoring. A week later, a follow-up CT scan showed normalization of colonic dilation. 

Due to the observed rectosigmoid thickening, a colonoscopy was performed to investigate an 

inflammatory colitis, particularly of the type of ulcerative colitis. The results were normal, and colon biopsies 

were taken. The pathological examination of the samples revealed a colonic mucosa that appeared 

microscopically normal. (Figures 2). 

 

 
Figure 2: Colonoscopy : illustrating  normal  colonic mucosa. 

 

The final diagnosis was toxic megacolon secondary to Clostridium difficile colitis, with a colonic morphology 

that appeared normal. 

 

 

 

https://radiopaedia.org/articles/haustral-markings?lang=us
https://radiopaedia.org/articles/inflammatory-pseudopolyp?lang=us


Toxic Megacolon Secondary to Clostridium difficile Colitis. 

DOI: 10.9790/0853-250101107110                                  www.iosrjournals.org                                      Page | 109 

II. Discussion 
Toxic megacolon (TM) is an acute, life-threatening condition associated with colonic dilatation and 

systemic toxicity. The pathophysiology involves severe colonic inflammation, typically in the setting of 

infectious or inflammatory bowel diseases, which leads to paralysis of the colon and distention. In the case of C. 

difficile colitis, TM can occur as a complication in severe or untreated infections [1]. Radiologically, CT 

imaging plays a crucial role in diagnosing TM. The characteristic findings include massive colonic dilation 

(greater than 6 cm), colonic wall thickening, and the absence of free air (suggesting no perforation) [2]. Our 

patient’s CT scan revealed marked dilation, particularly in the transverse and left colon, without signs of 

perforation, aligning with the typical imaging findings of TM due to infectious colitis [3]. 

The most common cause of toxic megacolon is inflammatory bowel disease (IBD), particularly in 

conditions like ulcerative colitis and Crohn’s disease. However, infectious causes, such as Clostridium difficile, 

are increasingly recognized, especially in immunocompromised patients or those with prior antibiotic use [4]. C. 

difficile infection causes a severe inflammatory response in the colon, leading to pseudomembranous colitis and, 

in some cases, toxic megacolon [5]. Our case highlights an unusual but significant association between C. 

difficile colitis and toxic megacolon in an immunocompetent patient without any prior history of IBD. 

Treatment of toxic megacolon involves addressing the underlying cause, supporting the patient’s vital 

functions, and preventing complications such as perforation. In the case of C. difficile-induced TM, antibiotics, 

specifically oral vancomycin, are the first-line therapy, as recommended by the Infectious Diseases Society of 

America (IDSA) [6]. In our patient, oral vancomycin (2 g/day for 10 days) was initiated after confirmation of C. 

difficile toxins in stool samples. In cases with worsening systemic toxicity, or in the presence of complications 

like perforation or ischemia, surgical intervention may be necessary [7]. 

The role of CT in monitoring disease progression is invaluable in such situations. Follow-up CT scans 

are essential to assess for colonic resolution or complications, such as perforation, after initiating treatment 

[8,9]. In our case, the patient’s colonic dilation improved with medical therapy, as demonstrated by a follow-up 

CT scan one week later , which showed normalization of colonic size and resolution of the inflammatory 

thickening . 

Toxic megacolon can lead to severe complications, including perforation, sepsis, and multi-organ 

failure. Early diagnosis and appropriate management significantly reduce the risk of these complications [10]. In 

our case, the patient’s clinical condition improved, and she was successfully discharged after a period of 

observation and follow-up. The resolution of colonic dilatation in follow-up imaging emphasized the importance 

of timely medical intervention. 

CT imaging is essential in diagnosing toxic megacolon and its complications. The presence of colonic 

dilatation greater than 6 cm, wall thickening, and the absence of free air can help confirm the diagnosis [11]. CT 

is also invaluable in monitoring the progression of the disease and assessing the effectiveness of therapeutic 

interventions. The radiological findings in toxic megacolon can be challenging to differentiate from other 

conditions, such as ischemic colitis or mechanical bowel obstruction, making a thorough clinical correlation 

necessary [12]. 

Imaging plays a central role in diagnosing Clostridium difficile colitis and distinguishing it from other 

forms of colitis. In severe cases of C. difficile colitis, CT may reveal colonic dilation, wall thickening, and signs 

of inflammation, all of which are indicative of toxic megacolon [13]. Moreover, the absence of perforation on 

imaging, as seen in our case, is crucial for avoiding unnecessary surgical interventions and confirming a 

conservative management strategy. 

 

III. Conclusion 

This case underscores the importance of early radiologic evaluation in patients with suspected 

gastrointestinal emergencies. Toxic megacolon, especially when associated with Clostridium difficile infection, 

is a potentially fatal condition that requires prompt diagnosis and treatment. CT imaging plays a critical role in 

diagnosing toxic megacolon, guiding treatment decisions, and monitoring progress. Early identification, along 

with appropriate antibiotic therapy, was crucial in improving the patient’s condition and avoiding severe 

complications like perforation. 
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