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INTRODUCTION	

•  Clostridium	 difficile	 (C.	 diff)	 is	 an	 anaerobic,	 spore-
forming,	Gram-posi4ve,	 toxin-secre4ng	bacillus	 that	 is	
the	 most	 commonly	 recognized	 cause	 of	 diarrhea	 in	
hospitalized	pa4ents.1		

•  C.	 diff	 infec4on	 (CDI)	 occurs	 due	 to	 altera4on	 of	
endogenous	 colonic	 flora,	 inges4on	 of	 C.	 diff	 spores,	
coloniza4on,	 toxin	 release,	 and	 therefore	 leads	 to	
mucosal	damage	(necrosis)	and	inflamma4on.		

•  According	 to	 Society	 for	 Healthcare	 Epidemiology	 of	
America	 (SHEA)	and	 the	 Infec4ous	Diseases	Society	of	
America	 (IDSA)	 Guideline,	 CDI	 is	 defined	 as	 the	
presence	 of	 symptoms	 (usually	 diarrhea)	 and	 either	 a	
stool	 test	posi4ve	 for	C.	diff	toxins	or	 toxigenic	C.	diff,	
or	 colonoscopic	 or	 histopathologic	 findings	 revealing	
pseudomembranous	coli4s.2		

•  The	 incidence	 of	 CDI	 in	 the	 United	 States	 has	 been	
steadily	 increasing	 and	 29,300	 pa4ents	 die	 within	 30	
days	of	 the	 ini4al	diagnosis,	and	the	majority	of	 these	
death	 are	 among	 pa4ents	 with	 healthcare-associated	
infec4on.3	 Due	 to	 C.	 diff	 being	 the	 most	 commonly	
reported	 pathogen,	 CDI	 has	 caused	 significant	
economic	 burdens	 associated	 with	 hospitaliza4on	 as	
well	as	the	treatment.4,5		

•  Currently,	 IDSA	 guidelines	 recommend	 treatment	 of	
CDI	with	metronidazole	 or	 vancomycin.2,6	 Fidaxomicin	
is	an	alterna4ve	treatment	of	CDI	that	was	approved	by	
the	FDA	in	2011.	

•  CDI	Surveillance	Classifica4on2,6:		
(1) healthcare	 facility	 onset-healthcare	 facility	

associated	(HO-HCFA);		
(2) community	onset-healthcare	facility	associated	(CO-

HCFA);		
(3) community	associated	(CA);		

•  Delays	 in	 stool	 sample	 collec4on	 or	 physician	
laboratory	 orders	 may	 lead	 to	 inaccurate	 pa4ent	
classifica4ons	 and	 poten4ally	 adverse	 clinical	 and	
economic	implica4ons.	

RESULTS	

•  A	 total	 of	 130	 pa4ents	 were	 analyzed.	 In	 130	 pa4ents,	 105	
pa4ents	 were	 iden4fied	 as	 having	 definite	 community-onset	
(DCO)	 CDI	 compared	 to	 25	 pa4ents	 who	 were	 classified	 as	
possible	community	onset	(PCO)	CDI.		

Table	1.	Demographics	and	Clinical	Presenta4on		
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

•  No	 sta4s4cally	 significant	 differences	 were	 noted	 between	
groups	 with	 respect	 to	 pa4ent	 demographics,	 admission	
diagnoses,	 or	 admission	 laboratories	 for	 white	 count,	 serum	
albumin	or	serum	crea4nine.		

•  However,	 the	 PCO	 group	 did	 have	 a	 longer	 total	 length	 of	
hospitaliza4on	(10.8	days	vs.	7.6	days,	adjusted	P=0.0075).	

	

Table	2.	Clinical	Outcomes	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

•  PCO	group	did	have	longer	dura4on	of	ini4al	CDI	treatment	(5.5	
days	vs.	3.5	days,	P=0.0352).	

	

Table	3.	Re-admission	and	Death	

METHODS	

•  This	 was	 a	 retrospec4ve,	 observa4onal	 study	 of	
inpa4ent-adults	 with	 a	 posi4ve	 stool	 sample	 for	
Clostridium	difficile	
Ø  January	1,	2015	-	March	31,	2016		
Ø  DeKalb	Medical	Center,	Decatur,	GA	
Ø  All	adult	pa4ents	admibed	to	DeKalb	Medical	Center	

during	 4me	 period	 with	 suspicion	 of	 CDI	 were	
eligible	for	par4cipa4on	in	the	study.	

Ø  Electronic	medical	chart	review	
Ø No	planned	interven4on	
Ø  Data	 collec4on	 forms	 was	 used	 to	 collect	

informa4on	on	pa4ents.	

CDI	ClassificaFon	
•  Definite	 community-onset	 (DCO):	 posi4ve	 stool	 sample		

<	3	days	of	admission	
•  Healthcare	facility-onset:	posi4ve	stool	sample	≥	3	days	

post-admission	
Ø  Possible	 community	 onset	 (PCO):	 symptoma4c	 <	 3	

days	 of	 admission,	 but	 had	 a	 delay	 in	 obtaining	
either	a	stool	sample	or	physician	 laboratory	order	
un4l	aeer	3	days	

•  The	 definite	 community-onset	 group	 was	 compared	 to	
the	 possible	 community-onset	 group	 with	 respect	 to	
several	clinical	endpoints.		

