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Patient Care Guidelines


	The patient care guidelines contained in this document are not intended to be an inflexible, mandatory plan of treatment and are not substitutes for independent clinical judgment with respect to the care and treatment of any individual. It is understood by the hospital that all care is individualized based upon the patient’s current condition, assessment, and the clinical judgment of the health care provider responsible for the patient care.
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Scope

Infection Control Team (ICT)

Guideline

Clostridium difficile Infection (CDI) is a potentially serious infection of the lower gastrointestinal tract.  The organism forms spores that can live in the environment for long periods of time and are easily spread by healthcare workers’ hands.  The spores also have the ability to survive common cleaning products/practices. It is necessary to have a comprehensive program in place to prevent these infections.

Purpose

· To prevent the development of CDI within the healthcare setting

· To prevent CDI outbreaks and cross-transmission within the healthcare setting


· To lower hyperendemic rates of CDI (Appendix A)

Outline

A.  Surveillance

B.  Reporting

C.  Clostridium difficile Infection Prevention Bundle (CDI-PB)

· Notification

· Education

· Hand Hygiene

· Timely identification

· Timely implementation of contact precautions

· Environmental cleaning

· Antibiotic stewardship

· Clostridium difficile Infection Management Team

· Severity surveillance

· Molecular typing

	Title: Prevention of Clostridium difficile Infection

	Department: Infection Control

	Area: Hospital-wide
	Effective Date: 

	Pages: 2 of 11
	Date Last Revised/Reviewed: 4/04/2009

	Approved by: 
	Reference Number: 

	Original Date Approved: 
	Inactive Date:


D.  Appendices

· Appendix A: General Definitions, CDI Inpatient severity surveillance assessment form.

· Appendix B: Isolate Submission Criteria, Submission Procedure, Guidance on Storage of 


Fecal Specimens

· Appendix C: Surveillance Definitions and Timeline, Sodium Hypochlorite Use
· Appendix D: Recommendations for Surveillance of Clostridium difficile infection
Procedures

A.  Surveillance (Appendix C)

The ICT will conduct the following surveillance activities utilizing the Carefusion/MedMined™ NIM as a surrogate marker for CDI:

· Identifying Healthcare Onset—Healthcare Facility Associated (HO-HCFA) CDI cases

· Identifying Community Onset—Healthcare Facility Associated (CO-HCFA) CDI cases

· Monitoring inpatients with active CDI to ensure contact precautions are implemented

· Determining the need for additional surveillance of Community Associated (CA) CDI, the incidence of severe cases of CDI, and the identification of highly virulent or epidemic strains of Clostridium difficile
B.  Reporting

Surveillance reports are generated every 2 months and are reported to the Infection Control Committee (ICC).  The ICT will discuss any trends or concerns.

· HO-HCFA CDI incidence is reported as per 10,000 patient-days, per admissions, or as a percentage.

· CO-HCFA CDI incidence, if included, is reported in conjunction with HO-HCFA CDI cases per 10,000 patient-days, per admissions, or as a percentage. 

· Contact precautions implementation compliance is reported as a percentage.

· If monitored, CA-CDI could be number of CDI cases/100,000 person-years or per admissions.

· If monitored, rates of severe CDI could be reported with the cases that occurred along with the absolute number of severe cases.

· Other reporting as determined by the ICT and the Infection Control Medical Director
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C.  Clostridium difficile Infection Prevention Bundle (CDI-PB)

If there is a persistent hyperendemic rate of CDI, a suspicion of ongoing cross-transmission, or a suspected or known CDI outbreak (Appendix A), implementation of a Clostridium difficile Infection Prevention Bundle (CDI-PB) will be considered.  The ICT, the Infection Control Medical Director, and Senior Leadership make the implementation decision through discussion.

CDI-PB Elements

· Notification

All appropriate hospital personnel and physicians will be notified of the event (persistent hyperendemic rate, ongoing transmission, or outbreak) and of their roles in the interventions.

· Education

· Education of all appropriate hospital personnel and physicians will be performed as any needs are identified or as deemed necessary by the ICT or the Medical Staff Office.

· Education of outside facilities such as long-term care facilities and doctors’ offices will be considered as any needs are identified or as deemed necessary by the ICT.

· Educational fact sheets on CDI are available on Pulse for patients, families, staff, and physicians.

· Hand Hygiene

Hand hygiene is considered the single most effective way to prevent the spread of infection.  Hands are cleaned with soap and water when caring for or entering/exiting the environment of an individual with CDI.  See “Hand Hygiene Guidelines” in the Infection Control Manual.

· Timely Identification of CDI

· Physicians are asked to consider CDI in any patient presenting with diarrhea of unknown cause.

· Patients without signs or symptoms of CDI should not be tested for C. difficile toxin unless an ileus caused by CDI is suspected.  (Only liquid stools are tested).

· Consider implementing a protocol for RN-initiated CDI confirmatory testing.

· Medical records of individuals infected with C. difficile are flagged for timely identification upon re-admission. Isolation implementation will be on a case-by-case basis.
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· Timely Implementation of Contact Precautions

· Contact precautions will be implemented for suspected or confirmed CDI.

