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INTRODUCTION

The Clostridium difficile infection (CDI) Pace of Progress survey was conducted 
January 14-28, 2013 among APIC’s 14,000 U.S. members. APIC asked infection 
preventionists currently practicing in U.S. healthcare facilities to take a 26-question 
survey on policies and practices that have been put in place to address CDI since 
March of 2010. A total of 1,087 members completed the survey.

The Pace of Progress survey was intended as a general poll to provide an  
overview of trends at member facilities, rather than a formal scientific study. The 
intent is to help inform dialog and indicate areas where more in-depth research 
might be beneficial.

ABOUT C. DIFFICILE INFECTION

C. difficile is a potentially life-threatening bacterium that 
causes diarrhea and more serious intestinal conditions. 
CDI appears to be rapidly increasing and is linked with 
14,000 deaths in the United States each year, according 
to the Centers for Disease Control and Prevention.1 It is 

frequently associated with previous antibiotic use and 
is commonly contracted by the elderly and those with 
recent exposure to hospitals, nursing homes, and other 
healthcare institutions.

1. The Centers for Disease Control and Prevention. Making Health Care Safer: Stopping C. difficile Infections. 2012. Available at: http://www.cdc.gov/vitalsigns/HAI/.  
Accessed March 1, 2013.
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• Resources for hiring are not commensurate 
with the scope of the problem. Although 
CDI rates are at historic highs, only one in five 
respondents (21 percent) have been able to add 
more infection prevention staff in the last three years.

• APIC tools are helping. Nearly four out of five 
respondents (78 percent) have used the APIC 
Implementation Guide on CDI to help identify or 
guide improvements. APIC has released a second, 
expanded edition that showcases tools and 
resources for prevention programs. Visit  
www.apic.org/implementationguides to learn more.

RESOURCES

• CDI prevention activities are on the rise, but 
they are not yielding large improvements. 
Seventy percent of respondents have adopted  
additional interventions to address the problem of 
CDI since March of 2010, but only 42 percent have 
seen a decline in their healthcare facility-associated 
CDI rates during that time period; 43 percent have 
not seen a decline in their rates.

• Healthcare facilities are making CDI a tracking 
and monitoring priority. Three-quarters of 
respondents (75 percent) had been performing 
surveillance for CDI before the Centers for Medicare 
& Medicaid Services (CMS) reporting requirements 
went into effect in January 2013.

• Isolation of CDI patients varies widely among 
facilities. More than four in 10 respondents 
(42 percent) keep CDI patients in isolation for the  
duration of their stay. A quarter (25 percent) keep 
such patients in isolation until treatment has started 
and there has been no diarrhea for 48 hours.  
There is no national practice recommendation for 
discontinuation of contact precautions for CDI. 

• More than three-quarters of facility policies (77 
percent) promote soap and water handwash for 
CDI patients, but also have alcohol-based hand 
rubs (ABHR) available on the units. Fifteen percent 
of facilities surveyed also promote soap and water 
handwash for CDI patients but do not provide ABHR 
in patient care areas. Ten percent of respondents 
indicate that their policy requires the use of soap 
and water handwash for CDI patients in outbreak 
situations, and 8 percent said their hand hygiene 
policy is the same for CDI and non-CDI patients. 
Current opinions regarding the use of handwashing 

with soap and water instead of ABHR are conflicting. 
Recommendations on the use of soap and water in 
outbreak settings are based on the theoretical benefit 
of physical removal and dilution of spores by friction 
and rinsing rather than definitive evidence. 

• Environmental cleaning programs have been 
enhanced, but monitoring the effectiveness 
of cleaning has not kept pace. More than nine 
in 10 respondents (92 percent) have increased the 
emphasis on environmental cleaning and equipment 
decontamination practices since March 2010, but 
64 percent said they rely on observation, versus 
more accurate and reliable monitoring technologies 
to assess cleaning effectiveness. Fourteen percent 
said that nothing was being done to monitor room 
cleaning. Because C. difficile spores can survive in 
the environment for many months and are highly 
resistant to cleaning and disinfection, environmental 
cleaning and disinfection are critical to prevent the 
transmission of CDI.

