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SPECIAL DIGITAL PULSE ISSUE: CLOSTRIDIUM DIFFICILE

Clostridium
difficile

Trends and Strategies
for Prevention

Trusted by more hospitals
than any other bleach wipe
to kill C. difficile spores.
FOR GOOD REASON.
PROVEN. Reduces the transmission of C. difficile, supported
by clinical studies.
RECOMMENDED. Meets CDC, SHEA and APIC recommendations
for killing C. difficile spores.
RESULTS. When used as part of a bundled disinfecting program
for one year, a leading U.S. hospital reported saving up
to $203,000 in costs associated with treating
C. difficile infections.

Now Kills
C. difficile Spores
In 3 Minutes*

Visit www.cloroxhealthcare.com to learn more
and get a free C. difficile prevention tool kit.
NI-18965
*3-minute C. difficile spore claim has been registered by the Federal EPA and may not be available in all 50 states. Please check with your sales representative for updates
in your state. Use as directed on hard, nonporous surfaces.
Sources: Mayfield JL, Leet T, Miller J, Mundy LM. Environmental Control to Reduce Transmission of Clostridium difficile. Clinical Infectious Diseases. 2000; 31:995-1000.
Eckstein BC, Adams DA, Eckstein EC et al. Reduction of Clostridium difficile and vancomycin-resistant Enterococcus contamination of environmental surfaces after an
intervention to improve cleaning methods. BMC Infectious Diseases. 2007; 7:61.

NEW APIC POLL REVEALS

Ongoing Improvement
Needed in Efforts
to Prevent and Control
CLOSTRIDIUM DIFFICILE
By Kelly M. Pyrek

C

lostridium difficile is quickly surpassing methicillin-resistant Staphylococcus
aureus (MRSA) as the most problematic pathogen in healthcare institutions.
Compounding C. difficile issues in hospitals is the fact that new variants
and strains of CDI have increased in virulence, and decreased in their response
to metronidazole therapy. This is not only happening in hospital settings, but in
the community where cases are showing up in nonelderly populations. Even
more significant, a number of these cases occur in patients with no recent
hospitalization or antibiotic use, according to a study based on the Rochester
Epidemiological Project. (For a special report, “Clostridium difficile Prevention and
Control Strategies,” visit: http://www.infectioncontroltoday.com/
reports/2013/03/clostridium-difficile.aspx)
Jennie Mayfield, BSN, MPH, CIC, president-elect of
the Association for Professionals in Infection Control and
Epidemiology (APIC), and clinical epidemiologist at BarnesJewish Hospital, says that a high level of concern about the
spread of Clostridium difficile is warranted. “The new strain
“The new strain
of C. diff, which emerged in the early 2000s is much more
of C. diff, which
virulent than previous strains,” Mayfield says. “It is generally
resistant to the fluoroquinolone class of antibiotics and it is
emerged in the early
missing the gene that turns off toxin production, so this new
2000s is much more
strain produces anywhere from seven to 17 times more toxin
virulent than
— and with more toxin you have more severe disease. We are
previous strains.”
seeing that the mortality rate with this new strain is higher. The
people at greatest risk are the elderly, and patients who stay
— Jennie Mayfield,
in the hospital for some time, including oncology patients, who
BSN, MPH, CIC
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2013 Digital Summit:

The Business Case for Infection Prevention
Infection Control Today is pleased to invite you to our first Digital Summit on Making the
Business Case for Infection Prevention. This online, interactive experience features expert
advice on creating business value for infection control programs and gaining much-needed
resources, budgets and personnel.

Digital Summit Sessions
Championing the
Business Case Among
Key Stakeholders

Operationalizing an
Infection Prevention
Program

Learn how to work with
stakeholders and approach
hospital administration.
This session highlights the
perspectives of a hospital
administrator and an
infection preventionist who
explain how to champion
infection prevention among
institutional leadership.

