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TRUST POLICY FOR CLOSTRIDIUM DIFFICILE 
 
1 Introduction 

 
Clostridium difficile (C.diff) is an anaerobic Gram positive spore forming bacteria 
present in the bowel of approximately 3% of healthy adults. It rarely causes 
problems as it is kept under control by the normal commensal bacteria in the bowel. 
However, when certain antibiotics are given, or other treatments such as bowel 
surgery, Proton Pump Inhibitors or chemotherapy are used, the balance of bacteria 
in the bowel can be disturbed, allowing C.diff to multiply rapidly and produce toxins. 
These toxins are chemicals which can damage the lining of the bowel, resulting in 
diarrhoea. This is called C.diff infection (CDI). If not treated this can lead to 
perforation of the bowel which may result in surgery (total or sub-total colectomy), 
or even death. 

 
Unlike some other causes of diarrhoea, it is rare for C.difficile to spread to other 
parts of the body such as the blood stream. Over 80% of cases are reported in the 
over 65 age group.  

 
Almost all patients who develop C.difficile infection have a history of antibiotic 
therapy. However, it is possible for cross infection to occur as a result of contact 
with a contaminated environment and equipment. This is because symptomatic 
patients excrete large numbers of spores in their faeces. These spores can survive 
for long periods on surfaces if the environment and equipment are not effectively 
cleaned. 

 
All cases of Trust acquired CDI will have a full root cause analysis. In addition any 
CDI identified within 72 hours of admissions or GP cases that have had an in-
patient episode in the 12 weeks prior to the positive result will have a root cause 
analysis.  
 
Strict adherence to the policy is required to avoid the acquisition of C.difficile and 
prevent cross infection within the organisation. This policy applies to all clinical 
areas of the Trust where patients with C.difficile, or suspected of having C.difficile, 
infection may be cared for. 

 
2 Purpose and Outcomes 

 
The purpose of this policy is to provide instruction on the management of patients 
with, or suspected of having Clostridium difficile infection, in order to prevent cross 
infection within the organisation and ensure patients identified with C.diff are 
identified promptly and treated appropriately. 
 

3 Definitions Used 
 

Bristol Stool Chart A medical aid designed to classify the faeces form into 
seven groups (See Appendix One) 

Diarrhoea Stools classified as type 5, 6 or 7 as per the Bristol 
stool chart that takes the shape of the container.  

Recurrence When the patient becomes symptomatic again within 
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28 days of the diarrhoea having been resolved. 

Resolved When the patient has normal (for that patient) / formed 
stools for 72 hours 

Spore A dormant non reproductive body formed by certain 
bacteria in response to adverse environmental 
conditions 

Toxin A chemical compound produced by some pathogenic 
bacteria that is highly poisonous to other living 
organisms 

Period of Increased 
Incidence (PII) 

Two or more new cases occurring more than 48 hours 
post admission, (not reoccurrences), in a 28 day period 
on a ward. 

Outbreak  2 or more cases, related in time and place, over a 28 
day period that is based on the date of onset of the first 
case. 

Clostridium 
difficile Review 
Group 

Multidisciplinary team who monitors the on going care 
of all in-patients with CDI and reviews and reports on 
the root causes of the CDI. 

Silent CDI Ileus, toxic megacolon or pseudomembranous colitis 
without diarrhoea 

Commensal 
bacteria 

Bacteria that reside in the large bowel normally 

GDH Glutamatedehydrogenase. This is an enzyme 
produced by all C.difficile organisms 

 

EIA 
Enzyme immuno assay. Laboratory test used to detect 
the GDH produced by the C.diff 

 
4 Managing the Policy for Clostridium Difficile 
 
4.1 Clinical Features 

 Diarrhoea is the most common symptom but abdominal pain, distension and 
fever may also occur. Vomiting is not usually a feature.  

 The stools are usually watery and may contain blood and mucus.  
 Occasionally patients can develop a severe form of the disease, called ‘pseudo-

membranous colitis’ or ‘antibiotic associated colitis’, which is characterised by 
significant damage to the large bowel.  

 Pseudo-membranous colitis can cause a grossly dilated bowel and result in 
rupture or perforation.  

