
 

 
A literature search was performed and the identified papers underwent a rapid review. From this review, key points of information for optimal care for 

minimising Clostridium difficile associated disease (CDAD) have been summarised below. A formal scientific critique was not performed on the identified 

papers and therefore there may be limitations to this process.  Key points from the papers: 

Clostridium difficile is an anaerobic, spore-forming, Gram-positive bacterium [1]. The organism produces powerful toxins, which cause diarrhoea, 

inflammation and injury to the lining of the gut. The term CDAD covers a broad spectrum of disease ranging from mild diarrhoea to severe disease, including 

colitis, pseudomembranous colitis (PMC) and toxic megacolon. Severe cases can be fatal [1-4]. C. difficile is transmitted via the faecal-oral route via direct 

and indirect contact [5].  

• Separation of those with CDAD from others is crucial in minimising cross transmission and patients should be isolated in single rooms when 

possible or cohorted if no facilities are available. Patients should be isolated until symptom-free for 48 hours [6, 7]. 

• Treatment with antibiotics and invasive surgical procedures, which disturb the normal intestinal flora, can lead to overgrowth of C. difficile, resulting 

in an elevated risk of CDAD. Early detection of the disease followed by appropriate antibiotic treatment is essential to prevent onward transmission 

of C. difficile. Recurrent disease occurs in up to 50% of treated patients [8]. 

• To reduce transmission, HCWs should always wear PPE (disposable aprons and gloves) for all contact with patients with CDAD and their 

immediate environment, and PPE must be discarded after each patient care activity [6, 9]. 

• The spores survive for long periods of time within the environment and germinate into viable bacteria when ingested. The spores are resistant to 

most disinfectants and only chlorine-based disinfectants are effective against spores. The immediate patient environment should be cleaned 

followed by disinfection with chlorine-based solutions (1000 ppm available chlorine) at least every day and always when visibly soiled [6, 9-11]. 

• Hand washing with soap and water is crucial when providing clinical care for patients with CDAD to physically remove spores. Alcohol hand gel is 

ineffective against spores [9, 12]. 
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HEALTH CARE WORKERS (HCWs) 

EQUIPMENT ENVIRONMENT CDAD: The Challenge 

Methods (1) 

Preventing CDAD 
Cross-

Transmission in 
Healthcare 

settings  

Methods (2) 

HCWs must be committed to patient safety 
through effective infection control 
procedures, in particular the correct use of 
PPE. HCWs must not use wristwatches or 
false nails during clinical care. 

 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 There must be sufficient HCWs in the 
clinical area to enable effective infection 
control to be practiced. 

In use, and ready for next patient use, equipment must be 
visibly clean, and effectively decontaminated between each 
use as per policy. It must be fit-for-purpose and capable of 
being effectively cleaned / decontaminated.  

There must be sufficient patient equipment, e.g. commodes, 
to enable effective allocation and decontamination. 

HCWs must be aware of CDAD, how it 
presents, and the actions required to 
prevent cross-transmission and outbreaks.  

HCWs must have access to & follow 
policies on: Antibiotics, 
Decontamination, C. difficile, 
Contact & Standard Precautions, incl. 
hand hygiene. These policies must be 
practical and evidence based. 

For patients suspected of having CDAD, review any 
prescribed antibiotics; stop antibiotics that are 
inappropriate or no longer required.  Review and 
consider stopping both laxatives and antimotility 

For early detection of possible outbreaks and 
surrogate monitoring of infection control, ICTs 
should undertake surveillance and feedback results 
locally. 

Before entering the room of a patient who may have 
CDAD put on personal protective equipment (PPE), i.e. 
clean disposable gloves & disposable plastic apron. Discard 
PPE when leaving the room. PPE must be put on before 
entering the room/environment.  

Standard Precautions are to be followed for all patients. 
If a patient develops diarrhoea, which is thought to be 
infectious, obtain a stool specimen ASAP, and isolate the 
patient, in an en suite room, or with own commode. 

Use a CDAD care plan or similar to direct care. Use 
a stool chart and fluid balance chart. Report any 
abnormal findings. Monitor asymptomatic patients 
for possible relapse. 

When isolating patients explain to the patient what CDAD 
is, and seek the patient’s co-operation for infection 
control precautions. 

