
 

Clostridium difficile (C. difficile) is a motile, 

spore-forming, Gram-positive anaerobic bacil-
lus. It commonly appears in the faeces of neo-
nates and infants until the age of weaning but is 

generally not found in adult faeces. C. difficile 
is present in the normal intestinal microbiota of 

1–3% of healthy adults and 15–20% of infants. 
These percentages can increase during extended 

hospitalization and after surgery. Clinical symp-
toms range from an asymptomatic carrier state 

to varying degrees of diarrhoea, and in the most 
severe cases, life-threatening colitis. Pseudo-
membranous colitis signifies an advanced stage 

of the disease and in some instances, colonic 
distension can develop, which is referred to as 

toxic megacolon. However, the bacterium can 
also reside in the gut without causing symp-

toms, potentially leading to silent transmission. 

Clostridium difficile infection (CDI) remains a 
significant and evolving challenge for global 

healthcare systems. The bacterium was first 
isolated from stool samples of neonates in 1935. 

Over the last decade, the frequency and severity 
of CDI have risen globally, making it one of the 

most common hospital-acquired infections. 
Clostridium difficile–associated diarrhoea 

(CDAD) has emerged as a major healthcare-
associated infection in North America, Europe, 

Western and South East Asian countries. It is 
estimated that 15,000 to 20,000 patients die 

annually from CDI in the United States. In some 
regions, it has surpassed methicillin-resistant 
Staphylococcus aureus (MRSA) as the most 

common cause of healthcare-associated infec-
tions. However, specific epidemiological data 

may vary by region and over time. 

A study conducted in 2011-2012 at the National 
Hospital Colombo among all patients admitted 

with acute severe ulcerative colitis (ASUC) 
concluded that there is a high prevalence of 

Clostridium difficile infection among Sri 
Lankan patients with ASUC.  

CDAD has not been extensively studied in Sri 

Lanka, but existing data indicate that CDAD 
cases are seen but the prevalence remains rela-

tively low compared to global figures. Further-
more, advanced age and the use of cephalospor-
ins, carbapenems, extended-spectrum penicil-

lins, and macrolides are identified as the factors 
associated with CDAD. Diagnosing CDAD is 

becoming increasingly important, as the rates 
can be raised due to the uncontrolled use of 

broad-spectrum antibiotics. 

Risk factors for CDI include advanced age (over 
65 years), recent antibiotic use (within the last 2 

months), gastric acid suppression, recent hospi-
talization, immunosuppression (such as from 
HIV, cancer, or organ transplantation), and in-

fection with highly virulent strains. The organ-
ism produces an enterotoxin (toxin A) and a 

cytotoxin (toxin B), and some strains produce a 
third toxin known as binary toxin. 
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Key facts: 

 Clostridium difficile is one of the most common and 

antibiotic associated diarrhoea 

 Patients present nosocomial infections with symp-

toms such as diarrhoea, abdominal pain, leucocyto-

sis, and often report recent antibiotic usage. 

 Clinical signs typically manifest between day 4 and 

9 of antibiotic therapy, though they can appear as 

late as eight weeks after discontinuation of antibiot-

ics. 

 Management involves discontinuing the responsible 

antimicrobial agent and initiating therapy with oral 

metronidazole/ vancomycin or fidaxomicin. Surgi-

cal intervention may be required for severe cases 

 Proper hand washing is paramount in preventing 

infection transmission. 



 

The severity of CDI can be classified as follows. 

 Mild infection: Not associated with an elevated white 

cell count (WCC). Typically involves fewer than 3 epi-

sodes of loose stools per day (loose enough to take the 
shape of the container used for sampling). 

 Moderate infection: Associated with an elevated WCC 

(but less than 15 × 10^9 per litre). Typically involves 3 
to 5 loose stools per day. 

 Severe infection: Characterized by a WCC greater than 

15 × 10^9 per litre, a rapid increase in serum creatinine 

concentration (over 50% above baseline), a temperature 
exceeding 38.5 degrees Celsius, or signs of severe colitis 
(abdominal or radiological evidence). The stool count 

may be a less reliable indicator of severity. 

 Life-threatening infection: Characterized by symptoms 

and signs such as hypotension, partial or complete ileus, 
toxic megacolon, or CT evidence of severe disease. 

 

Laboratory diagnosis of CDI involves: 

Faecal samples should be as fresh as possible and submitted in 

a clean, watertight container. Specimens should be transported 
immediately and stored at 2°C to 8°C until tested because the 

toxin can be inactivated at room temperature. Phosphate buff-
er solution (PBS) can preserve C. difficile viability during 

transport and storage. For long-term storage, faecal samples 
should be kept in PBS at 4°C. For outbreak investigations, 
toxin-positive samples should be stored at 4°C or −20°C. One 

or two specimens from a patient with diarrhoea are usually 
sufficient for the detection of C. difficile. Testing three stool 

samples can increase the likelihood of detecting a positive 
result by 10%. 