CDI varies in severity: 

Mild CDI -  
 Not associated with raised WCC 
 Typically associated with <3 stools of type 5-7 on the Bristol Stool Chart per day 
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Moderate CDI -  
 Associated with raised WCC that is <15 x 109/L 
 Associated with 3-5 stools of type 5-7 per day 

Severe CDI –  

 Associated with a WCC >15 x 109/L or  

 An acute rising serum creatinine  (i.e. ˃50% increase above baseline), or 

 Temperature of ˃38.5°c, or 

 Evidence of severe colitis (abdominal or radiological signs) 

 Serum albumin <25g/dL 

 CRP >45 

 Serum lactate > 2.2 and rising 

 Number of stools may be a less reliable indicator of severity 

Life Threatening CDI –  

 Symptoms associated with severe disease plus any of the following 

 Hypotension 

 Serum lactate > 5 and risingPartial or complete ileus, or 

 Toxic megacolon, or 

 CT evidence of severe disease 
 

Ileus, toxic megacolon or pseudomembranous colitis may occur in the absence of 
diarrhoea (silent CDI) and should be suspected if the patient has abdominal distension, 
raised inflammatory markers or if the patient presents as toxic.  
 
Opioid analgesics may increase the risk of CDI and mask the typical symptoms associated 
with it 
 
4.2 Transmission 

 C.difficile forms spores, which enable it to survive in the environment and protect 
the organism against heat and chemical disinfectants and drying.  

 C. difficile may be transmitted from patient to patient, via contaminated hands of 
healthcare workers, or equipment e.g. commodes.  

 Patients may touch contaminated surfaces and if hands are not washed prior to 
eating may ingest the spores.  These spores grow into vegetative bacteria in the 
bowels. 

 
4.3 Diagnosis 

4.3.1 Testing Methods 

The 2 stage testing regime for Clostridium difficile includes:  

Stage 1 – GDH antigen EIA - This is a test for the detection of the presence of 
C.difficile bacteria 

Stage 2 – Toxin EIA - a test for detecting toxin A&B produced by C difficile infection.  

 

 

4.3.2 Interpretation of Test Results 
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 If GDH EIA and Toxin EIA positive, diarrhoea is highly likely to be attributed to C 
difficile. Treatment must be started in accordance with the C.difficile treatment 
guidelines. 

 If GDH EIA positive and Toxin EIA negative, this result shows that although the C 
difficile bacterium is present it is not producing toxin.  Therefore C difficile infection 
is unlikely to be present.  There is still the potential to develop CDI, therefore 
caution with antibiotic prescribing is required 

 If GDH EIA negative and Toxin EIA negative, then C.difficile or CDI is unlikely and 
an alternative diagnosis should be sought. If there is still a high clinical suspicion of 
C.difficile infection, please discuss this with a Consultant Microbiologist.  

4.3.3 Sample Collection 

If a patient has diarrhoea (Bristol stool chart types 5-7) it is necessary to determine if 
this is due to CDI. Stools from such symptomatic patients should be collected as early 
as possible to ensure patients are treated at the earliest opportunity.  

Samples should be sent on all patients with diarrhoea, even if there is another possible 
underlying cause. The exception to this is patients whose laxatives are believed to be 
the cause of the diarrhoea. In this case, the laxatives should be stopped for 48 hours 
and a sample sent if diarrhoea continues after this time. A stool sample should always 
be collected if CDI is suspected. 

Diarrhoeal specimens should be sent on all hospital patients above 2 years of age. 

The stool sample should take the shape of the container and ideally be at least ¼ filled. 
If in doubt seek advice from the Infection Prevention and Control Team / Microbiology 
Department 

In suspected cases of silent CDI, such as ileus, toxic megacolon or 
pseudomembraneous colitis without diarrhoea, other diagnostic procedures, such as 
abdominal CT or flexible sigmoidoscopy may be required, potentially with referral to 
Gastroenterology or Gastrointestinal surgeon. 

Do not send repeat samples unless specifically requested to do so by the infection 
prevention and control team, Consultant Microbiologist or antimicrobial pharmacist. 
Contact the infection prevention and control team / consultant microbiologist If CDI is 
strongly suspected and repeat testing is required.  