The environment should have sufficient en 
suite isolation cubicles, and commodes for 
individual allocation if patients have CDAD. 
There must be sufficient space on the 
ward to enable the safe practice of 
medicine and nursing. 

There must be available and accessible for HCWs sufficient 
sundries including: liquid soap, paper towels (not harsh), 
disposable single-use gloves, disposable plastic aprons, and 
pedal operated bins.  

Create a culture where HCWs strive for 
excellence in performance and patient 

safety. 

CDAD is a serious, potentially life-threatening 
infection caused by the toxin-producing 
organism, C. difficile (CD). The toxin causes 
cellular damage to the intestine, giving rise to:  
malaise, watery diarrhoea, low-grade fever and 
leukocytosis.  CD also causes the more serious 
pseudomembranous colitis, or toxic megacolon. 

The main predisposing factor for CDAD is 
antibiotics, which disturbs the gut flora allowing 
CD to overgrow. Cross transmission in hospitals 
occurs through the faecal-oral route, via direct 
and indirect contact. CD produces spores that 
are difficult to eradicate from the environment. 
It has been isolated from: commodes, bedpans, 
washbowls, toilets, floors, call buttons and 
hands. Alcohol is ineffective against CD. Optimal 
hand washing with a liquid soap and a clean 
environment are imperative for patient safety. 

To reduce contamination with spores, the 
cleaning regimen should include a chlorine-
based solution used at least daily including 
for all appropriate surfaces.  Terminal 
cleans must be extremely thorough.  
The environment must be kept clean and 
free from clutter. 



 3 

References: 

1. Anon, Severe Clostridium difficile-associated disease in populations previously at low risk--four states, 2005. MMWR Morb Mortal 
Wkly Rep, 2005. 54(47): p. 1201-5. 

2. Paltansing, S., et al., Characteristics and incidence of Clostridium difficile-associated disease in The Netherlands, 2005. Clin Microbiol 
Infect, 2007. 13(11): p. 1058-64. 

3. Laffan, A.M., et al., Burden of Clostridium difficile-associated diarrhea in a long-term care facility. J Am Geriatr Soc, 2006. 54(7): p. 
1068-73. 

4. Kyne, L., et al., Health care costs and mortality associated with nosocomial diarrhea due to Clostridium difficile. Clin Infect Dis, 2002. 
34(3): p. 346-53. 

5. Kelly, C.P. and J.T. LaMont, Clostridium difficile infection. Annu Rev Med, 1998. 49: p. 375-90. 
6. Siegel, J., et al., Guideline for Isolation Precautions: Preventing Transmission of Infectious Agents in Healthcare Settings 2007. 2007. 

June 2007. 
7. Health Protection Agency, Clostridium difficile: Findings and recommendations from a review of the epidemiology and a survey of 

Directors of Infection Prevention and Control in England. 2006: p. HPA, London. 
8. Aslam, S., R.J. Hamill, and D.M. Musher, Treatment of Clostridium difficile-associated disease: old therapies and new strategies. Lancet 

Infect Dis, 2005. 5(9): p. 549-57. 
9. Vonberg, R., Kuijper, EJ, Wilcox, MH, Tull, P, Gastmeier, P, et al., Infection Control Measures to limit the Spread of Clostridium 

difficile - Conclusions from the Literature. unpublished, 2007. 
10. Wilcox, M.H., et al., Comparison of the effect of detergent versus hypochlorite cleaning on environmental contamination and incidence 

of Clostridium difficile infection. J Hosp Infect, 2003. 54(2): p. 109-14. 
11. Mayfield, J.L., et al., Environmental control to reduce transmission of Clostridium difficile. Clin Infect Dis, 2000. 31(4): p. 995-1000. 
12. Boyce, J.M. and D. Pittet, Guideline for Hand Hygiene in Health-Care Settings. Recommendations of the Healthcare Infection Control 

Practices Advisory Committee and the HICPAC/SHEA/APIC/IDSA Hand Hygiene Task Force. Society for Healthcare Epidemiology of 
America/Association for Professionals in Infection Control/Infectious Diseases Society of America. MMWR Recomm Rep, 2002. 51(RR-
16): p. 1-45, quiz CE1-4. 

 . 


