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Recommendations for Surveillance
of Clestridium difficile—Associated Disease

L. Clifford McDonald, MD; Bruno Coignard, MD, M5c; Erik Dubberke, MDy; Xiaoyan Song, MD, M5
Teresa Horan, MPH; Preeta K. Kutty, MD, MPH; the Ad Hoc Clostridium difficile Surveillance Working Group

pacEcRouNn,  The epidemiology of Closmidinm difficile-associated disease (CDAD) is changing, with evidence of increased incidence

and severity. However, the understanding of the magnitude of and reasons for this change is currently hampered by the lack of standardized
surveillance methods.

OBIECTIVE AND METHODS. An ad hoc C difficile surveillance working group was formed to develop interim surveillance definitions
and recommendations based on existing literature and expert opinion that can help to improve CDAD sarveillance and prevention efforts.

DEFINITIONS AND RECOMMEKDATIONS. A CDAD case patient was defined as a patient with symptoms of diarrhea or toxic megacolon
combined with a positive result of a laboratory assay and/or endoscopic or histopathologic evidence of pseudomembranons colitis. Recurrent
CDAD was defined as repeated episodes within 8 weeks of each other. Severe CDAD was defined by CDAD-associated admission to an
intensive care unit, colectomy, or death within 30 days after onset. Case patients were categorized by the setting in which C difficile was
likely acquired, to account for recent evidence that suggests that healthcare faclity—associated CDAD may have its onset in the commuanity
up to 4 weeks after discharge. Tracking of healthcare facility—onset, healthcare facility—associated CIDAD is the minimum surveillance
required for healthcare settings; tracking of commumnity-onset, healthcare facility—associated CDAD should be performed only in conjunction
with tracking of healthcare facility—onset, healthcare facility—associated CDAD. Community-associated CDAD was defined by symptom
onset more than 12 weeks after the last discharpge from a healthcare facility. Rates of both healthcare facility-onset, healthcare facility—
associated CDAD and community-onset, healthcare facility—associated CDAD should be expressed as case patients per 10,000 patient-days:
rates of community-associated CDAD should be expressed as case patients per 100,000 person-years.

Infect Contral Hosp Epideniol 2007; 28:140-145

McDonald LC, et al/
Infect Control Hosp Epidemiol. 2007 Feb;28(2):140-5. Epub 2007 Jan 25
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L. Clifford et al. Emerg Infect Dis. 2006 March; 12(3): 409-415.
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Figure 2 Discharge rate for Clostridium difficile-associated disease, per 10,000 hospital discharges, 1993-2005

Elixhauser, et a/
Healthcare Cost and Utilization Project (HCUP) Statistical Briefs [Internet]. Rockvﬂl-e
(MD): Agency for Health Care Policy and Research (US); 2006-2008 Apr.
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The Burden of Clostridium difficile in Surgical Patients
in the United States*

MARC ZEREY, B. LAUREN PATON, AMY E. LINCOURT, KEITH S. GERSIN,
KENT W. KERCHER, and B. TODD HENIFORD

Zerey M et al Surg Infect (Larchmt). 2007 Dec;8(6):557-66.
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Overall annual incidence of pediatric CDAD in 22 children's hospitals in the United States,
2001-2006 (Spearman's p = 0.9429).
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Kim J et al Pediatrics 2008;122:1266-1270
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Figure 1 Distribution of Clostridium difficile infection (CDI) episode incidence per 10,000 patient-days from 2006 to 2011. Six hospitals
in Rome, ltaly.

Kim J et al Pediatrics 2008;122:1266-1270
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