Learn how to demonstrate
the value of a hospital-based
infection prevention program
to secure the resources
critical to its operations and
impact on improving patient
outcomes and healthcare
worker safety.

The Big Picture of
Making the Business
Case for Infection
Prevention and Control
Learn how to assemble the
data necessary to begin
making the business case for
infection prevention program,
personnel, interventions and
other resources.

Speakers:

Elaine Crittenton, RN

Thomas Diller, MD

Connie Steed, MSN,
RN, CIC

Katherine Steele, RN

Register today for access to all three sessions on demand plus

the archived Q&A sessions for up to 90 days following the live event.

Underwritten by:

summit.infectioncontroltoday.com

are a very fragile population. I think the concern over this organism is warranted
because we really only have two drugs with which to treat it — metronidazole and
vancomycin. We can’t relax with any healthcare-associated infection, and I think TB
is our example of relaxing and the consequences that created in the 1980s.”
For several years now, APIC has been tracking hospitals’ efforts to address
Clostridium difficile through a survey of its membership of infection preventionists.
According to the results of the 2013 survey, activities to stop the spread of
C. diff are increasing, but they are not yielding large improvements. Seventy
percent of infection preventionists who responded
to the sur vey say they have ad o pte d ad d itional
“While CDI rates have
interventions in their healthcare facilities to address
C. difficile infection (CDI) since March of 2010, but only
climbed to all-time
42 percent have seen a decline in their healthcare facilityhighs in recent years,
associated CDI rates during that time period; 43 percent
few facilities
have not seen a decline. While CDI rates have climbed to
all-time highs in recent years, few facilities (21 percent of
respondents) have added more infection prevention staff to
of respondents
address the problem.
APIC conducted the 2013 CDI Pace of Progress survey
have added more
in January 2013 to assess activities that have been
infection prevention
implemented in U.S. healthcare facilities in the last three
staff to address
years to prevent and control CDI, a healthcare-associated
the problem.”
infection that kills 14,000 Americans each year. A total of
1,087 APIC members completed the survey which was
intended to provide a general overview of trends and
indicate areas where more in-depth research might be beneficial. The findings
were presented at APIC’s Clostridium difficile Educational and Consensus
Conference, held in Baltimore in March.
The survey reveals a wide variety of approaches to Clostridium difficile control,
including isolation and hand hygiene practices. More than 4 in 10 respondents
(42 percent) keep CDI patients in isolation for the duration of their stay. A quarter
(25 percent) keep such patients in isolation until treatment has started and there
has been no diarrhea for 48 hours. Nine percent of respondents said until after
treatment has started, and there has been no diarrhea for 72 hours, and 5 percent
said until CDI testing is negative. There is no national practice recommendation
for discontinuation of contact precautions for CDI. (For a related article on contact

21%
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precautions policies, visit: http://www.infectioncontroltoday.com/articles/2013/02/
studies-show-great-variation-in-contact-precautions-impact-on-patients-and-caredelivery.aspx)
Additionally, more than three-quarters of facility policies (77 percent) promote
soap and water handwashing for CDI patients, but also have alcohol-based
handrubs (ABHR) available on the units. Fifteen percent of facilities surveyed also
promote soap and water handwash for CDI patients but do not provide ABHR in
patient care areas. Ten percent of respondents indicate that their policy requires
the use of soap and water handwash for CDI patients in outbreak situations, and
8 percent said their hand hygiene policy is the same for CDI and non-CDI patients.
Current opinions regarding the use of handwashing with soap and water instead of
ABHR are conflicting. Recommendations on the use of soap and water in outbreak
settings are based on the theoretical benefit of physical removal and dilution of
spores by friction and rinsing rather than definitive evidence.
Mayfield points to this lack of evidence as a significant deterrent to making
strides toward Clostridium difficile prevention. “To me, the results of the survey
indicate that we don’t have much evidence-based medicine to guide us in how to
deal with this organism,” she says. “There’s little to no consensus or publications
peer-reviewed for evidence, to guide us through things
such as at what point should we place patients on isolation.
That is important because these kinds of decisions have
an impact on bed utilization — early isolation of C. diff
patients can really impact bed availability. I think some
of the responses to the survey indicate that infection
Recommendations on
preventionists are doing a variety of practices because we
the use of soap and
don’t really know the best practice.”
water in outbreak
Mayfield continues, “For example, at my facility, we don’t
settings are based on
push soap and water handwashing for C. diff patients
the theoretical benefit of
because once you’ve identified that patient, you’ve placed
them on contact precautions and healthcare providers are
physical removal and
going to wear gloves and gowns, because we know gloves
dilution of spores by
are very effective. Essentially the horse has already left the
friction and rinsing
barn by the time the C. diff patient is identified. We don’t
rather than
know how long to keep people on isolation, we’re not quite
sure of the best way to handle recurrences, and I think
some of this goes back to the fact we don’t have the basic