• Bleach is widely used over newer disinfecting 
technologies. Two-thirds of respondents (67 percent) 
use bleach for all daily and discharge cleaning of 
rooms with CDI patients; 9 percent have used at least 
one of the emerging disinfection technologies such as 
ultraviolet light or vaporized hydrogen peroxide.

• Antimicrobial stewardship programs are slowly 
increasing. Sixty percent of respondents have 
antimicrobial stewardship programs at their facilities, 
compared with 52 percent in 2010. Because 
antimicrobial use is one of the most important 
risk factors for CDI, stewardship programs that 
promote judicious use of antimicrobials should be 
encouraged. 

HOSPITAL POLICIES AND PREVENTION ACTIVITIES

SURVEY HIGHLIGHTS
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ABOUT THE ASSOCIATION FOR PROFESSIONALS IN INFECTION  
CONTROL AND EPIDEMIOLOGY (APIC)

APIC is the leading professional association for infection 
preventionists (IPs) with more than 14,000 members. 
APIC’s mission is to create a safer world through 
prevention of infection. The association advances its 
mission through patient safety, implementation science, 
competencies and certification, advocacy, and data 
standardization.

Most APIC members are nurses, physicians, public 
health professionals, epidemiologists, or medical 
technologists who:

• Collect, analyze, and interpret health data in order to 
track infection trends, plan appropriate interventions, 
measure success, and report relevant data to public 
health agencies

• Establish scientifically based infection prevention 
practices and collaborate with the healthcare team to 
assure implementation

• Work to prevent healthcare-associated infections 
(HAIs) in healthcare facilities by isolating sources of 
infections and limiting their transmission

• Educate healthcare personnel and the public about 
infectious diseases and how to limit their spread

APIC’s educational programs, products, and services 
support the infection prevention activities of the many 
patient safety stakeholders. APIC collaborates with 
other professional associations, consumer groups, and 
thought leaders, as well as regulatory and accrediting 
bodies, to maximize the synergy of shared interests and 
resources with the goal of improving patient outcomes. 
Visit APIC online at www.apic.org.

• The majority of survey respondents work in acute care 
settings (78 percent). Respondents also work in long-
term care (9 percent), ambulatory care (4 percent), 
and other settings (9 percent) such as long-term acute 
care, rehabilitation, behavioral health, and hospice. 

• Nearly half of infection preventionists surveyed  
(46 percent) report that they are board certified 
by the Certification Board of Infection Control and 
Epidemiology, with another 31 percent pursuing 
certification in 2013. 

BACKGROUND

• Those who have not adopted more aggressive 
CDI prevention measures already have strong 
programs in place. Among those who have not 
adopted more aggressive measures to combat CDI 
in the last three years, the most common reasons 
cited were best practices are already in place (65 
percent), CDI was not identified as a high-priority 
problem for their facility (37 percent), there is an 
infection control plan to increase interventions in the 
event of an outbreak (34 percent), and CDI rates are 
declining with current practices (18 percent).

• Patient education lags behind provider 
education. Eighty-five percent of survey respondents 
say they or others at their facility have participated in 
educational offerings about CDI; only 50 percent have 
initiated patient education programs about CDI.

• A third of respondents (30 percent) have 
participated in a CDI learning collaborative. 
Learning collaboratives bring together hospitals and 
health facilities in a specific region to share best 
practices, provide training, and implement successful 
prevention approaches. 

SURVEY HIGHLIGHTS (continued)
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4Since March 2010, based on your surveillance,  
has there been a decline in your healthcare facility-
onset/healthcare facility-associated CDI rate?   

Yes

42%
No

43%

SURVEY QUESTIONS AND ANSWERS

1Since March of 2010, has your healthcare 
facility adopted any additional interventions 
to address the problem of CDI?  

