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To Describe: 

• The C-difficile outbreak  at St Joseph’s 

•  Lessons Learned 

 

Objectives 



The Bug 

• Only really known to cause human disease since late 1980’s  

• Lives and grows in the bowel when good Bacteria are killed – 

antibiotics are the major cause 

• Became much more dangerous in around 2000-Quebec 

outbreaks-severe disease with high death rate- the bug changed 

• Key problem – forms spores quickly which are very hard to kill 

• Severe cases can contaminate room in 8 hours- diarrhea 

• Spread by hands, clothes, equipment  

• 75 % of our patients had the toxigenic strain 

– It will be a constant threat  



Virulent Strain  

• Produces more toxins 

– 16 times more toxin A 

– 23 times more toxin B 

• Causes more severe disease (toxic 

mega-colon) in populations previously 

at low risk 

• Fluoroquinolones identified as the most 

important risk factor during Quebec 

epidemic. Clin Infect Dis 2005;41:1254-60. 

 



Why is it important? 

• Severe disabling and lethal disease 

• Many cases may be preventable 

• Hospital environment high risk 

• Costly at least $1 Million for this outbreak... 

• Challenging for staff  

• Effects the reputation of the organization 

– Reduced public confidence 

 



Climbing Numbers 

September (8 Cases)-triggers discussions 

with PH 

October (15 cases)-Outbreak declared 

November 1st 

November (26 cases)- ICRT team 

requested 
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How Do We Manage It? 



ICRT Recommendations 

• 26  recommendations in total 

• 8 interventions added by Outbreak 

Committee 
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Recommendations 

• Limit patient transfers for clinical 

reasons only 

• Allow patients in Contact Precautions 

out of their rooms 

• have access to nurse servers only from 

the hallway 
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Recommendations 

 

• Continue IPAC daily surveillance of CDI 

cases 

• Increase IPAC visibility on the wards 

• IPAC medical director to meet regularly 

with the team 
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Recommendations 

• Ensure IPAC education is provided to 

all new employees including students 

• Reinvigorate hand hygiene program 

          include 4 moments of HH education 

          ensure consistency of auditing 

• Continue to use ABHR for all patients 

including those with CDI 
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Recommendations 

• Get keyboard skins 

• Human waste management 

– Stop use of spray wands 

– Place barriers around all toilets in open 

areas 

– Use bedpan liners (hygie bags) 

– Assist patients to clean their hands after 

commode use  
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Recommendations 

• Environmental  Cleaning 
• Stop twice daily double cleaning 

• Ensure 10 minute contact time is achieved 

• Terminal clean all units with a sporicidal agent 

including common areas and high touch surfaces 

• Clean all patient rooms on units with high rates of 

C-diff twice daily for the next 1-3 weeks (Nov 17) 

• Continue trial of decontamination room and use of 

cart wash 

• Continue trial of  system to indicate clean shared 

equipment 
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Recommendations 

• Environmental cleaning (con’t) 

– Ensure cleaning procedure is from clean to 

dirty  

– Ensure education is provided to ES staff 

with any changes to practice 

– Establish threshold for unit terminal 

cleaning 
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Additional Interventions 

• Probiotic yogurt on all meal trays 

• Management of hygiene tools like bath 

basins 

• Purchase of additional dedicated 

equipment 

• Fecal transplants 

• PCR testing 
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Recommendations 

• Ensure consistent training and 

communication with porters 

• Develop a system to check mattress 

integrity 

• Dedicate part of an ID physician’s time 

to antibiotic stewardship 

• Remove tape from equipment  
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FIGHTING 
INFECTION 
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KEY PRIORITIES – “CLEAN & LEAN”  
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What did we learn? 

• The number of patients from community is 

increasing 

• It is complicated-need to simplify 

• This bug is an ever present menace 

• Requires consistent approach 

• Everyone has to buy in 

• Our staff are very innovative- great ideas 

 



What did we learn? 

• The key combination of 

– Hand Hygiene 

– PPE 

– Cleaning  

– Equipment cleaning availability 

– Antibiotic control 

• REMAINS FUNDAMENTAL 

• THERE IS NO SINGLE FACTOR  



What do we need to do? 

1. Infection control is part of all of our job 

2. communication, communication, 

communication 

3. Staff asked to tell managers about any 

gaps and suggest a solution 



New Focus 

• Enabling staff and patients to ensure we 

are top performers in hand hygiene. 

• New cleaning processes 

• New equipment 

• Antibiotic control 

• Focus on the 5 C’s: Reduce confusion 

and make things simpler 

 

 



 
 

 
 

 



Managing waste in Space 
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Questions   