Detection methods for C. difficile toxins include: 

 Cell Culture Neutralization Assay (CCNA): highly sen-

sitive and specific test that detects C. difficile toxin B in 
cell culture 

 Immunoassays: Enzyme Immunoassay (EIA) and Immu-

nochromatography are main types used. Can detect ei-
ther toxin A alone or both toxins A and B. 

 Nucleic Acid Amplification Tests (NAATs): these in-

clude PCR, real-time PCR, and loop-mediated isother-

mal amplification (LAMP).  

 The Latex Agglutination Assay  

 Other tests:  Gram staining, Counter immunoelectropho-

resis, Chromatography, Rapid membrane tests, Analysis 

of faecal leukocytes and blood 

Treatment: 

Discontinuation of the antibiotic presumed to have caused the 

disease is essential. Treatment is not recommended for asymp-
tomatic individuals. Metronidazole and oral vancomycin are 

the recommended antibiotics for the initial episode. Oral van-
comycin is used for the patients intolerant to metronidazole. 

The routine use of vancomycin is not advised due to the risk 
of developing vancomycin resistance. However, oral vanco-
mycin is recommended for treating severe CDI. Fidaxomicin, 

a new macrocyclic antibiotic, might be preferred over oral 
vancomycin in patients with multiple recurrences. 

Surgical Treatment: Surgery is an option for treating fulminant 

colitis or for patients not responding to medical therapy  

 

Prevention: 

Clinical awareness is crucial. C. difficile is the most common 

cause of hospital-acquired diarrhoea. If a patient develops 
diarrhoea after at least 48 hours in the hospital, specially while 

taking antibiotics, CDI should be considered. In cases of mul-
tiple occurrences in a hospital unit, cross-infection should be 
suspected. Antimicrobial stewardship is crucial. It helps pre-

vent antibiotic resistance by reducing the misuse and overuse 
of antibiotics, which in turn prevents the development of re-

sistant bacteria.  

Patients with CDAD should ideally be isolated to prevent the 
spread of the infection to other patients. Strict infection con-

trol measures are necessary, including barrier nursing, wearing 
personal protective equipment (PPE), following contact pre-

cautions (to prevent direct transmission), and thorough envi-
ronmental disinfection (cleaning surfaces to remove the bacte-
ria). 

Implementing proper infection control measures to prevent 
spread of infection among hospitalized patients will certainly 
reduce healthcare costs. Hand washing with soap and water is 

essential in preventing transmission of CDAD, as alcohol-
based hand rubs are ineffective against spores. Staff education 

on this issue is vital to prevent harm caused by reliance on 
alcohol-based hand rubs, which can give a false sense of secu-

rity.  
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Table 1:  Selected notifiable diseases reported by Medical Officers of Health  15th – 21st  June 2024  (25th  Week) 
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Table 2: Vaccine-Preventable Diseases  &  AFP                                  15th – 21st  June 2024 (25th  Week) 

 

Key to Table 1 & 2 
Provinces:               W: Western, C: Central, S: Southern, N: North, E:  East, NC: North Central, NW: North Western, U: Uva, Sab: Sabaragamuwa. 
RDHS Divisions:    CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara,  JF: Jaffna,                     

KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,  
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla,  MO: Moneragala, RP: Ratnapura, KG: Kegalle. 

Data Sources:  
Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Neonatal Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps., Rubella, CRS,  
Special Surveillance:  AFP* (Acute Flaccid Paralysis ), Japanese Encephalitis  

CRS** =Congenital Rubella Syndrome 
NA = Not Available  
 

Disease 
No. of Cases  by Province 

Number of 
cases 
during 
current 
week in 
2024 

Number of 
cases 
during  
same  
week in 
2023 

Total 
number of 
cases to 
date in  
2024 

Total num-
ber of cases 
to date in  
2023 

Difference 
between the 
number of 
cases to date 
in 2024 & 2023 W C S N E NW NC U Sab 

AFP*  00 00 01 00 00 00 00 00 00 01 02 36 45 -20 % 

Diphtheria 00 00 00 00 00 00 00 00 00 00 00 00 00 0 % 

Mumps 02 01 00 00 01 00 00 00 01 05 06 144 107 34.5 % 

Measles 00 00 00 00 00 00 00 00 01 01 06 213 13 1538.4 % 

Rubella 00 00 00 00 00 00 00 00 00 00 00 02 01 100 % 

CRS** 00 00 00 00 00 00 00 00 00 00 00 00 00 0 % 

Tetanus 00 00 00 00 00 00 00 00 00 00 00 04 05 -20 % 

Neonatal Tetanus 00 00 00 00 00 00 00 00 00 00 00 00 00 
0 % 

 

Japanese Enceph-
alitis 

00 00 00 00 00 00 00 00 00 00 00 01 02 -50 % 

Whooping Cough 07 00 00 00 00 00 00 00 00 07 00 25 04 525 % 

 

Number of Malaria Cases Up to End of  June 2024, 

04 
All are Imported!!! 