definitive
evidence.
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science about this organism that we have about, say, MRSA
We are encouraged
or VRE. It’s been a little more difficult to actually come up with
an isolate. The test we use for C. diff is a toxin assay, it’s not
that many institutions
a culture, so we don’t have an isolate with which we can do
have adopted stronger
DNA typing and follow that through a patient ward or through
measures to prevent
the community. We are starting to see community-acquired
CDI, but as our survey
cases, we know it is in the environment, but we don’t truly
indicates, more needs
understand the epidemiology of C. diff and until we know
to be done to reduce
some of those things it’s very hard to design a prevention
program that isn’t just based on superficial issues.”
the spread of this
As we have seen, 30 percent of respondents say
infection. We are
they have not adopted more aggressive CDI prevention
concerned that staffing
measures, but this should not be misconstrued, as these
levels are not adequate
facilities may already have strong programs in place,
to address the scope
May field emphasizes. Among those who have not
of the problem.”
adopted more aggressive measures to combat CDI in the
last three years, the most common reasons cited were
— Jennie Mayfield,
best practices are already in place (65 percent), CDI was
BSN, MPH, CIC
not identified as a high-priority problem for their facility
(37 percent), there is an infection control plan to increase interventions in the event
of an outbreak (34 percent), and CDI rates are declining with current practices
(18 percent). At some facilities, however, barriers to improved C. difficile prevention
efforts include: no resources to change current approach (8 percent); no clinical
or senior leadership support for a more aggressive CDI prevention program
(5 percent); and there is a lack of knowledge regarding how to proceed in developing
or implementing a more comprehensive program to address the CDI risk at the
facility (8 percent). Eleven percent of respondents said changes are planned, but
have not yet been implemented.
“We are encouraged that many institutions have adopted stronger measures to
prevent CDI, but as our survey indicates, more needs to be done to reduce the
spread of this infection,” Mayfield says. “We are concerned that staffing levels are
not adequate to address the scope of the problem.”
The survey asked, “Have you added more infection prevention and control
staff or had an increase in hours dedicated to infection prevention and control at
your facility since March 2010?” Seventy-seven percent of respondents said no,
21 percent said yes, and 2 percent said they did not know.
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When it comes to environmental hygiene efforts, 92 percent said they have
increased the emphasis on environmental cleaning and equipment decontamination
practices since March 2010. The survey also revealed current facility policy
regarding room cleaning for patients with CDI; for the majority of respondents
(67 percent), sodium hypochlorite (bleach) solution is used for all daily and discharge
cleaning of rooms with CDI patients and the routine hospital disinfectant is used for
all other rooms. Nine percent of respondents said that bleach solution is used for all
the disinfection of all rooms, at all times. Six percent of respondents said that bleach
solution is used during outbreaks or rate increases only and the routine hospital
disinfectant is used at all other times and for all other rooms, while 5 percent said
routine hospital disinfectant is used for all room cleaning and disinfection. A very
small percentage of respondents said either hydrogen peroxide is used for all the
disinfection of all rooms at all times, or hydrogen peroxide is used for all daily and
discharge cleaning of rooms with CDI patients and the routine hospital
The Pace of Progress sur vey also noted an inconsistency between
environmental cleaning efforts and monitoring. More than 9 in 10 respondents
(92 percent) have increased the emphasis on environmental cleaning
a n d e q u i p m e n t d e c o n t a m i n at i o n p r a c t i c e s s i n c e M ar c h 2 010, b u t
64 percent said they rely on observation, versus more accurate and reliable
monitoring technologies to assess cleaning effectiveness. Fourteen percent said
that nothing was being done to monitor room cleaning.
“Because C. difficile spores can survive in the environment for many months,
environmental cleaning and disinfection are critical to prevent the transmission of
CDI,” said Mayfield. “Environmental Services must take
When it comes to
the lead in developing aggressive programs to monitor
environmental
cleaning practices and then ensure that the results are
hygiene efforts,
shared with frontline staff. Without that buy-in, practices
are unlikely to improve.”
Mayfield says she was a bit surprised by survey
respondents’ preference for direct observation of cleaning
said they have increased
practices as opposed to using ATP or a fluorescing marker
the emphasis on
product. “In my healthcare system we use a fluorescing
environmental
product to show our housekeepers and environmental
cleaning and equipment
services managers that this was a more objective way
decontamination practices
of measuring cleaning efforts,” she says. “They are not
microbiologists or scientists, and sometimes they forget
since March 2010.