No test, or combination of test is infallible and the clinical condition of the 
patient should always be taken into consideration when making management 
and treatment choices. 

4.4 Recurrence / Relapse 
Recurrence occurs in approximately 20% of cases after the first episode. After the first 
recurrence the risk of another infection increases to approximately 50% 

 
An accurate stool chart must be kept for all C.diff toxin positive patients until the patient 
is discharged, even if their C.diff infection has resolved. 

 
The treatment guidelines for recurrent C.diff infection must be followed  
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4.5 Prevention of Transmission 
Patient Management 

Following assessment of the patient presenting with diarrhoea the SIGHT 
mnemonic should be adhered to 

Suspect a case may be infective  

Isolate the patient within 2 hours 

Gloves and aprons must be used for all contacts with the patient and their 
environment 

Hand washing with soap and water should be carried out after each contact with the 
patient and their environment 

Test the stool for C.diff by sending a sample immediately 

 All patients presenting with diarrhoea must be referred to the IPCT and placed in 
isolation, under enteric precautions  

 Patients with diarrhoea should not be transferred to another ward unless 
necessary for clinical care. .   

 All patients with diarrhoea must be brought to the attention of the ward medical 
team and any antibiotic therapy and proton pump inhibitors reviewed. 

 All patients with diarrhoea must commence a stool chart and record all episodes 
using the Bristol Stool chart. This must continue until the patient is discharged. 

 If a patient with diarrhoea or C.difficile cannot be isolated for medical reasons 
ensure strict bedside precautions are maintained and inform Infection 
Prevention and Control  

 If a patient with diarrhoea cannot be isolated due to availability of side rooms the 
bed manager and / or Matron must be informed. Out of hours contact the 
Operations team.  

 Separate toilet / commode facilities are required until symptom free for 72 hours.  
 If there is cohort isolation nursing in a bay the commode(s) / toilets used in the 

bay must not be used by other patients outside the bay.  
 Equipment and beverage trolleys must not be taken in and out of isolation side 

rooms or cohort isolation areas. 
 Patient own medicines should not be stored in the isolation room unless the 

patient is self medicating. (If unneeded medication has been stored in a CDI 
isolation room it must not be placed in the ward pharmacy box, but handed 
directly to the ward pharmacist). 

 Ensure that other departments e.g. X-ray, Theatres, Outpatient clinics etc are 
informed of C.diff / GDH diagnosis 

 Ward tables and locker tops must be kept clear to facilitate effective cleaning. 
Any foodstuffs, including fruit, must be in a sealed container and kept within the 
locker.  

 All patients must be provided with individual supplies of wipes, creams, foams, 
soaps and pads if required. 

 There is no requirement for the use of disposable plates or cutlery. All plates, 
jugs, glasses etc must be returned to the satellite kitchens dishwashing. No 
items may be washed at ward level. 

 Wherever possible, patients should be offered / assisted to shower daily. 
 Bed linen should be changed daily 
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Hand Washing / Protective Clothing 
 It is important that all patients are assisted to wash their hands with soap and 

water after using the toilet and before eating to prevent re-infection or cross 
infection. 

 Ensure thorough hand washing with soap and water is undertaken after contact 
with the patient or their environment. N.B. alcohol hand sanitiser is not 
effective against Clostridium difficile. 

 Disposable gloves and aprons must be worn by staff when caring for infected 
patients, when giving direct care and with contact with the environment.  Hands 
must be washed with soap and water after gloves are removed.  

 Visitors are not required to wear gloves and aprons but should wash their hands 
with soap and water prior to, and after visiting. 

 
Environmental Cleaning  
 A chlorine releasing agent must be used daily, and for terminal cleans of 

isolation rooms / cohort areas where a patient with C.difficile infection, GDH or 
diarrhoea is cared for. Enhanced disinfection should then be carried out using 
hydrogen peroxide as part of the terminal clean process for C.diff or GDH cases. 

 Microfibre is not to be used in isolation rooms. 
 Care should be taken to include all surfaces, particular attention should be paid 

to toilet areas and surfaces patients touch e.g. zimmer frame handles, 
underneath bed tables, locker tops. 

 Commodes should be cleaned after each use, using a sporicidal agent, e.g 
Actichlor Plus.  

