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Letters
Corresp ondance

Clarifi cation of article 
on Clostridium diffi  cile–
associated colitis

In the article on Clostridium diffi  cile–associated 
colitis,1 the abstract in English suggested that van-

comycin be used if metronidazole is ineff ective; how-
ever, in French the choice is clindamycin. Because of 
the incidence of the problem in Quebec, this should 
be clarifi ed. Use of cholestyramine resin as a treat-
ment option was not mentioned, the role of proton 
pump inhibitors in predisposing patients to infec-
tion was not explained, and no mention was made 
of which cleaning products health care institutions 
could use to kill the spores.

—Kenneth Brown MD, CCFP
Borden, Ont

by e-mail

Reference
1. Hull MW, Beck PL. Clostridium diffi  cile–associated colitis. Can Fam Physician

2004;50:1536-45.

Response

We wish to thank Dr Brown for his interest in 
our article and to address the questions and 

concerns raised.

Apology. First, we wish to apologize for an error 
that occurred in the French translation of the 
abstract, which stated that clindamycin is the 
second-line agent for treatment of Clostridium 
difficile–associated diarrhea. As stated in the 
English text, second-line therapy when metronida-
zole is ineff ective is oral vancomycin.

Proton Pump Inhibitors and Clostridium dif-
fi cile. Although antibiotic therapy has been iden-
tified as a major risk factor for development of 
C diffi  cile–associated diarrhea, other factors, such 

as nasogastric tube placement, gastrointestinal 
procedures, and intensive care stay, have also been 
reported to contribute to disease development.1

Antacid therapy has also been considered a pos-
sible risk factor; numerous small case-control stud-
ies, however, have not confi rmed this association.2-5

Since submission of our manuscript, newly pub-
lished studies have provided evidence in support 
of this hypothesis. A case-control study involving 
207 patients found an odds ratio (OR) of 2.5 (95% 
confi dence interval [CI] 1.5-4.2) for proton pump 
inhibitors (PPIs) as a risk factor in development 
of disease. In addition, a logistic regression model 
taking into account antibiotic use, cytotoxic che-
motherapy, and PPIs found an OR of 43.2 (CI 5.7-
330.4) compared with an OR of 17.3 (CI 2.7-113.1) 
when only antibiotics and chemotherapy were con-
sidered.6 Similarly, a recent Canadian study used 
a cohort of inpatients and a separate case-control 
study to develop adjusted ORs of 2.1 (CI 1.2-3.5) 
and 2.7 (CI 1.4-5.2), respectively, for use of PPIs 
and risk of developing disease.7 Acid suppression 
has been associated with other infections of the 
gastrointestinal tract, and the authors of these 
recent studies have postulated that decreased stom-
ach acid allows survival of the vegetative C diffi  cile
organism, and thus increases the risk of coloniza-
tion and subsequent disease.

Use of cholestyramine for treatment of C diffi  cile. 
Cholestyramine is an anion-exchange resin and 
is thought to be able to bind the secreted alpha 
and beta toxins that cause disease. Several case 
reports document successful use of cholestyramine 
in refractory relapses8,9; however, further evidence 
to support its use is lacking, and the resin has also 
been shown to bind vancomycin, requiring the 
drugs to be given several hours apart.10 We believe 
its use is, therefore, limited, and did not include it 
in our review of therapeutics.

Disinfectants .  The most recent Canadian 
Infection Control Guidelines for washing hands 
and disinfection in health care do not identify any 
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specific disinfectant solutions for C difficile spores 
and recommend specialized interventions only in 
outbreaks.11 Several solutions have been identified 
as effective at reducing environmental contami-
nation. An unbuffered hypochlorite solution (500 
ppm chlorine) was used in one study to decrease 
contamination from 31.4% to 16.5% of sampled 
sites.12 Another study used a 0.04% formaldehyde 
and 0.03% glutaraldehyde solution to reduce envi-
ronmental contamination from 13% to 3%.13 The 
American College of Gastroenterology Practice 
Guidelines for management of C difficile diar-
rhea recommend use of alkaline glutaraldehyde, 
sodium hypochlorite, or ethylene dioxide as effec-
tive disinfectants for vegetative and spore forms 
of C difficile.14 The Centre for Disease Control and 
Healthcare Infection Control Practices Advisory 
Committee guidelines for environmental infection 
control in health care facilities recommend dis-
infection with hypochlorite-based germicides in 
addition to meticulous cleaning to counter envi-
ronmental contamination with C difficile within 
hospitals.15

—Dr Mark Hull, MD, FRCP 
Vancouver, BC 

—Dr Paul Beck, PHD, MD, FRCP 
Calgary, Alta 

by e-mail
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Life cycle of family 
medicine doctors

On November 25 to 27, 2004, I, along with other 
Canadian family physicians, celebrated the 

50th Anniversary of the College of Family Physicians 
of Canada.

In the past, I have reflected on the life cycle of 
the family as we care for our patients from birth 
to death. I deliver the newborn and support the 
grandparents as they deal with the “golden years.”

As I was at the ceremony for our new Certificants, 
Fellows, and Life members, I thought about the life 
cycle of family medicine and of family doctors.

On this day, Dr W.D. (Doug) Armstrong (a past 
Family Physician of the Year) was receiving his life 
membership certificate. He had just retired from 
his family practice. He was my family physician 
and one of my mentors. I first spent time with him 
as a medical student, learning about family medi-
cine in his office and at the Misericordia Hospital 
in Edmonton, Alta. Doug encouraged me to pro-
ceed with my career in family medicine.

On the day of the ceremony, as I received my 
Fellowship along with my classmates and colleagues, 
I pondered how we have taken over the role of our 
preceptors and mentors and how we are passing on 
the torch of family medicine as we teach and learn 
with medical students and family practice residents. 
This was just what our predecessors and mentors 
had wanted. They were the grandparents and we 
were the parents of the family medicine family.

On this same day, there were many new 
Certificants of our College. I had taught a number 
of them on their journey in family medicine, but 
for me, Dr Manickavasagam Sundaram’s (Mani’s) 
receiving his certification stood out. I had known 
him from his first days in medical school during his 