92%
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To me that’s what people
that just because a surface looks clean doesn’t mean it
is clean. I’m surprised more people haven’t moved to a
are looking for — they
more objective method of measurement. To me that is
are hoping that emerging
the advantage of using ATP or fluorescing product —
technology is going to be
it’s objective, and doesn’t depend on someone walking
more reliable than a
into a room and thinking it’s clean without lifting up the
human who has
mattress and seeing the blood on the bedframe. Perhaps
they don’t perceive a problem.”
That’s why Mayfield says she recommends moving
to clean and
away from systems that are hampered by human error.
“Cleaning of high-touch surfaces still relies on human
to do it.”
beings to do it, and I have come to believe we need to
start relying on engineering and technology to take out
— Jennie Mayfield,
the human element as much as we can for some of these
BSN, MPH, CIC
practices,” she says. “That’s where the ultraviolet light
and the vaporized hydrogen peroxide come in, although
the room still must be cleaned, and in the presence of organic soil these automated
systems may not work as well. To me that’s what people are looking for — they are
hoping that emerging technology is going to be more reliable than a human who
has 15 rooms to clean and 20 minutes to do it.”
APIC’s aforementioned Clostridium difficile Educational and Consensus Conference
gathered experts from all over the country to discuss current clinical thought, and the
next steps involve continued research to solidify evidence-based practices.
“Basic science leads to interventions but in the healthcare world, we tend
to publish only our successes, so we know what we know but we don’t know
what interventions are not going to be helpful,” Mayfield says. “Sometimes each
institution, healthcare system or community needs to work together under the
umbrella of the health department to address these issues and standardize what
practitioners are doing, but beyond our own little world we don’t really know what
other people are doing and what might make sense and what doesn’t. Then there
is the factor of each institution having its own culture. For example, the culture at
my facility, which is a large academic, tertiary medical center, is very different than
that of a rural community hospital, in terms of how you get things done. I think
culture directly impacts implementation. You have to know the key players and do
some politicking and maybe some handholding at times. I think we are still defining
what implementation science is, because it is so tightly bound to culture change,
and that’s the big challenge. Implementation is easy if you have the right culture.