 All equipment used in isolation rooms / cohort bays must also be cleaned with a 
sporicidal agent, e.g. Actichlor Plus when removed from the room, e.g. drip 
stands, BP machines – cuffs should be single patient use 

 All cleaning cloths and mops should be disposable. 
 If a patient is moved into a sideroom for isolation purposes their original bed 

space must undergo a terminal clean, using Actichlor plus and curtains changed 
prior to another patient being admitted. This terminal clean will also include the 
ensuite facilities within the bay. 

 Curtains will be changed and a terminal clean undertaken when the patient is 
classed as resolved or when discharged. 

 Cleaning regimes may be increased at the discretion of the IPCT. 

4.6 Treatment 

 If possible discontinue current antibiotics.  If not possible discuss alternatives 
with Consultant Microbiologist. 

 Severity of CDI must be reviewed and documented daily. 

 Replace fluid & electrolyte losses. Encourage eating and drinking.  

 Use the MUST tool to assess nutritional risk and refer to dietician if necessary 

 Anti-motility drugs e.g. loperamide or codeine phosphate should be avoided. 
Exceptions include stoma patients who require these drugs to maintain a normal 
stoma output. If the patient is requiring regular codeine or other opioids for 
analgesia refer to the Acute Pain Team for advice. 

 Avoid prokinetic agents e.g. metoclopramide, domperidone as may worsen 
diarrhoea. 

 PPIs and H2 antagonists should be reviewed and stopped or dose reduced if 
possible. 

 Non steroidal anti-inflammatory drugs should be stopped in acute CDI 
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 Use of diuretics and ACE inhibitors should be assessed during acute CDI and 
withheld if appropriate to do so. 

 Oral route is always preferred for treating C.diff infection as it maximises the 
local antibiotic effect. If patients are NBM consider passing a nasogastric tube, if 
this is not possible discuss with Consultant Microbiologist. 

 Avoid prescribing cephalosporins, quinolones, co-amoxiclav or clindamycin to 
patients who have had a previous episode of CDI. Discuss alternatives with 
Consultant Microbiologist 

The following should be checked in patients both to determine severity of 
disease and to monitor response to treatment  

  Indicator of severe 
disease 

No. and type of stools  Maintain Bristol Stool 
Chart 

Number of stools may 
not be a reliable 
indicator of severity  

FBC for Hb and  WBC Initially and then as 
necessary 

Hb < 10g/dL WBC > 15 

Serum albumin  Initially then twice 
weekly 

<25g/dL 

U+Es  Initially then as 
necessary 

Rising Cr >50% above 
baseline 

Serum lactate Consider if severe 
case 

> 2.2 and rising. 
>5mmol/l is associated 
with very poor prognosis 

CRP  Twice weekly if 
severe 

>45 

Heart rate / Blood pressure 4 hourly obs Bp <100/60  HR >100 
bpm 

Temperature 4 hourly obs >38.5 
 

Signs/symptoms of 
abdominal distension  

Daily (do abdo xray if 
present) 

Yes  

Urine output Daily fluid balance 
chart 

<30mL/hour 

 

Please refer to the Clostridium difficile treatment guidelines for the most up to date 
recommendations for the treatment of Clostridium difficile 

http://flo/depts/clinical/pathology/microbiology/antibiotic-guidelines/treatment-cdad/  

4.7  Discharge/Transfer Arrangements 

 A patient may be discharged home even if symptomatic provided he / she is well 
enough. 

 Patients must not be transferred to other wards within the acute Trust without 
the specific agreement of the IPCT. 

 Patients must not be transferred to other healthcare providers unless necessary 
for clinical care 

 Patients may transfer to peripheral hospitals / nursing home once resolved for 
72hours. A single room is not necessary. Symptomatic patients may be 
transferred, at the discretion of the community IPCT, if well enough providing 
they are nursed in a single room and have their own toilet / commode facilities. 
Receiving areas must be informed of the previous C.difficile diagnosis and 
provided with a Clostridium difficile discharge information sheet. This is to 

http://flo/depts/clinical/pathology/microbiology/antibiotic-guidelines/treatment-cdad/
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ensure that the correct management of the patient is maintained should the 
patient have a reoccurrence of the infection.   

