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Clostridioides Difficile (formerly Clostridium) UHL 
Guideline  

 B35/2006 

 

1. Introduction & Scope 
Clostridioides difficile (C. difficile, formerly called Clostridium difficile) is an anaerobic bacterium that causes infections of 
the gastrointestinal tract and is associated with significant morbidity and mortality. There is a strong association between 
the use of antibacterial drugs (especially broad spectrum agents) and the development of C. difficile infection. Therefore, 
all users of this guideline are directed to the Trust’s Antimicrobial Prescribing Policy (available on insight) and the Start  
Smart Then Focus guidance (available from Public Health England)  
 
These guidelines are for the treatment of adult patients with either suspected or confirmed C. difficile infection. 
 

2. Education and Training  

No additional education or training is required. 

 

3. Guideline Standards and Procedures  

3.1. Identifying C. difficile infection  
Consider C. difficile infection in any patient who has diarrhoea (type 6 or 7 stools) or clinical signs of an infection with no 
alternative plausible explanation following or during antibiotic therapy.  
 
 

3.2. Treating C. difficile infection  
Follow the treatment algorithm given in 3.4 for the assessment and initial management of patients with suspected C. 
difficile infection. 
 

3.3. Therapeutic options for C. difficile infection  
Follow the treatment algorithm given in 3.4 to determine the treatment options to be used. More information on the use of 
the recommended agents is given here.  
 

Metronidazole 

 The oral dose for C. difficile infection is 400 mg every 8 hours 

 The intravenous dose for C. difficile infection is 500 mg every 8 hours 

 Metronidazole is not sufficient for C. difficile infection if it is given less frequently (i.e. BD/12-hourly). 

 Dose reduction is generally not necessary in renal impairment. Discuss with a pharmacist for further guidance 
and support. 

 Metronidazole liquid is not appropriate for the treatment of C. difficile infection. Tablets can be crushed and 
dispersed if necessary. 

 
Vancomycin 

 The recommended initial dose is 125 mg ORALLY every 6 hours. The IV route is NOT effective for the treatment 
of C. difficile infection. 

 Oral capsules are available from pharmacy and on selected wards and locations at LRI and GGH (contact ward 
or on-call pharmacist if further advice needed) 

 Vancomycin oral solution is available from pharmacy only, as this medicine is not licensed in the UK. Contact 
ward or on-call pharmacist for supplies. Vancomycin oral solution has a 14-day expiry.  

 Dose reduction is not needed in renal impairment.  

 Levels are not needed as it is not adsorbed from the gastrointestinal tract. 
 
Fidaxomicin 

 This is given 200 mg orally every 12 hours.  

 Tablets can be crushed and dispersed in water if necessary. 

 Prescription can only be authorised by specialist (Dr Bell, Dr Jenkins, Leslene Edwards and Dr Modha) 
 
 
For further advice on drug interactions and patient monitoring speak to your ward pharmacist or see the 
relevant BNF monographs (note – information given here should be used in preference of the BNF). 
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CDT positive result 

 
3.4. C. difficile infection Treatment Algorithm  
 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

 
 
 

 
 

STOP where possible 
 Antibiotics  

 Proton Pump Inhibitors (PPI) and H2-receptor Antagonists 

 Immunosuppressant Therapy and Steroids 

 Laxatives and pro-kinetic agents (e.g. metoclopramide) 

 Opioids and loperamide 
 

Consult Microbiology for advice if antibiotic therapy is still required for treatment of original infection. 
Consider alternatives to PPIs if acid suppression required. 

Send faecal sample to 
Microbiology for C.difficile 

as soon as possible 
 

(NB: does not need to be ‘clean’ 
sample) 

 

Do not send formed stool 
Do not start antidiarrhoeal 

medications 

REVIEW PATIENT FOR ALTERNATIVE CAUSES OF DIARRHOEA BEFORE COMMENCING INVESTIGATIONS OR TREATMENT  
(e.g enteral nutrition, laxatives, drug induced, constipation overflow) 

 

A POSITIVE RESULT FOR C.difficile TOXIN MAY REPRESENT COLONISATION THAT DOES NOT NEED TREATING 

 

On suspicion of CD Infection and while awaiting CDT result 
 

If no markers of severe disease: Enteral metronidazole 400 mg TDS for 10 days 
If any markers of severe disease: Enteral vancomycin125 mg QDS for 10 days 

 
 In oncology and haematology patients: If probable other cause (i.e. not CDI) of diarrhoea is identified, await results before 

initiating C difficile treatment 

 If treating a relapse of CDI: Treat with the antibiotic which was effective for the previous episode. If fidaxomicin was 

previously prescribed refer to CDI Nurse (mobile: 07921545705). A further faecal sample need only be sent if relapse occurs 
>4 weeks after first diagnosis. 

