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 Gram positive
 Anaerobe

* Rod shaped
* Spore forming




Who gets C. diff?

Medications




Demographics

 Age > 65
* Females - ? ©

: : o
 Immunicompromise '*\
O
O O

* Crohn's
 Ulcerative colitis

. HIV 'Fﬂ\




Environment

* Hospital
« Skilled nursing facility
* Nursing Home
 Community
* Grocery stores
* Public bathrooms
* Airplane seats
* Meat processing plant




Medications

 Antibiotics
 PPIls

Clostridium difficile-Associated Diarrhea and Proton
Pump Inhibitor Therapy: A Meta-Analysis
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Diagnhosis

 GDH
* Present on all C. diff organisms - great screening test (high
sensitivity)
* Does not differentiate between different strains
« PCR (NAAT)
« Sensitive test but picks out the organisms that are capable of
producing toxin
* Does not identify whether or not that DNA is actually producing
toxin
* EIA
« Looks for the protein (toxin) responsible for the disease
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Guidelines for Diagnosis, Treatment, and Prevention of
Clostridium difficile \nfections

Christina M. Surawicz, MDY, Lawrence | Brandt, MD?, David G. Binion, MD?, Ashwin M. Amntlukrishnan, MD, MPH?, Scott R. Curry, MDY
Peter H. Gilligan, PhD®, Lynne V. McFarland, PhD’*, Mark Mellow, MD* and Brian S. Fuckerbraun, MD*®

Clostridium difficile infection {CDl)is a jeading cause of hnspital-associated gastrnintestinal iliness and places

a high burden on our health-care system. patients with CDI typically have extended lengths-of-stay in hospitals,
and CDlisa frequent cause of large hospital outbreaks of disease. This guideline provides recommendations for
the diagnosis and management of patients with CDI as well as for the prevention and control of outbreaks while
supplementing previously published guidelines. New molecular diagnostic stool tests will likely replace current
enzyme immunoassay tests. We suggest treatment of patients be stratified depending on whether they have
mild-tn-moderate. seyere, Of complicated disease. Therapy with metronidazole remains the choice for mild-
to-moderate disease but may not be adequate for patients with severe of complicated disease. We propose

a classification of disease severity to guide therapy that is useful for clinicians. We review current treatment options
for patients with recurrent cDI and recommendations for the control and prevention of outbreaks of CDI.

Ain } (;us!romu‘cnﬂ 201% 108:478-498; Jdoi:10.1038/31% 2013.4; uhlished online 26 February

2013
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Treatment, and Prevention of
Clostridium difficile

Infections

Christina M. Surawicz, MDY, Lawrence | Brandt, MD?, David G. Binion,

MD?, Ashwin N. Ananthakrishnan, MD, MPH?, Scott R. Curry, MDD,
Peter H. Gilligan, PhD®, Lynne V. McFarland, PhD4, Mark Mellow, MD*

and Brian 5. Zuckerbraun, MD*

Clostridium difficile infection (CDl)isa jeading cause of hnspital-associated gastraintestinal iliness and places
a high burden on our health-care system. patients with CDI typically have extended lengths-of-stay in hospitals,
and CDlisa frequent cause of large hospital outbreaks of disease. This guideline provides recommendations for

the diagnosis and management of patients with CDI as well as for the prevention and control of outbreaks while
supplementing previ ly published guideline New mol

\ar diagnostic stool tests will likely replace current
enzyme immunoassay tests. We suggest treatment of patients be stratified depending on whether they have
mild-tu-moderate, seyere, Of complicated disease. Therapy with metron idazole remains the choice for mild-
to-moderate disease but may not be adequate for patients with severe of complicated disease. We propose

a classification of disease We review current treatment options

severity to guide therapy that is useful for clinicians.
for patients with recurrent cDI and recommendations for the control and prevention of outbreaks of CDI.
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Christina M. Surawicz, MDY, Lawrence | Brandt, MD?, David G. Binion, MD?, Ashwin N. Ananthakrishnan, MD, MPH?, Scott R. Curry, MDD,
Peter H. Gilligan, PhD®, Lynne V. McFarland, PhD4, Mark Mellow, MD* and Brian S. Fuckerbraun, MD*®

Clostridium difficile infection (CDl)isa jeading cause of hnspital-associated gastraintestinal iliness and places

a high burden on our health-care system. patients with CDI typically have extended lengths-of-stay in hospitals,
and CDlisa frequent cause of large hospital outbreaks of disease. This guideline provides recommendations for
the diagnosis and management of patients with CDI as well as for the prevention and control of outbreaks while
supplementing pr iously published guideline New molecular diagnostic stool tests will likely replace current
enzyme immunoassay tests. We suggest treatment of patients be stratified depending on whether they have
mild-tu-moderate, seyere, Of complicated disease. Therapy with metron idazole remains the choice for mild-
to-moderate disease but may not be adequate for patients with severe of complicated disease. We propose

a classification of disease severity to guide therapy that is useful for clinicians. We review current treatment options
for patients with recurrent cDI and recommendations for the control and prevention of outbreaks of CDI.
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Classification

Clinical presentation

Nonsevere WBC <15000/pL and serum creatinine
<1.5 mg/dL

Severe WBC >15000/pL or serum creatinine
>1.5 mg/dL

Fulminant Hypotension/shock, ileus, or megacolon

Abbreviation: WBC, white blood cell count.




Treatment - non severe CDI

« Metronidazole? * Vancomycin 129mg po qé hours x10 days
* Fidaxomicin 200mg po bid x10 days

[l Fidaxomicin [ ¥Wancommcin
(57 The NEW ENGLAND
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Figure 2. Rates of Primary and Secondary End Points.
For the primary outcome of clinical cure, the lower boundary of the 97.5% confidence interval for the difference in
cure rates between fidaxomicin and vancomycin was -3.1 percentage points in the modified intention-to-treat {(mITT)
analysis and 2.6 percentage points in the per-protocol (PP) analysis.

Louie TJ, MillerMA, Mullane KM, et al. Fidaxomicin versus vancomycin for Clostridium difficile infection. N Engl J Med 2011;364:422-31



Treatment - recurrence <

* Use something different!

fecal microbiota
spores, live-rpX
VOWST




Treatment - severe and fulminant CDI

* Vancomycin 125mg po q6 hours x10 days
* Fidaxomicin 200mg po bid x10 days

* Vancomycin 500mg po q6 hours +
vancomycin enemas (6 hours if

Ileus + IV metronidazole
e FMT

* Look for pseudomembranes




CDIl Recurrence

* Retest?
e “window of vulnerability”
e Role of bezlotuxumab?




Probiotics?
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