· Microbiology automatically notifies the nursing unit of a positive result.  .
· Environmental Cleaning
· Daily cleaning of high touch surfaces in the rooms of inpatients with CDI includes (1) removing visible soil from high touch surfaces using an approved detergent cleaner and (2) wiping high touch surfaces with a sodium hypochlorite wipe.
· Cleaning of rooms of transferred or discharged patients with CDI includes removing visible soil from surfaces using an approved detergent cleaner and following with a sodium hypochlorite spray solution or wipes.
· Antimicrobial Stewardship/Restriction
· Antimicrobial Stewardship programs have been shown to be effective in decreasing CDI in the healthcare setting.

· The decision to create/implement an enhanced Antimicrobial Stewardship program may be considered through discussion by Pharmacy, the ICT, the Medical Director of Infection Control, the Medical Staff Office, and Senior Leadership.

· CDI Management Team
· Consider the creation/implementation of an interdisciplinary team of professionals to assist staff and physicians treat patients with CDI appropriately and to execute the elements of the CDI Prevention Bundle effectively.

· Members may include the Infection Control Medical Director (chair), the ICT, Pharmacy, Laboratory, Nursing, Environmental Services, Medical Staff, Senior Leadership, and other appropriate individuals and departments.

· Input from Infectious Disease physicians would be requested.

· The use of a severity scale may be considered for treatment options.

· Severity Surveillance or Monitoring
· Severity surveillance or monitoring provides information on trends related to the severity of the types of CDI being seen at Huntsville Hospital.
· Findings of severity surveillance trends may impact initial implementation of treatment.
· Severe disease is defined in Appendix A.
· Severe disease assessment form is in Appendix A.
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· Molecular Typing
· Molecular typing is used to detect epidemic strains of C. difficile.
· In house PCR testing may be performed as appropriate.
· The ICT will consider sending suspected highly virulent or epidemic strain fecal specimens to an outside lab for molecular typing on a case-by-case basis.
· Criteria for submission of C. difficile isolates are in Appendix B.
· Fecal specimen storage requirements are in Appendix B.
· Approaches That Should Not be Considered a Routine Part of CDI Prevention

· Patients without signs or symptoms of CDI should not be tested for C. difficile. (Only liquid stools tested)  The gastrointestinal tract can be asymptomatically colonized with Clostridium difficile. 
· Testing for C. difficile should not be repeated at the end of successful therapy for a patient recently treated for CDI. Shedding of the organism in the stool and asymptomatic colonization may be present. 
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General Definitions

Reporting: The general guidance is that CDI rates below five per 1,000 discharges are good.  Five to ten per 1,000 discharge rate is of concern.   Rates exceeding ten per 1,000 discharges are not acceptable (Dale Gerding 2008).

Rates of CDI among persons living in the community without recent healthcare contact are 8-25 case patients per 100,000 person-years (Dale Gerding 2008).

Hyperendemic rates:  A persistently high rate compared to like facilities or your own historic rates (Dale Gerding 2008)

Cross transmission:  When there is suspicion of CDI occurring within the hospital setting as determined by surveillance monitoring

Outbreak:  An outbreak is defined as CDI rates greater than expected (Dale Gerding 2008).

CDI Severity Scale:

1. Cohen SH, Gerding D, Johnson S, et al. Clostridium difficile infection: clinical practice guidelines by SHEA and IDSA. 45th Annual Meeting of the IDSA, October 4-7, 2007, San Diego, CA.

2. Adapted from Infection Control and Hosp epidemiol 2007, vol 28, no. 2.

* Huntsville Hospital criteria.
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Clostridium difficile infection (CDI)

Inpatient severity surveillance

Instructions for CDI severity surveillance

Inpatient surveillance only.
Surveillance audits are to be done > 30 days post positive lab test. 

· Use the Nosocomial Infection Marker (NIM) and 

· The Community Infection Marker (CIM) to identify patients.

Exemptions:  Children < 1 year of age.

Reporting period:  ___________________ to __________________________.

Document date range of the period to be reported.

MR# __________________. DOB:  __________.   Age:  ___________________.

  Place Medical Rec.  #.              Place DOB.               Place their age.

Date of positive C diff lab result:  ______________.  

· Place date of the positive C diff lab result.              

Is this result (circle) HO-HCFA or CO-HCFA or CA?

· Use NIM data for HO or CO HCFA.  Use CIM for CA.

Is result from recurrent disease?  Yes   or   No.  (Circle)

·  Recurrent is a positive result 2-8 wks following previous positive that symptoms had resolved.2
· Recurrent episode is automatically at least moderate disease.*

CDI Severity Scale:  (Circle)

· Circle the number below that best identifies the severity of the CDI.