15 rooms

20 minutes
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It’s a complex, multi-factorial issue that is made more difficult by the fact that we
don’t have hard scientific data. But if you have that, it’s hard for people to argue
with you. A lot of decisions are made based on what is reasonable to assume; for
example, we know VRE is in the gut and it functions this way, so maybe we should
do this with C. difficile because it is also in the gut — that’s not based on scientific
evidence. Research is hampered by a lack of funding; since the economic collapse
in 2008, research dollars are still scarce. What is needed are multicenter trials that
if possible are randomized, controlled and then analyzed and published.”
Until that time, infection preventionists have other resources such as APIC’s
Implementation Guide on CDI to help identify or guide improvements. APIC has
released a second, expanded edition that showcases tools and resources for
prevention programs. The new edition of the Guide to Preventing Clostridium
difficile Infections is an update to the 2008 Elimination Guide and contains
both new material and revised content that reflect evolving practices and
new discoveries. It is available as a free online download at: http://apic.org/
Resource_/EliminationGuideForm/59397fc6-3f90-43d1-9325-e8be75d86888/
File/2013CDiffFinal.pdf
Developed by a team of infection prevention experts, the guide includes sections
on the changing epidemiology of CDI, strategies for prevention, considerations for
specific patient populations, and new and emerging technologies. The easy-to-read
format also features practical tools, checklists, frequently-asked-questions, and a
glossary of terms. A sampling of topics includes:
• CDI in pediatrics and skilled nursing facilities
• Hand hygiene
• Fecal bacteriotherapy
• Environmental cleaning and monitoring
• Antimicrobial stewardship
APIC Implementation Guides (formerly Elimination Guides) provide practical,
evidence-based strategies for sur veillance and elimination of infection.
Implementation Guides are created to provide infection preventionists with
practical, “how-to” information and online tools and resources that encompass the
latest research and regulatory requirements. These guides can be accessed at:
ICT
http://apic.org/Professional-Practice/Implementation-guides
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Strategies

to Prevent Transmission of

C. difficile
By Phenelle Segal, RN, CIC

Clostridium difficile Infection (CDI) continues to be a serious problem in
healthcare settings and strategies to prevent acquisition of the disease continue to
be challenged by factors including but not limited to changing epidemiology of the
organism, injudicious use of antibiotics, lack of private rooms in special care settings
such as long-term care facilities, failure of staff to adhere to isolation precautions and
lack of knowledge. The elderly appear to be particularly susceptible when exposed
to the organism.
Several strategies to prevent the spread of infection have been applied in healthcare
facilities across the continuum of care for many years and due to the spore-producing
nature of the organism which renders it highly resistant to eradication, these strategies
have been challenged by its ability to live in the environment in its spore state for
many months as well the inability to be eradicated from the hands of personnel by
the use of alcohol gel.
CDI prevention strategies have more recently taken on the culture of “bundling”
following introduction by the Institute for Healthcare Improvement (IHI) of bundle
strategies for central line-associated bloodstream infection (CLABSI), ventilatorassociated pneumonia (VAP) and catheter-associated urinary tract infections (CAUTI).
Bundling strategies for prevention of CDI can take on a tiered approach starting with
basic or core and moving up to enhanced or supplemental practices. Unfortunately,
due to the complex nature of this spore-producing organism, it is not feasible to put
together a set of simple strategies such as “alcohol sanitizer for hand hygiene,”
“place patients or residents on contact precautions in a private room” and “clean the
environment with your choice of Environmental Protection Agency (EPA)-registered,
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hospital-approved product.” The key to best practices for any multidrugresistant organism (MDRO) including C. difficile is to develop and
maintain strategies that rely on evidence-based guidelines, which
work for your setting, patient population and personnel.