	

Study	 Variables	 of	 Interest:	 pa4ent	 demographics,	
admission	 diagnoses,	 white	 blood	 cell	 counts,	 serum	
albumin,	 serum	 crea4nine,	 loose	 stool	 count,	 treatments	
for	CDI,	dura4on	of	 therapy,	concurrent	an4bio4c	use,	 re-
admission,	and	death	
	

StaFsFcs	
•  Parametric	 tests	 were	 u4lized	 when	 the	 data	 was	

normally	distributed.	
•  Demographic	 and	 clinical	 data	 was	 analyzed	 using	

descrip4ve	sta4s4cal	methods.	
•  Chi-square	or	Fisher’s	exact	test	were	used	to	compare	

definite	 community-onset	 and	 possible	 community	
onset	groups	to	analyze	categorical	variables.		

•  Two-sample	 t-test	 was	 used	 to	 analyze	 con4nuous	
variables.	

•  Two-sided	sta4s4cal	tests	with	level	of	significance	0.05	
was	used.	

	

•  Ins4tu4onal	 review	 board	 (IRB)	 approval	 was	 obtained	
from	Mercer	University	and	Dekalb	Medical	Center	

	

PURPOSE	

•  The	 objec4ve	 of	 this	 study	 was	 to	 evaluate	 the	
difference	 in	 clinical	 outcomes	 between	 pa4ents	with	
definite	community	onset	CDI	and	those	who	may	have	
been	 inappropriately	 classified	 as	 healthcare	 facility-
onset	 due	 to	 delayed	 stool	 sample	 collec4on	 or	
physician	 orders	 for	 Clostridium	 difficile	 tes4ng	 at	 a	
community	hospital.		
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CONCLUSION	

•  These	 findings	 suggest	 that	 pa4ents	 who	
receive	 inappropriate	 CDI	 classifica4on	 due	 to	
delayed	 stool	 sample	 collec4on	 or	 physician	
laboratory	ordering,	may	have	 longer	 length	of	
hospitaliza4on	 and	 dura4on	 of	 therapy,	 which	
represents	 poten4ally	 significant	 clinical	 and	
economic	challenges	for	the	health	care	system.		

•  Further	research	 is	warranted	to	confirm	these	
findings	 in	 a	 broader	 range	 of	 health	 care	
systems.		

•  Limita4on:	 single	 center	 design,	 small	
popula4on	

Parameter	 Possible	Community	
Onset		

Definite	Community	
Onset	 P-value	

Re-admission	within	30	days	of	
Discharge	 8.3%	(2/24)	 18.9%	(18/95)	 0.3586	

C.	Diff	Present	at	30-day	Re-
admission	 100.0%	(2/2)	 50.0%	(9/18)	 0.4789	

Re-admission	within	31-90	days	of	
Initial	Discharge	 25%	(6/24)	 21.1%	(20/95)	 0.7826	

C.	Diff	Present	at	Re-admission	31-
90	days	After	Initial	Discharge	 16.7%	(1/6)	 40.0%	(8/20)	 0.3798	

Death	During	Current	Hospitalization	 4.0%	(1/25)	 9.5%	(10/105)	 0.6898	
C.	Diff	Contributed	to	Death	During	
Hospitalization	 0.0%	(0/1)	 10.0%	(1/10)	 1.0000	

	

Parameter	 Possible	Community	
Onset			

Definite	Community	
Onset	 P-value	

C.	Diff	Treatment	 84.0%	 87.6%	 0.7410	
Initial	C.	Diff	Treatment		 n=21	 n=92	 0.9065	
			PO	Flagyl	 52.4%	 59.8%	 	
			PO	Vanco	 38.1%	 29.3%	 	
			PO	Dificid	 4.8%	 4.3%	 	
			PO	Vanco+	IV	Flagyl	 4.8%	 6.5%		 	
			Other	 0.0%	 0.0%	 	
Duration	of	Initial	C.	Diff	
Treatment	(days)	 5.5±4.7	 3.5±3.7	 0.0352	

Evidence	Cure	of	Initial	C.	
Diff	Treatment	 52.4%	 31.5%	 0.9065	

Concurrent	Antibiotic	Use	
with	C.	Diff	Treatment	 42.9%	 48.9%	 0.6379	

*Plus-minus	values	are	means	±SD.		
	

Parameter	 Possible	Community	
Onset	(n=25)	

Definite	Community	
Onset	(n=105)	 P-value	

Age	(year)	 61±17	 64±16	 0.4114	
Female	 80.0%	 71.4%	 0.4600	
(+)	C.	Diff	symptoms	on	
MD	admission	note	 56.0%	 57.1%	 1.000	

Total	Length	of	
Hospitalization	(days)	 10.8±9.6	 7.6±7.3	 0.0075	

*Plus-minus	values	are	means	±SD.		