 The patients GP must be informed of any discharge using the e-discharge 
summary 

 The ward team must ensure other healthcare providers are informed of CDI / 
GDH infection on referral 

 The IPCT will inform the receiving healthcare provider of the C.diff / GDH 
diagnosis on transfer. 

4.8      Management of a Period of Increased Incidence (PII) 

The DIPaC, Medical Director, Division Nursing Director, Divisional Medical Director, 
Division Matron and Patients Consultant and Ward Sister must be informed when a 
PII has been identified. During a PII the Ward Sister will undertake weekly hand 
hygiene and infection control audits, and a doctor should carry out a weekly 
antibiotic audit. These will be reported to the Clostridium difficile Review Group on a 
weekly basis. These results will be monitored weekly by the C.diff review group and 
discussed at the HCAI review meeting. Environmental cleaning should be 
undertaken with a chlorine releasing agent until there are no symptomatic patients 
on the ward. PCR ribotyping should be undertaken on all samples from patients on 
the ward 
 

 
5 Monitoring Compliance and Effectiveness 
 

Monitoring Requirement 
: 

 The IPCT will monitor compliance with the management of all 
patients with diagnosed or suspected C.difficile infection on a 
twice weekly basis.  

 Any non compliance issues will be reported to the division 
Matron / Quality Lead or the site manager as appropriate.  

Monitoring Method:  Compliance with antibiotic prescribing will be monitored by 
regular audits 

 All C.difficile SI cases will have a full root cause analysis 
undertaken, findings of which will be reported to the Trust 
Infection Control Committee and the Commissioning CCG. 

 All hospital acquired CDI will have a C.difficile Root Cause 
Analysis undertaken, these will be reviewed by C.diff RCA review 
meeting 

 

Report Prepared by: Clostridium difficile Review Group 

Monitoring Report 
presented to: 

Infection Control Operational Group / Infection Control Committee  

Frequency of Report Monthly  
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Appendix One 
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Appendix Two 

Flowchart For The Management Of Patients With Diarrhoea 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Diarrhoea reported 

Isolate patient within 2 hours of diarrhoea being 
reported, under enteric precautions 

Collect stool sample as 
soon as practicable 

If patient on laxative – 
stop for 48 hours. Collect 

stool sample after 48 
hours if diarrhoea 

persists. If suspicious of 
infection send sample 

straight away 

GDH antigen 
negative – toxin 

negative 

GDH antigen 
positive – toxin 

negative 

GDH antigen 
positive – toxin 

positive 

C.diff infection is very unlikely 
and an alternative diagnosis 
should be sought – consider 
Gastro review if diarrhoea 

continues  

Discontinue 
isolation if no other 

infectious cause 
suspected e.g. 

Norovirus 

Revert back to 
standard 

precautions 

C.diff bacterium is 
present but not 
producing toxin.  
Therefore C.diff 
infection is unlikely 
to be present.   

 

Diarrhoea is highly 
likely to be 

attributed to C.diff 

Start C.diff treatment – give 
first dose as a STAT DOSE  

Patient to remain isolated under enteric 
precautions until 72 hours type 0-4 stool. 

Infection Prevention and control will discontinue 
isolation 

Room to undergo a terminal 
clean, using a chlorine releasing 

agent and hydrogen peroxide 
decontamination  

Terminal clean and 
hydrogen peroxide 

decontamination not 
required  

Start C.diff treatment if high 
suspicion of C.diff infection   
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Appendix Three 

 

Referral to the Gastroenterology Service 

 

Referral to the Gastroenterology service is required if: 

 

 There is a high suspicion of C.diff infection and the patient has had toxin negative 
samples, in line with the policy and the patient has had diarrhoea for more than 5 
days.  

OR 

 C.diff toxin positive patient not responding to the standard 14 day course of 
treatment 

OR 

 C.diff toxin positive patient with signs and symptoms of severe or life threatening 
disease) 

OR 

 Patients who have had 3 or more episodes of C.diff infection 

OR 

 None resolving GDH antigen positive, toxin negative patient  

 
 

 

 

 

 

 

 

 

 
 
 

 

 


