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These questions are designed to help those undertaking the RCA and may lead the discussion to those areas that have been found to important in other C difficile cases. However, it is not mandatory to ask all questions and formal responses do not need to be recorded unless pertinent. It is the responsibility of each RCA review panel to ensure that they undertake the investigation most appropriate for the patient concerned.

Prior to undertaking the RCA, please refer to pages 6, 10 and 11 of the Clostridium difficile policy

Initial management following hospital admission

1. What date was the patient admitted to hospital? 

2. Where did the patient come from?                                                                                                              

e.g. nursing home, residential care (increased risk of Clostridium difficile) 

3. Was diarrhoea and vomiting risk assessment undertaken and documented within the medical notes?

4. Has the patient had C difficile within the last 12 months? Was this reflected in the medical notes?

5. Does the patient have pre-existing risk factors?


e.g. bowel carcinoma, crohns, colitis, previous antibiotic use, taking proton pump inhibitors, recent bowel surgery, recent hospital admissions, chemotherapy

6. Where was the patient placed initially – was this appropriate? 

7. Was there possible contact with other C difficile infected patients?

8. Was the patient weighed on admission? Evidence of malnutrition?

9. If the patient started antibiotics, was this in keeping with trust guidelines? Did the potential benefit of antibiotic treatment outweigh the potential risks?

10. If started on antibiotics, were appropriate samples taken before starting treatment




e.g. two sets of blood cultures prior to IV therapy, MSU if possible UTI etc? 

11. Was there a valid end date for any antibiotic prescribing? Was this correct?

12. Is there evidence of appropriate review of prescribing, particularly in the light of patient response and culture results?

Start of diarrhoea
13. When did the patient commence with diarrhoea and was it documented in the medical records?

14. Is there an assessment of diarrhoea severity in the medical notes (e.g. frequency, stool consistency, systemic upset including WCC, CRP etc? 

15. Was a sample sent to the lab promptly for testing?

16. If the patient was in a “bay” was the bed area thoroughly cleaned and documentation present in the notes to reflect this?

17. Was a stool chart / fluid balance chart initiated?

18. Did the patient complain of abdominal pain or display signs of distension?

19. Was the patient immediately moved into a side room?

20. Was empirical treatment for C difficile given?

21. Were other antibiotics or other high risk medications ceased?

Diagnosis of C difficile infection
22. If not already happened, following the positive lab report, how quickly was the patient moved into a side room?

23. If not already happened, following the positive lab report, how quickly was C difficile treatment commenced?

24. Was the C difficile treatment in keeping with trust guidelines?

25. If not already happened, following the positive lab report, how quickly were existing medications reviewed?

26. How were other clinical teams on the ward made aware of this new diagnosis?

Treatment of C difficile infection
27. Was the side room cleaned twice daily with hypochlorite solution and was this recorded?

28. What method of hand hygiene was promoted? How?

29. If the patient did not respond to treatment after 3 days, was the consultant microbiologist involved in the patient’s treatment?

30. Were doses of treatment ever missed, eg through patient refusal or medical condition? Is this reflected in the medical notes?

31. Is there evidence of appropriate review of the patient’s progress in the medical notes?

32. Did the patient/relatives/carers receive any information about C difficile?
33. If the patient was discharged, was the letter to the GP sufficient to enable them to continue to give appropriate care?

34. If the patient died, who completed the death certificate and was the cause of death discussed with the supervising consultant and infection control?

35. Do the views expressed by the patient or their representative suggest better ways of doing things?

