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Clostridium difficile: Media Factsheet 
 

 

Clostridium difficile – the leading cause of antibiotic-associated diarrhoea 

 

Clostridium difficile (C. difficile) is a species of bacteria found widely in the environment and in 

the intestinal tracts of animals.1 The bacteria are also present naturally in the gut of up to 3% 

of healthy adults.2 Normally, C. difficile bacteria do not cause any problems in healthy 

individuals. However, the use of antibiotics can alter the balance of bacteria in the gut, 

reducing the number of ‘good’ bacteria and allowing C. difficile bacteria to multiply and 

produce toxins (poisons).3 These toxins lead to diarrhoea and other intestinal complications, 

that in some cases can be severe and even life threatening.2 This condition is known as C. 

difficile infection (CDI) or C. difficile-associated diarrhoea (CDAD).2  

 

C. difficile bacteria can spread easily. Once overgrowth of C. difficile bacteria occurs in the 

gut, hardy spores (seeds) are produced that are expelled in the faeces. These spores can live 

outside the human body for weeks, or even months, and can be passed from patient to patient 

via faecal-oral transmission.4  

 

CDI is responsible for: 

o 10-25% of antibiotic-associated diarrhoea (ranging from mild to severe)2 

o 50-75% of antibiotic-associated colitis (inflammation of the colon)2 

o 90-100% of antibiotic-associated pseudomembranous colitis2 

 

Symptoms of CDI include diarrhoea, abdominal cramps and fever4 and severe cases can 

require bowel surgery and even lead to death.5  

 

A common healthcare-acquired infection (HAI) 

 

CDI is the leading cause of healthcare acquired diarrhoea in adults5 and has become an 

increasing problem in hospitals, nursing homes and other long-term care facilities.2 CDI can 

spread throughout the hospital or care home environment.6 Transmission can be from patient 

to patient via contaminated hands of healthcare workers, or by environmental 

contamination.1,7 

  

C. difficile can be found on most dry surfaces in hospitals (railings, bedpans, walls, floors, 

sinks etc.) where spores may persist for months.4 These spores can withstand many 

chemicals e.g. most disinfectants and alcohol-based hand cleansers.4,6  

 

Hospital patients are most at risk 

 

A person’s risk of CDI increases with a longer period of hospitalisation.8 In addition to length of 

hospital stay, other in-hospital risk factors include: 

 Advanced age (≥65)6  

 Use of broad spectrum antibiotics and/or prolonged exposure to antibiotic therapy6 

 Immunodeficiency (patients who are immuno-compromised such as transplant patients 

or those with HIV)9  

 Renal impairment10 

 Presence of other severe disease6 

 Use of enemas and prolonged nasogastric tube insertion6 
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Frail patients with serious underlying conditions such as chronic kidney disease, cancer, or 

who are immunocompromised are at increased risk of serious complications associated with 

CDI.9,11,12,13 In these patients increased clinical suspicion, earlier diagnosis and prompt 

treatment may be warranted.13,14 

 

A recurring problem  

 

Recurrence of CDI occurs in up to 25% of patients within 30 days of initial treatment with 

current therapies.15,16,17 The European Society of Clinical Microbiology and Infectious 

Diseases (ESCMID) has identified recurrence as being the most important problem in the 

treatment of CDI.18  

 

An increasing global problem  

 

An increase in overall incidence of CDI has been highlighted by outbreaks of more severe 

disease, caused by a specific strain of C. difficile bacteria, than was previously observed.4 

  

As a result of this increase, the impact of CDI on modern healthcare is significant, with 

treatment and management costs currently estimated in the European Union at €3,000 million 

per year.19 In the US, costs are estimated at between $2,872 and $4,846 per case for primary 

CDl with a three-fold increase in total costs for recurrent cases.20 

 

The increasing rates of CDI recurrence and the high costs of CDI care highlight the need for 

prompt diagnosis, more effective infection control, and novel treatments to address this 

important health issue.  
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