
In our study, HICDI was defined as any patient admitted in the hospital for >1 day & who
suffered diarrhea & was tested positive for CDI .
 Those presenting to ED & short-stay unit were excluded in our study

CDI: A diagnosis implies
 A laboratory detection of C. difficile toxins &/or toxigenic C. difficile in faeces, rectal 

swab, or bowel contents            PLUS
 Diarrhoea (> 3 stools/day) or toxic megacolon or  pseudo- membranous colitis
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Primary Outcome

Secondary Outcomes

 2-year all-cause mortality in the study group was 40.1 % (187/466), with mortality directly attributed to CDI only 3%.
No significant difference in trend of mortality rates over years.

 Patients suffering > 1 episodes of HICDI had higher 2-year all cause mortality compared to those with single episode 
61.4% vs. 33%, p-value 0.0007, HR 2.26 (95% CI 1.68-3.06).

 2-year mortality for single episode of HA-CDI (54.31%) was not significantly different to that of CA-CDI (46.25%), p-value-0.11. 
On Multivariate Analysis, significant predictors of mortality were:  

#Age (HR 1.04 /year), #Multiple CDI (HR 1.24),   #Chemotherapy (HR 2.7), #Raised WBC (1.78), #Low albumin (HR 2.44 #ICU admission (HR2.09)  
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Median time for developing CDI after hospital admission was 
5 days (IQR 1-17). 
Duration of diarrhea once infected was 6 days (IQR 3-10) 
Pharmacotherapy used (episodes)

o Metronidazole in 68 % (371/544), 
o Sequential metronidazole-vancomycin in 10.29% (56/544) 
o Vancomycin alone in 7.16% (39/544) 
o Combination therapy in 5.5% (30/544) 
o none in 8.8% (48/544).

 Compared to patients without prior antibiotic usage, those 
with prior exposure took 70% longer time for resolution of 
CDI. 

 Factors affecting resolution of CDI tabled above.

No standard definition on what constitutes short-term  or long-
term mortality. Long-term mortality high across the globe.

Number of CDI episodes decreased over the 5-year study period, 
but mortality did not.

Our study had higher CA-CDI rates  compared to a Victorian 
study reported before (2010-2014)

o 20-23.5% vs 40.2% in our study & increasing proportion of 
HA-CDI from 2010 to 2014 (Worth et al)

Predictors of poor outcomes
o Low albumin & ICU admission reported as predictors of poor 

short-term outcome in previous studies.

Balram et al reported significant risk estimates of GI symptoms 
for upto 2 years  after an index CDI episodes (HR 1.47 95%CI 1.04-
2.08).

DISCUSSION

 A Cox proportional hazard 
regression model with time-
varying covariates was used 
to identify and assess the 
significant predictors. 

 The effect measures were 
expressed as Hazard Ratios 
(HR) with 95% confidence 
Intervals (CIs). 

 A multivariable model was 
built for each outcome after 
univariate analysis to 
identify significant factors.

 A p-value <0.05 was 
considered statistically 
significant.
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Factors affecting of CDI resolution

 CDI has significant long-term mortality in hospitalized patients
o It worsens with multiple infections. 
o Mortality rates has remained high over the years across globe

 Antecedent antibiotic exposure significantly impacts the time of 
resolution of diarrhea.

 Infection control behavior & antibiotic stewardship play important 
role in prevention.

 Given a retrospective single center design, its results have limited 
external validity.  