Yes

70%

No

24%

Do Not Know

6%

2If you answered “no” to question 1, is your 
facility planning to adopt additional  
interventions within the next fiscal year?   

Yes

15%

No

55%

Do Not  
Know

30%

Do Not Know

15%

5Have you used information provided in the APIC  
Implementation Guide (formerly “Elimination Guide”) 
on CDI to help identify or guide improvements?   

Yes

78%

No, I am not familiar  
with this resource

9%

CDI was not identified as a high-priority problem for the facility in the current infection control risk assessment. 37%
CDI rates are declining with current practices. 18%
Best practices are already in place. 65%
There are no resources to change current approach. 8%
There is no clinical or senior leadership support for a more aggressive CDI prevention program. 5%
There is a lack of knowledge regarding how to proceed in developing or implementing a more comprehensive  
program to address the CDI risk at the facility.

8%

Changes are planned, but have not yet been implemented. 11%
There is an infection control plan to increase interventions in the event of an outbreak. 34%
Other Answers 7%

3 If nothing has changed with regard to your CDI prevention program, we’d like to know more.

No, I have not

13%
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The policy is the same for CDI and non-CDI patients. 8%
The policy promotes soap and water handwash 
when caring for CDI patients. Alcohol-based hand 
rubs remain available in CDI patient care areas.

77%

The policy promotes the use of soap and water 
handwash when caring for CDI patients. Alcohol-
based hand rubs are not available in CDI patient 
care areas.

15%

The policy requires the use of soap and water hand-
wash for CDI patients in outbreak situations.

10%

6What is your hand hygiene policy when caring  
for CDI patients? 

7Have you added more infection prevention 
and control staff or had an increase in hours 
dedicated to infection prevention and control 
at your facility since March 2010?

Yes

21%
No

77%

Do Not Know

2%

Yes

75%

No

21%

8aFrom March 2010 to December 2012 (before CMS  
reporting requirements went into effect in January 2013), 
was CDI reporting part of your surveillance? 

8bFrom March 2010 to December 2012 (before CMS  
reporting requirements went into effect in January 
2013), did your facility voluntarily use the MDRO  
reporting module in NHSN for CDI?   

Yes

27%
No

67%

Do Not Know

7%

8dSince March 2010, has your facility participated in a 
CDI collaborative? (Any type of collaborative – local, 
state, regional, etc.)  

Yes

30%
No

62%

Do Not Know

8%

Do Not Know

4%

8cDoes your facility monitor CDI rates, including possible 
clusters or trends, based on room assignment, discharge/
transfer/admit patterns, and/or other transitions in care?

Yes,  
we do 
it routinely

65%

No

7%
Do Not Know

1%
Yes, but 
only when  
a problem  
is suspected

27%

SURVEY QUESTIONS AND ANSWERS
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SURVEY QUESTIONS AND ANSWERS

9aSince March 2010, have you or other infection  
prevention staff at your facility participated in  
educational offerings about CDI prevention?

Yes

85%

No

12%

Do Not Know

3%

9bSince March 2010, have you initiated patient 
education programs about CDI?

Yes

50%

No

45%

Do Not Know

4%

Routine hospital disinfectant is used for all room cleaning and disinfection. 5%
Sodium hypochlorite (bleach) solution is used during outbreaks or rate increases only. The routine hospital disinfectant  
is used at all other times and for all other rooms.

6%

Sodium hypochlorite (bleach) solution is used for all daily and discharge cleaning of rooms with CDI patients.  
The routine hospital disinfectant is used for all other rooms.

67%

Sodium hypochlorite (bleach) solution is used for all the disinfection of all rooms, at all times. 9%
Hydrogen peroxide is used during outbreaks or rate increases only. The routine hospital disinfectant is used at all other  
times and for all other rooms.

0%

Hydrogen peroxide is used for all daily and discharge cleaning of rooms with CDI patients. The routine hospital  
disinfectant is used for all other rooms.