 If patient requires non-CDI antibiotic treatment during treatment for CDI: continue CDI treatment for 7 days after the 

completion of the antibiotic course (up to a max of 4 weeks).   

 Review disease severity daily: If initial mild disease becomes severe switch to oral vancomycin, complete a 10 day course. 

 Negative CdT result: Normally, CDI treatment should be stopped if the CdT result is negative. If there is a strong clinical 

suspicion of CDI, despite a negative CdT result, continue treatment and resend a stool sample after 72 hours. 

 Two consecutive negative results: This gives considerable reassurance that CDI is not present. Consider alternative causes 

and ceasing CDI treatment. 

 If enteral administration is not possible: give IV metronidazole 500 mg TDS for both mild and severe disease, until the 
enteral route is available (to complete a 10 day course). Note: the enteral route is more effective for treating C. difficile 

associated diarrhoea.  

 If ileus or toxic megacolon develop, or if clinical deterioration consider escalation: Add in Metronidazole IV 500mg TDS, 

consider high dose oral or intracolonic Vancomycin, measure blood lactate and refer to Surgery. Discuss with microbiology.                                      

 
 

ASSESS PATIENT  
These are the markers of severe disease 

Clinical: Temp >38.3, Lab: albumin < 25g/L, WBC > 15x10
9
/L, elevated creatinine (>50% above baseline), raised CRP  

Endoscopic: signs of severe colitis or pseudomembranous colitis Radiological: evidence of severe colitis 

IN HOURS (Mon-Fri 9-5pm) 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

OUT OF 
HOURS 

 

Continue with 
current 
therapy 

 
If clinically 

deteriorated, 
escalate as 

advised 
above  

 
 

CDI or IP Nurse will review patient and further discuss with Microbiology/IDU CDI specialist Consultant 
(Dr Jenkins, Dr Modha and Dr Bell) 

 
Treatment advice and any relevant authorisation will be documented in the 

medical notes for the patient’s medical team to follow up 

 

If fidaxomicin recommended 
Prescribe fidaxomicin 200 mg po/ng 12 hourly for 10 days and document the antimicrobial 

authorisation code on the prescription. 
 

 
IF NO AUTHORISATION CODE IS DOCUMENTED ON THE PRESCRIPTION, FIDAXOMICIN 

CANNOT BE RELEASED FROM PHARMACY 

If patients symptoms have not responded on completion of the full 10 day treatment course, or if 
continuation of concomitant antibiotics are required refer to Senior CDI Nurse / IP Nurse for advice 
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4. Monitoring Compliance 

 

What will be measured to 
monitor compliance  

How will compliance be 
monitored 

Monitoring 
Lead 

Frequency 
Reporting 
arrangements 

Adherence to the guidance 
algorithm and prescribing 
guidance.  

PII audits and outbreak 
RCA meetings 

C difficile 
liaison 
nurse 

as required by 
clinical 
cases/incidence 

Via RCA 
reports 
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7. Review Record 

CONTACT AND REVIEW DETAILS 

Guideline Lead (Name and Title) 
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Medical Director 

Antimicrobial Working Party Review 
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th
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Reference: AWP40  
 

Policy and Guideline Committee Review 
 

Reviewers 
Dr David Jenkins – Consultant Microbiologist  
Leslene Edwards – C. difficile specialist nurse 
Dr Ryan Hamilton – Antimicrobial Pharmacist 
 

Details of Changes made during review: 

Date Issue No. Description of change (if any) 

9.07 2  Tx to continue if clinician suspects CDI even if initial stool test result is 
negative.  

1.09 3  Differentiation of tx depending on the severity of disease. 

10.09 4  Addition of metronidazole interaction warning 

11.10 5  No changes 

10.11 6  Addition of information about the possibility of colonisation.  Addition of CDI 
MDT statement 

6.13 7  Addition of Fidaxomicin. 

12/8/19 8  Reformatted as per Trust requirements 

 Addition of drug-specific information to support prescribing 

 Updated algorithm on current evidence  

 
 


