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Faecal incontinence is a 
stigmatising and under-reported 
condition that is often neglected 

by healthcare professionals who can 
feel inappropriately skilled to provide 
appropriate care for sufferers. It is 
often the symptom of an underlying 
diagnosis and therefore it is essential 
that the cause is identified. The 
management of faecal incontinence is a 
priority in both acute and community 
care settings to reduce the risk of 
perineal dermatitis, skin breakdown 
and transmission of infection. 

Studies indicate that chronic faecal 
incontinence affects between 1–10% of 
the adult population and that 0.5–1% 
experience regular incontinence 
affecting their quality of life (National 
Institute for Health and Clinical 
Excellence [NICE], 2007). 

The NICE Faecal Incontinence Guidelines
The recently published NICE guideline 
Faecal Incontinence: The Management of 
Faecal Incontinence in Adults (NICE, 2007) 
emphasises the need for individuals 
accessing any continence services to 
be treated by healthcare professionals 
with the relevant training, skills and 
experience. However, many healthcare 
professionals, although familiar with the 
general principles of the guidelines, do 
not have this expertise in the diagnosis 
and treatment of faecal incontinence and 
may only provide management advice 
and product provision. 

This highlights the need for greater 
access to training and education in 
the diagnosing and treatment of faecal 

incontinence for healthcare professionals 
in order that they feel competent and 
equipped to offer the appropriate 
support and treatment.

Unfortunately, however, the 
guidelines only cover chronic faecal 
incontinence and this represents a 
missed opportunity. The authors of 
the guidelines could have also looked 
at the management of acute faecal 
incontinence, especially within acute 
settings. Here, the management of 
Clostridium difficile in particular can lead 
to the loss of dignity for patients, the 
risk of skin breakdown, increasing costs 
and an associated risk of cross-infection 
to healthcare professionals who have to 
deal with soiled pads and bedding. 

Clostridium difficile
Surveillance of C. difficile associated 
disease (CDAD) has been included in 
the mandatory healthcare-associated 
infection surveillance system for acute 
trusts in England since January 2004. 
The scheme is coordinated by the 
HPA on behalf of the Department of 
Health (DoH).

According to a recent press release 
from the Health Protection Agency 
(HPA, 2006), between 2004–2005 cases 
of C. difficile infection in those patients 
aged 65 years and above increased by 
17.2%, from 44,107 to 51,690. Although 
the increase is likely to be due to both 
improved reporting as well as the 
increasing number of cases, it is still a 
disturbing picture.

C. difficile is a spore forming 
anaerobic (i.e. it does not grow in the 
presence of oxygen) gram-positive 
bacterium from the Clostridium family. 
It is found in a small proportion of 
healthy adults (less than 5%) and its 

normal habitat is in the large intestine 
where there is little oxygen. Normally 
it is kept in check by the ‘good’ bacteria 
of the intestine. Although C. difficile was 
first described in the 1930s, it was not 
identified as cause of diarrhoea following 
antibiotic therapy until the 1970s.

C. difficile causes diarrhoea, which 
can range from mild to very severe 
with ulceration and bleeding from the 
colon (colitis). At worst it can lead to 
perforation of the intestine leading to 
peritonitis. Generally C. difficile only 
thrives when the healthy intestinal 
bacteria have been killed off by 
antibiotics, which allows the bacteria to 
multiply, producing two toxins (A and B) 
that damage the lining of the intestine 
resulting in diarrhoea. 

C. difficile usually occurs in patients 
who have been treated with broad 
spectrum antibiotics and most of those 
affected are older people with serious 
underlying conditions. It often affects 
patients following gastrointestinal 
surgery/manipulation or those who 
have been in a healthcare setting for 
an extended period. The majority of 
infections occur in secondary care or in 
nursing homes, but it can occasionally 
occur in the community. 

Infection 
In most cases C. difficile develops after 
cross infection from another patient, 
either through direct contact via 
healthcare staff, or via a contaminated 
environment. A patient with C. difficile  
diarrhoea excretes large numbers of 
spores in their liquid faeces. These 
spores can contaminate the general 
environment around the patient’s 
bed (including surfaces, keypads, 
equipment), toilet areas, sluices, 
commodes and bed-pan washers. The 
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spores can survive for a long time 
and be a source of hand-to-mouth 
infection for others who have also 
taken antibiotics (DoH, 2007).

Action against C.difficile 
Despite the lack of provision in the 
recent NICE guideline for dealing with C. 
difficile, there are policies that healthcare 
professionals can follow. Prevention 
and control of healthcare-associated 
infections should be embedded into 
everyday practice and this applies 
to everyone working in healthcare, 
whatever the discipline. The Health Act 
2006 (DoH, 2006) provides plans for 
NHS bodies to implement prevention 
and control of healthcare-associated 
infections. This document includes the 
requirement for NHS bodies to make 
provision for diarrhoeal infections and 
outlines isolation criteria and infection 
control measures. 

Continence UK has formed a 
working group consisting of experts 

of acute faecal incontinence from the 
recent NICE guidelines and enable 
healthcare practitioners to disseminate 
best practice on what is an increasinlgy 
problematic condition within UK 
healthcare.
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in infection control, intensive care, 
dermatology and continence care. 
The aim of the group is to produce 
guidelines for the management of 
acute faecal incontinence, which will 
bring together the latest evidence on 
treating and managing the condition. 
The subjects covered will include:
8 Diagnosis and treatment
8 Reducing cross infection through 

appropriate containment of faeces
8 Maintaining skin integrity 
8 Promoting patient dignity
8 Monitoring fluid balance
8 Health economic data and cost-

effectiveness
8 Management options.

The guidelines will be produced in 
September 2007 and will be sent as a 
separate supplement to all Continence 
UK readers free of charge. 

It is hoped that this document will 
help to fill the gap left by the omission 
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