1%

Hydrogen peroxide is used for all the disinfection of all rooms, at all times. 1%
Other Answers 10%

11bWhich of the following most accurately describes your current facility policy regarding room cleaning 
for patients with CDI? 

11aHave you increased the emphasis on environmental 
cleaning and equipment decontamination practices 
since March 2010?   

Yes

92%

Do Not Know

2%
No

6%

Until after treatment has started, and there  
has been no diarrhea for 48 hours 

25%

Until after treatment has started, and there  
has been no diarrhea for 72 hours

9%

For duration of hospitalization/until discharge 42%
Until CDI testing is negative 5%
Other Answers 19%

10How long are CDI patients kept on contact precautions?  
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12aDoes your facility have an antimicrobial  
stewardship program?   

No

36% Yes

60%

Do Not Know

3%

12cSince March 2010, have you increased the monitoring 
and/or evaluation of antimicrobial use in your facility?   

No

30% Yes

60%

Do Not Know

10%

Ultraviolet light 7%
Vaporized hydrogen peroxide 1%
Both 1%
Neither 88%
Do Not Know 2%
Other Answers 2%

11cHave you used any of the emerging  
disinfecting technologies to address CDI? 

Adenosine triphosphate (ATP) 22%
Fluorescing products 33%
Observation of room cleaning practices 64%
None 14%
Other Answers 4%

11dIdentify any of the following that have been used to monitor 
the effectiveness of environmental cleaning in your facility. 

Infectious Diseases physician or  
other physician 

50%

Infection prevention program 42%
Microbiology 34%
Pharmacy 57%
Nursing 20%
We do not have an antimicrobial  
stewardship program

35%

Other Answers 6%

12bWho is involved in the Stewardship Program? 

SURVEY QUESTIONS AND ANSWERS
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SURVEY QUESTIONS AND ANSWERS

Acute care 78%
Long-term care 9%
Ambulatory care 4%
Other Answers 9%

13Which of the following best represents your primary  
place of employment? 

Yes, I am currently certified. 46%
No, but I have been certified in the past. 2%
No, but I am currently pursuing certification  
in 2013.

31%

No, and I do not plan to pursue certification  
at this time.

20%

14Are you board certified by the Certification Board  
of Infection Control and Epidemiology (CBIC)? 

15How many licensed beds are at your facility?

< 50

51-100

101-200

201-500

> 500

Not 
applicable

19%
13%

20%
34%

11%
3%
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Hand hygiene 24%
Pathogenesis/transmission 38%
Current and emerging treatments 59%
Diagnostic methods 29%
Current and emerging trends in surface disinfection 66%
Implementing antimicrobial stewardship programs 46%
Emerging research on CDI prevention 56%
Help with NHSN CDI reporting 35%
Other Answers 3%

17Are there topics related to CDI that you would like to see APIC address and provide additional information about?   

AL 1% 16
AK 0% 4
AZ 2% 27
AR 1% 12
CA 7% 72
CO 2% 17
CT 1% 6
DE 0% 4
DC 0% 1
FL 4% 48
GA 2% 22
HI 1% 8
ID 1% 9
IL 7% 71
IN 2% 27
IA 1% 15
KS 3% 28
KY 2% 20

LA 2% 20
ME 1% 11
MD 2% 21
MA 1% 13
MI 3% 30
MN 3% 29
MS 1% 10
MO 3% 34
MT 1% 8
NE 1% 10
NV 0% 3
NH 1% 10
NJ 3% 28
NM 1% 10
NY 5% 58
NC 2% 20
ND 1% 9
OH 5% 50

OK 2% 17
OR 1% 11
PA 5% 59
RI 0% 3
SC 1% 16
SD 1% 8
TN 1% 15
TX 6% 65
UT 0% 4
VT 0% 4
VA 2% 24
WA 2% 20
WV 1% 11
WI 4% 41
WY 0% 5
QC 0% 1
VI 0% 2

16In which state is your facility located?

SURVEY QUESTIONS AND ANSWERS