Step-by-Step Strategies to Prevent Transmission of C. difficile
Early identification with prompt initiation of specific strategies is
probably the most important step to take as it is at this early stage that
immediate strategies could be implemented to mitigate the potential
for spread. The first step in early identification is to take a thorough
history from the patient or resident upon admission or at the first sign
of acute onset of diarrhea to determine risk factors and the likelihood
that C. difficile could be a cause. After taking a thorough history and
during the process of identifying cases, it seems prudent to place
patients or residents with diarrhea on contact precautions until CDI
has been ruled out AFTER ruling out various other possible causes.
Other causes of diarrhea include new medication, a change in diet,
tube feeding or a viral syndrome (norovirus or rotavirus).
Early identification can be maximized if a facility would introduce
nurse-driven protocols which include administrative approval given
to nurses to initiate orders based on admission screening or change
in status. Early C. difficile testing and/or placement of the patient or
resident on contact precautions without a doctor’s order is an example
of such protocols. Alert systems are very effective if implemented
correctly and include prompt communication to the nursing station
when a lab identifies a positive result. An additional strategy in early
identification includes considering placing patients or residents with
diarrhea of unknown cause on contact precautions when orders for C.
diff testing are initiated before results are available, if your facility does
not have a policy to isolate all admissions or acute cases immediately.
The precautions can be discontinued if the results are negative.
Patient and resident placement differs in acute and long-term care
with acute care having easier access to private rooms while most
long-term care facilities are challenged with such. Strategies for
placement include the following: private room with bathroom whenever
possible both in the acute- and long-term care environment. Cohort
patients/residents with “like-organisms” (do not cohort C. difficile
APIC Poll p. 3
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with a different resistant organism) and consider moving one patient out of the room if the
diarrhea resolves before the roommate. In the long-term care setting, if a private room or
cohorting is not possible (usually cohorting is not possible if there is only one CDI resident in
a specific location or in the entire facility), then the next ‘best’ strategy is to place the infected
resident with someone who is at “low risk” for acquiring CDI. While every institutionalized
person is “at risk” for acquisition of C. difficile, certain persons are
at higher risk than others and they include patients or residents
who are on antibiotics, have medical conditions that render them
partially or fully immunocompromised and roommates who are
not able to understand the issues surrounding sharing a room.
Cohorting or sharing rooms with a non CDI resident or patient
whether in acute or long-term care always includes decisions
Cohorting or sharing rooms
relating to the use of the bathroom and a commode. It is very
with a non CDI resident or
important when cohorting to have separate toilet “facilities” for
patient whether in acute or
each patient or resident by providing a commode at the bedside.
long term care always
Who should use the commode is up to the individual facility
includes decisions relating
and there are differing opinions as to which is more effective in
to the use of the bathroom
decreasing the risk of transmission. If the infected resident uses
the commode, then it’s prudent to use a disposable liner which
and a commode.
is a relatively “new” product, is quite effective in decreasing the
risk of contamination of the commode and can be discarded as
regular trash. Cleaning of the commode falls under the strategy
of environmental care.
Hand hygiene includes the first tier approach of alcohol sanitizer
in a non-outbreak situation despite that its sporicidal activity is
In an outbreak type setting
suboptimal. Various studies have shown that there is no increased
risk in a non-hyperendemic environment when healthcare workers
or hyperendemic setting, it
use alcohol sanitizer in place of handwashing. However, many
is prudent to apply the
facilities still choose to eliminate the use of these products and
second tier or enhanced
adhere to strict soap and water. In an outbreak type setting or
strategy including
hyperendemic setting, it is prudent to apply the second tier or
handwashing.
enhanced strategy including handwashing, particularly when
leaving the room of the patient/resident (gel in, wash out) or upon
entering and leaving the direct patient care area (wash in, wash out). Handwashing needs
to be conducted correctly in order for it to be effective in eradicating organisms.
Signage indicating isolation precautions to be made visible at all times to all persons
entering the room. In the nursing home setting, be mindful of restrictions for signage
including resident privacy rights. State or local laws may prohibit the use of certain signs
APIC Poll p. 3
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in or at the entrance to the resident’s room. Basic signage such as
