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Clostridium difficile (C. difficile) is a spore-forming bacterium that can
cause serious intestinal disease that is potentially life-threatening. The
risk of contracting a C. difficile infection (CDI) increases with age, antibiotic
treatment and time spent in hospitals or nursing homes, where outbreaks can
lead to multiple cases.1 Despite improvements in reducing some healthcareassociated infections (HAIs), C. difficile remains at high levels.2 Increases in incidence and
mortality of CDIs may be attributed to the emergence and spread of hypervirulent strains of the
bacteria.3 These strains (such as BI/NAP1/027) have raised concerns about how to both control
and prevent transmission of the bacteria in the environment. In addition, surges in the detection
of CDI in the community and in previously low-risk populations pose new challenges that public
health officials and healthcare providers will need to face.4

CAUSE
A main source of C. difficile is infected patients who release spores into the environment that
can then infect other patients. When antibiotics disrupt the gut’s normal flora and a person has
ingested C. difficile spores, the C. difficile bacteria can multiply and release potent toxins that
can damage a patient’s intestinal lining and cause disease.4 Eliminating C. difficile spores is
extremely difficult because they can survive routine environmental cleaning with soap and
water, as well as hand sanitization with alcohol-based gels.1

RISK FACTORS
Those most at risk are older adults who take antibiotics and also receive medical care.2
Advanced age correlates with severity of disease, likelihood of recurrence and CDI-associated
death.3 Contributing risk factors include antibiotic exposure, long stays in a healthcare setting,
use of proton pump inhibitors, gastrointestinal surgery/manipulation, serious underlying illness
and/or immune-compromising conditions.1

PATIENT IMPACT
Signs and symptoms range from mild diarrhea without other symptoms to fever and severe
diarrhea with dehydration, nausea, loss of appetite and abdominal pain. CDI can result in
perforations of the colon, sepsis, pseudomembranous colitis and toxic megacolon, a potentially
life-threatening condition.1 Trials conducted in the United States (U.S.) have shown that CDI can
recur in up to 30 percent of patients 30 to 60 days after treatment is stopped.5
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CURRENT TREATMENTS
In about 20 percent of patients, CDI will resolve within two to three days of discontinuing the
antibiotic to which the patient was previously exposed. It can also be treated with an appropriate
course (approximately 10 days) of antibiotics.1 Most recently, faecal microbiota collected from
healthy individuals are being investigated to treat CDI. Some data suggest that use of faecal
microbiota transplantation to restore intestinal flora may be an effective therapy in the
management of refractory CDI.7

METHODS OF PREVENTION
There currently are no approved vaccines or antibiotics indicated for the prevention of CDI
on the market today.

STATISTICS BY REGION
United States
• The Centers for Disease Control and Prevention (CDC) listed C. diff among
microorganisms with a threat level of urgent in a 2013 report on antibiotic resistance
threats in the U.S.6
• At least 14,000 fatalities are attributed to C. diff each year.6
• Deaths related to C. diff increased 400 percent between 2000 and 2007, in part because
of a more virulent bacterial strain that emerged.6
• Almost half of CDIs occur in people younger than 65, but more than 90 percent of deaths
occur in people 65 and older.2
• It is estimated that 250,000 CDIs per year require hospitalization or affect already
hospitalized patients.6
• From 2000 to 2009, the number of hospitalized patients with any CDI discharge
diagnoses doubled to 336,600.3
• The vast majority of C. difficile infections are connected to getting medical care.2
• Analysis of the best available data indicates that CDI may have resulted in up to $4.8
billion in excess costs in U.S. acute-care facilities during 2008.5
• In 2009, hospital stays in which C. diff was a principal diagnosis averaged 6.9 days and
$10,100. When C. diff was a complicating factor to already complex principal diagnoses
(e.g. septicemia, pneumonia, congestive heart failure, renal failure), hospital stays more
than doubled and costs more than tripled (16 days and $31,500, respectively).8
• Studies have shown that CDI recurs in 20 to 30 percent of patients 30 to 60 days after
CDI treatment is stopped, but not all of these patients are readmitted to the hospital for
management of CDI. Hospital-related data indicate that approximately 15 percent of
patients with a diagnosis of CDI are readmitted with recurrent CDI 30 to 60 days after
the initial episode. This suggests that 50 to 75 percent of first recurrences result in a new
hospital admission.5
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Canada
•
•
•

From 2007 to 2011, the total number of deaths directly or indirectly related to a diagnosis
of healthcare-associated CDI rose from 33 to 88 per year.9
The overall number of healthcare-associated CDI cases in 2011 was estimated to be
3,181, with an incidence rate of 5.35 per 1,000 patient admissions.9
A study conducted from July 2002 to March 2009 utilizing the Ottawa Hospital Data
Warehouse found that acquiring CDI while in the hospital increased the median length of
stay by six days.10

Europe
• The European Centre for Disease Protection and Control (ECDC) has estimated the
potential cost of CDI to be €3 billion per annum and expects this number to almost
double over the next four decades.11
• The ECDC has estimated the impact of CDI at €5,000-15,000 per case in England.11
• A study of four European national hospital discharge databases found that patients in
England (2007-2009) had the longest additional hospital stays attributable to CDI at
16.09 days, followed by Germany (2008-2010) at 15.47 days, Spain (2008-2010) at
13.56 days and The Netherlands (2008-2009) at 12.58 days.12
Asia Pacific
• According to the existing evidence, CDI occurs at similar rates in Asia as in other
continents where CDI is more commonly recognized and researched. Although relatively
few studies on C. diff have been performed in Asia, what work has been done
demonstrates that CDI is a significant cause of nosocomial disease in Asian countries.13
• Available data in East Asia comes from a country-wide survey of 17 tertiary hospitals in
Korea from 2004 to 2008, which found that the incidence of CDI increased from 1.7 to
2.7 per every 1,000 adult admissions.13
• Between October 2010 and March 2011, 477 cases of CDI were identified in Victoria,
Australia, by the Healthcare Associated Infections Surveillance System. Of these
incidences, 74.6 percent occurred in patients aged 60 years or over.14
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