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Consensus Statement on the Testing for Clostridium Difficile in Montana 
 

In this issue of Montana Public Health, we present a consensus statement on the testing for Clostridium difficile infection in 
Montana. Montana Public Health will occasionally publish consensus statements that support the mission of the Montana 
Department of Public Health and Human Services. This statement was created and endorsed by the Montana Infectious 
Disease Network and endorsed by the Montana Healthcare Acquired Infection Prevention Initiative (MHAIPI) Roundtable.  

 

Introduction 
The diagnosis of Clostridium difficile infection (CDI) 

continues to trend upward in the context of increased 
antibiotic utilization and diagnostic test sensitivity. Because 
the vast majority of CDI diagnoses and surveillance rely 
heavily on laboratory identification, testing methodologies 
that are professionally endorsed and standardized can 
improve both the clinical interpretation of test results and 
the accuracy of local epidemiology related to CDI.  

The Montana Infectious Disease Network, a 
collaborative group of infectious disease physicians from 
across the state, has endorsed the following guideline with 
the intention of helping healthcare providers as they 
consider testing patients for CDI. 
 

Who/When to test:   
      Patients who have clinical diarrhea (>3 unformed stools 
in a 24 hour period that take the shape of the container) for 
at least 1 to 2 days. 
      These are known risk factors for Clostridium difficile 

infection (CDI):  In the absence of these risk factors, 

consider alternative diagnosis before testing for CDI. 

 Aged over 65 years 

 Exposure to antibiotics within the last 60 days 

 Admission to a hospital within 60 days 

 Use of gastric acid suppressors 

 Current chemotherapy treatment 

 Immunosuppression 

Who not to test:   
 Patients with formed stool  

 Patients without clinical diarrhea (>3 unformed stools 
in a 24 hour period that take the shape of the 
container) unless toxic mega colon is suspected 

 Patients who have tested positive for CDI in the past 
30 days 

 Do not retest to determine that treatment was 
effective (test of cure) 

 

How to test: 
 For laboratory-based diagnosis of CDI, nucleic acid 

amplification test (NAAT) types should be utilized for 

optimal positive predictive value. NAAT includes 

polymerase chain reaction (PCR) and loop-mediated 

isothermal amplification (LAMP) technologies. 

 At a minimum for laboratory-based diagnosis of CDI, 

rural facilities (where cost and staffing issues are 

paramount) should employ enzyme immunoassay 

(EIA) rapid testing using the combination C. difficile 

common antigen and toxin A/B methodologies. C. 

difficile antigen negative, toxin A/B negative results 

provides a reliable, cost-effective, and easy to 

perform C. difficile screen with a 90% or better, 

negative predictive value. 
 

Other issues to consider: 
 Relapse CDI is very common, occurring 25% of the 

time, and is most likely to occur within 2 weeks of 

initial treatment. Relapse is a clinical diagnosis and 

does not require retesting. Consult an infectious 

disease physician when multiple relapses (>2) 

occur.  

 According to the American Academy of Pediatrics 

(AAP), testing for CDI in children should only be 

performed in children with clinical diarrhea and the 

following age-related conditions: 

o Aged less than 12 months — test only those 

with Hirschsprung’s disease or other severe 

motility disorders. Alternative etiologies should 

be sought even with a positive result. 

o Aged 13–36 months — seek alternative 

etiologies first as C. difficile results are difficult 

to interpret. A positive test indicates possible 

CDI. 

o Aged greater than 36 months — increase the 

pre-test likelihood by testing children with the 

following risk factors: recent antimicrobial 

therapy, use of proton pump inhibitors, 

underlying bowel disease, renal insufficiency, 

or impaired humoral immunity. A positive test 

indicates probable CDI.   
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Recommendations to healthcare providers when testing patients for Clostridium difficile infections. 

1. When testing for Clostridium difficile infection, test only those patients who have clinical diarrhea for at least 3 days and   
    risk factors for infection.  
2. Do not test for C. difficile infection if the patient has formed stool, a positive test for C. difficile infection in the past 30   
    days, or to determine if treatment was effective (i.e., test of cure). 
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