contact precautions may be enhanced by color-coding for specific
organisms, particularly as the rooms of CDI patients may require
supplemental cleaning practices. Transmission based precautions
signs should include wording consistent with CDC guidelines for
isolation, regardless of the type of sign displayed.
Signage indicating
Basic strategies for contact isolation include wearing of personal
isolation precautions to
protective equipment (PPE) in particular, gowns and gloves upon
be made visible at all
entering the room. Persons entering the room should not cross the
times to all persons
threshold without PPE. The room’s threshold should be determined by
the unit and staff compliance should be monitored. Persons entering
entering the room.
the room should not do so without PPE regardless of the reason
they are entering, even if they are going in to talk to the patient and
not render direct care. PPE should be removed upon exiting the
room in an appropriate fashion. Contact isolation also necessitates
the dedication of equipment and if this is not possible, then non
disposable items and equipment for reuse must be cleaned with a
Basic strategies for
hospital approved disinfectant between patients. If bleach cleaning is
contact isolation
standard for all CDI related rooms, then as long as the manufacturer
is not in opposition, non-disposable items and equipment must be
include wearing of
wiped down with bleach (wipes do a good job and appear to be
personal protective
less risky than solution in terms of inhalation/toxicity).
equipment (PPE) in
Enhanced precautions include increasing communication for staff
particular, gowns and
and visitors by placing additional signage at entry of room. In the
gloves upon entering
acute-care setting in particular, consider keeping patients on contact
the room.
precautions until discharge or in the special care setting, consider
keeping residents/patients on contact precautions beyond cessation
of symptoms particularly with a history of recurrence. Increase monitoring for compliance.
Refer to facility policy when determining discontinuation of precautions.
With regard to environmental hygiene, in a non-hyperendemic setting, daily cleaning with
an EPA-approved germicide is acceptable. More frequent high-touch surface cleaning as
is possible assists with lessening the spore load in the room. Monitor cleaning compliance,
especially for appropriate germicide contact time, technique and adherence to precautions.
If equipment is shared, clean between patients with the approved disinfectant. An enhanced
cleaning strategy includes the use of 10 percent sodium hypochlorite (household bleach)
for disinfecting rooms in a hyperendemic or outbreak setting. Use of bleach on equipment
must be verified with the manufacturer that it is safe for use. Ensure appropriate precautions
for staff and patients/residents when using bleach, particularly if reconstituting the product.
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Make use of bleach wipes for in-between cleaning. Also should
consider newer technologies such as automated environmental
disinfection systems that incorporate vaporized hydrogen peroxide
and ultraviolet (UV) light.
A multidisciplinary approach to prevention strategies is essential
for a successful reduction program and includes members from
various facility departments and disciplines. Support should start
with hospital administration or C-suite understanding the nature of
the organism, the morbidity and mortality associated with CDI and
the exorbitant costs for the facility. The need for adequate resources
to maintain a safe environment for patients, residents and their
families/friends needs to be addressed.
Antimicrobial stewardship programs are key. Efforts to reduce rates,
improve patient care and contain costs include the development of
an antimicrobial stewardship program in every facility. Stewardship
programs can be very basic or advanced and they depend on many
factors peculiar to each facility. It is critical for staff members involved
with the immediate care of the patient, to understand how antimicrobials
are used and what steps are in place to monitor and prevent overuse,
incorrect use and inappropriate use of various agents. Antimicrobial
stewardship programs provide optimization of antimicrobial
prescribing in an attempt to improve individual patient care, reduce
or eliminate the spread of antimicrobial resistant organisms including
ICT
C. difficile and reduce hospital costs.

With regard to
environmental hygiene,
in a non-hyperendemic
setting, daily cleaning
with an EPA-approved
germicide is acceptable.
More frequent hightouch surface cleaning
as is possible assists
with lessening the
spore load in the room.

Phenelle Segal, RN, CIC, is president of
Infection Control Consulting Services, LLC. She
has 30 years of infection prevention experience
and for the past seven years, has directed
Infection Control Consulting Services, LLC,
providing personalized services to the acute-care,
long-term care, long-term acute care, behavioral
care, ambulatory surgery and outpatient settings. A prolific author
and frequent speaker, she most recently presented at the APIC
Clostridium difficile Educational and Consensus Conference held
in March 2013.
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