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*Joint Township District Memorial Hospital, part of the Grand Lake 
Health System

*DNV Accreditation / ISO Certification
*Rural community hospital; full-service comprehensive healthcare
* ED -11 beds
* Med/Surg-32 beds
* ICU -6 beds
* Obstetrics -9 beds
* Newborn Care -10 beds
* Transitional Care -15 beds
* Inpatient Rehab -4 beds
* Geriatric Psych Unit
*By the end of 2017

Healthcare Facility Profile



*Development of Infection Control Committee

*DNV regulatory OFIs

*Hospital Engagement Network (HEN)

*CDI and ASP initiatives

*Hospital Improvement Innovation Networks (HIIN)

GLHS Local Drivers
Boarder Approach to Solving the Puzzle



*Review the epidemiology & impact of Clostridium 
difficile infection (CDI). 

*Discuss assessment of infection prevention strategies 
to reduce the incidence of healthcare-associated CDI.  

*Identify process measures impacting CDI in the 
hospital setting & special approaches implemented to 
advance basic practice.  

Objectives ɀCDI Prevention



Clostridium difficile Background

*C. difficile, a Gram-positive, spore-forming anaerobic 
organism, causes disease by producing two toxins.  
*A third binary toxin (BI/NAP1/027) -epidemic strain. 

*Spore producer ɀspores survive on environmental 
surfaces for months. 
*Spread by transfer directly from the contaminated 

environment to the patient or by transfer on the hands of 
HCP.  
*Any hospitalized patient can acquire C. difficile, but for CDI 

to occur, must receive antimicrobials to disrupt the normal 
bacterial flora. 

Bowling, J.E. (2014). Clostridium difficile Infection and Pseudomembranous Colitis. APIC Text of Infection 
Prevention and Epidemiology.  Retrieved from Citation: http://text.apic.org/toc/healthcare-associated-
pathogens-and-diseases/clostridium-difficile-infection-and-pseudomembranous-colitis?selfkickout=1

http://text.apic.org/toc/healthcare-associated-pathogens-and-diseases/clostridium-difficile-infection-and-pseudomembranous-colitis?selfkickout=1


Epidemiology Host Risk Factors

*Advancing Age

*Incidence higher among persons >65 years1

*Underlying illness

*Immunosuppression

*Exposure to antibiotics

*Exposure to healthcare facility 

*Gastric acid suppression 

1. Lessa et al. N Engl J Med 2015; 372(9):825-834.



We know how C. difficile ÓÐÒÅÁÄÓȣ

68 yr. old diagnosed 
w/pneumonia. 
Antibiotic Rx ςhe is now 
at risk for CDI (for several 
months) Hospitalized for a leg 

fracture. 
HCP caring for a CDI 
patient, spreads it with 
contaminated hands

Transfer to Rehab 
Facility.  Onset diarrhea; 
but not tested.  HCP 
infects other patients.  

One Month Later

Two Days Later

Citation: 
http://www.cdc.gov/vitalsigns/hai/stoppingcdifficile 

http://www.cdc.gov/vitalsigns/hai/stoppingcdifficile


Estimated CDI Burden

*453,000 CDI cases1

*293,000 healthcare-
associated

*160,000 Community-
associated

*94%  of CDI cases were 
related to healthcare

Estimated U.S. Burden of CDI, According to the Location of Stool Collection and Inpatient 
Health Care Exposure. 

CO-HCA: Community onset healthcare-associated
NHO: Nursing home onset
HO: Hospital onset

1. Lessa et al. N Engl J Med 2015; 372(9):825-834.



Inpatient Quality Reporting
CDI Rates ɀLocal Epidemiology
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TOTAL CDI PREVALENCE
SIR 1.071

SIR  - Standardized Infection Ratio
HO ςHealthcare Onset



CDI Prevention Initiative Begins

*Journey up the CDI Prevention 
Initiative
* HEN 2.0 
* Multidisciplinary work group

*OHA CDI Gap Analysis:
* General infrastructure/processes
* Antibiotic Stewardship
* Early recognition/testing
* Isolation precautions/hand 

hygiene
* Environmental cleaning & 

disinfection



*Gap analysis captured awareness & perceptions of 
current practice

*Prioritized core strategies

*OHA HEN 2.0 CDI Driver Diagram & Change Ideas

*Action plan- focus on key prevention targets:

*Antimicrobial exposure

*Acquisition of C. difficile

#ÕÒÒÅÎÔ 3ÔÁÔÅ ȰÉÎ ÐÉÅÃÅÓȱ 



Strategies to Prevent CDI

Antimicrobial 
Stewardship

Early detection, 
isolation, & 
appropriate 
testing

Transmission 
Prevention

Educate 
patients, 
visitors, 
& staff



Implemented special approaches for CDI prevention:

*Actively assess every patient every shift for evidence 
of clinically-significant diarrhea  without identified 
cause.  Nurse-driven protocols.  

*Initiate presumptiveContract Precautions PLUS while 
CDI results are pending.

*If positive result, Contact Precautions PLUS continues 
for the duration of hospitalization.
*Special circumstances for skilled nursing unit

Early Detection & Isolation



Appropriate Testing

*Rapid diagnostic technology 
NAAT ɀPCR test

*Established rules for testing

*Stool chart Types 6-7

*Restrictions

*Avoid repeat testing or 
ȰÔÅÓÔ ÏÆ ÃÕÒÅȱ

*Lab-based alert system



Transmission Prevention

*Contact Precautions PLUS

*Signage -visual cues
*Improved Communication

*Private room

*Gown & gloves required

*Bleach clean

*Soap & water hand hygiene 
required

*Dedicated  care equipment

Wear gloves beforeentering this room

Contact PrecautionsPLUS

NUR-193pc 6/16

Wear a gown beforeentering this room

Clean with BLEACH

REQUIRED soap & water wash

DO NOT use hand sanitizer

ALL Visitors: Please STOPat 

the Nurse's Station BEFORE entering



4ÒÁÎÓÍÉÓÓÉÏÎ 0ÒÅÖÅÎÔÉÏÎȟ ÃÏÎÔȭÄ

*Contact Precautions PLUS

*Reverse side

*Quick reference guide

*Patient transport 
information

*Communication ɀ
receiving & transport staff



Transmission Prevention -
Hand Hygiene

*Soap & water required with 
known or suspected CDI

*Alcohol-based hand rubs not 
effective against C. difficile 
*STOP!

*Hand hygiene observations 
(OHA & internal secret 
shoppers)

*Engage patients & visitors 
*Post discharge survey



*Adequate  environmental hygiene protocols
*Daily & Terminal 

*Product  & Process

*EVS unit specific checklists

*Modified amount of time to terminally clean

*Ȱ0ÁÔÉÅÎÔ-2ÅÁÄÙ 2ÏÏÍ 3ÉÇÎȱ

*Methods to evaluate & validate environmental cleaning
*ATP

*Fluorescent gel marker

Transmission Prevention -
Environmental Hygiene



Fitting Pieces Together 
to Prevent Transmission

R �� I �� G �� H �� T  Bundle

*Rapidly identify

*Isolation ɀpresumptive 
enteric precautions

*Gown & gloves universal

*Hand hygiene ɀsoap & 
water required

*Time to use bleach


