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Background: CDI is the single most common cause of nosocomial diar-
rhea in both adults and children. Available data regarding treatment out-
comes in hospitalized children remain limited. CDI recurrence in
children has been reported in 20%–30% of cases. Consensus regarding
the best testing method for CDI is lacking. The 2018 IDSA guideline rec-
ommends a multistep algorithm with detection of glutamate dehydro-
genase antigen plus toxin, followed by detection of toxigenic C. difficle
with nucleic acid amplification test (NAAT) if results are discordant.
Methods: We included patients aged 1–26 years admitted from July
2020 through June 2021 with CDI symptoms and positive toxin or
NAAT. Healthcare facility-onset CDI (HO-CDI) was defined as positive
specimen collected >3 days after admission. Community-onset CDI
(CO-CDI) was defined as positive specimen collected ≤3 days after
admission. Community-onset healthcare facility-associated CDI (CO-
HCFA-CDI) was defined as positive specimen from a patient who was
discharged from the facility ≤4 weeks prior. Recurrence was defined as
an episode of CDI occurring within 60 days after onset of a previous
infection. Results:Mean age of the 63 patients meeting inclusion criteria
was 11.2 years (range, 1–21 years). Most patients (n = 37; 58.7%) were
male, tested negative for C. difficile toxins (n = 39; 61.9%), and had
mild-to-moderate disease (n = 61; 96.8%). Patients with immunocom-
promising conditions were common, including malignancy (n = 38;
60.3%), inflammatory bowel disorder (n = 8; 12.7%), and history of
solid organ transplant (n = 5; 7.9%). Previously healthy without chronic
medical conditions were uncommon (n = 4; 6.3%). CO-CDI was most
common (n = 26; 41.3%) followed by HO-CDI (n = 23; 36.5%).
Also, 34 patients (53.9%) were exposed to antibiotics within the previous
30 days, 16 (47.0%) of whom received 2 or more antibiotics.
Sulfamethoxazole–trimethoprim was the most prescribed agent
(13; 38%), most (12; 92.3%) as prophylaxis for Pneumocystis jirovecii
pneumonia. Furthermore, 42 patients (66.7%) were receiving gastric acid
suppressant agents. Laxatives were given to 14 patients (22.2%) within
72 hours of testing, despite electronic reminders. Most were treated with
oral vancomycin (n = 46; 73.0%). In addition, 5 patients (7.9%) did not
receive CDI treatment at the discretion of the treating physician; all were
toxin negative. CDI was cured in 58 patients (92.1%) with only 5 (7.9%)
experiencing recurrence infection. Patients testing positive for C. difficile
toxin were more likely to experience infection recurrence compared
to those with a negative toxin screen: 4 of 24 (16.7%) versus 1 of 39
(2.6%) (P = .044). Conclusions: Most patients with CDI were treated
with oral vancomycin at our institution. We observed significantly lower
rate of recurrence than previously reported. Toxin-positive patients
experienced higher recurrence rate. Prospective studies are needed to
confirm our findings.
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Background: Clostridioides difficile infection (CDI) is the most common
healthcare-associated infection (HAI) in the United States. Healthcare

facility-onset (HO) CDI reporting is a laboratory-identified (LabID) event
and does not rely on symptoms. Inappropriate testing can lead to overdiag-
nosis in patients who are colonized, especially in those receiving promo-
tility agents. Approximately 45% of HO-CDI cases at our institution
occurred in the setting of laxative use in 2019.We assessed the effectiveness
of an electronic medical record (EMR) “hard stop” in reducing inappro-
priate CDI testing and its impact on HO-CDI rates. Methods: We con-
ducted a pre–post quasi-experimental retrospective study comparing
test order rates per 1,000 patient days, CDI rate per 1,000 patient days,
and standardized infection ratio (SIR) in the preintervention period
(January 2018–December 2019) to the intervention period (April 2020–
September 2021), at a 5-hospital healthcare system in southeastern
Michigan. In February 2020, we implemented a hard stop in Epic that
was triggered >3 days after admission for the following criteria: patients
<1 year of age; repeated testing within 7 days, and receipt of promotility
agents within 48 hours. After discontinuing the promotility agents for at
least 48 hours, providers were allowed to place an order if diarrhea per-
sisted. Themedical director of infection prevention and control or designee
had the ability to override the hard stop when deemed necessary after
reviewing the case upon provider request. All orders expired after 24 hours
if a specimen was not collected.We retrospectively reviewed the number of
overrides after the intervention to determine the positivity rate. Results:
Our CDI rates per 1,000 patient days were 3.21 in the preintervention
period and 1.48 in the postintervention period, a 54% reduction
(Fig. 1). The test order rates were 119.4 in the preintervention period
and 87.7 in the postintervention period, a 26.5% reduction (Fig. 2).
The SIR decreased from 0.542 in the preintervention period to 0.361
in the postintervention period, a 33% reduction (95% CI, 0.54–0.82;
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