	Title: Prevention of Clostridium difficile Infection—Appendix B: Potentially epidemic or highly virulent strains

	Department: Infection Control

	Area: Hospital-wide
	Effective Date: 

	Pages:9 of 11
	Date Last Revised/Reviewed: 4/04/2009

	Approved by: 
	Reference Number: 

	Original Date Approved: 
	Inactive Date:


Potential epidemic or highly virulent strains

Criteria for submission of C. difficile isolates to Microbiology Reference Laboratory (MRL) or State Health Department include

· Severe disease (Appendix A)
· Suspected infections and/or outbreaks of an epidemic or highly virulent strain
· As requested by the ICT
Clostridium difficile. Microbiology Reference Laboratory (MRL) at the Hines VA Hospital, Hines, IL (Dale N. Gerding, MD; David Hecht, MD; Stuart Johnson, MD)



PROCEDURE TO SUBMIT ISOLATES TO THE MRL (Dr Gerding’s lab):

The MRL will accept specimens from institutions, type the organisms to their specific REA group, and perform susceptibility testing of C. difficile using agar dilution.  Contact the MRL to discuss submitting isolates and to obtain shipping instructions by phone at (708) 202-5749 or via e-mail at nuidres@yahoo.com.  Institutions can submit stool specimens or isolates of C. difficile grown in culture in their laboratory from patients with a high clinical suspicion of C. difficile or a (+) C. difficile toxin assay result.  Stool specimens should be placed into small sterile containers such as screw top tubes that will conserve freezer space and withstand shipping, and be refrigerated or frozen prior to shipment on dry ice.  Isolates should be inoculated into anaerobic chopped meat media and sent at ambient temperature. The MRL will accept a maximum of 20 samples per institution.  The MRL is prohibited from accepting specimens with patient identifiable data.  Specimens should be coded or numbered, and contain no patient identifiable information.  

REPORTING OF DATA:

Participating hospitals will be provided with the results obtained from their isolates to enable them to implement appropriate control measures to limit spread of the epidemic strain of C. difficile.  Reporting results to or sharing isolates with the Centers for Disease Control and Prevention (CDC) will only be done with the written permission of the participating institution. 
Guidance on storage of toxin positive fecal specimens 

If laboratories want to preserve the opportunity of investigating a problem with C. difficile retrospectively, it is recommended that toxin-positive fecal specimens are stored routinely at – 20 °C for a period of three months. Fecal specimens can be stored in their original containers, or aliquots can be saved in small test tubes. No additional broth is needed. C. difficile survives in frozen specimens and can be cultured upon thawing.  
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Surveillance definitions

1.  A patient classified as having Healthcare Onset—Healthcare Facility Associated (HO-HCFA) CDI is defined as a patient with CDI symptom onset more than 48 hours after admission to an HCF.  

2. A patient classified as having Community Onset—Healthcare Facility Associated (CO-HCFA) CDI is defined as a patient with CDI symptom onset in the community or upon admission to an HCF within the first 48 hours, and symptom onset was less than 4 weeks after the last discharge from an HCF.  

3. A patient classified as having Community-Associated (CA) CDI is defined as a patient with CDI symptom onset in the community or 48 hours or less after admission to an HCF, provided that symptom onset was more than 12 weeks after the last discharge from an HCF.

4. A patient classified as having indeterminate disease is defined as a CDI case patient who does not fit any of the above criteria for an exposure setting—for example, a patient who has CDI symptom onset in the community but who was discharged from the same or another HCF 4-12 weeks before symptom onset.

5. A patient classified as having unknown disease is a CDI case patient for whom the exposure setting cannot be determined because of lack of available data—for example, a patient who has CDI symptom onset in the community or 48 hours or less after HCF admission and for whom available medical records are not sufficient to exclude discharge from an HCF 12 weeks or less before symptom onset.

Sodium hypochlorite use for cleaning of Clostridium difficile positive patient rooms

After cleaning visible soil with an approved detergent cleaner, follow with a sodium hypochlorite (5000 ppm) 5.25-6.15% solution (dilution 10:1 concentration.)  


Applying the 10:1 sodium hypochlorite solution can be accomplished using the following procedures: 

1. Wipe high touch surfaces daily with an appropriate wipe.


2. Upon transfer or discharge, spray or wipe the 10:1 solution directly onto the surface.  Wipe clean following manufacturer’s guidelines. 
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** CO-HCFA:  Community Onset- Healthcare Facility Associated CDI has onset on admission or within the 48-hour window, and symptom onset was < 4 weeks since last discharge from a HCF.


        


** CA:  Community Associated CDI has onset on admission or within the 48 hour window and symptom onset was > than 12 weeks since last discharge from a HCF.





HO-HCFA:   Healthcare Onset- Healthcare Facility Associated.


CO-HCFA:  Community Onset -Healthcare Facility Associated.


Indeterminate disease:  CDI onset is within a 4-12 weeks time period since last discharge from a HCF.


HCF:  Healthcare facility.  Defined as any acute care, long-term care, long-term acute care, or other facility in which skilled nursing care is provided and patients are admitted at least overnight.


*48 hrs = Two complete 24 hour days





Adapted from CDI Surveillance Working Group. Infection Control Hospital Epidemiology 2007; 28:  140-145.
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Appendix D: Recommendations for Surveillance of Clostridium difficile Infection (CDI)
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