
FAQs: NM Diagnosis and Treatment of C. difficile Infection (May 14, 2021) 

 

Q1: What is the best way to diagnose Clostridioides difficile infection (CDI)? 

A:  Diagnosis of CDI begins with recognizing your patient has the appropriate clinical gastrointestinal syndrome 

then sending a liquid stool sample for the appropriate laboratory test(s).  The CDC, Infectious Disease Society of 

America (IDSA), and Society of Healthcare Epidemiology of America (SHEA) support two diagnostic strategies: 1) 

PCR-only testing with agreed-upon clinical criteria for testing and 2) a combination of tests including PCR and 

toxin.1   There is growing evidence, however, that PCR-only testing over-diagnoses CDI.  The updated Epic NMH 

Stool C diff PCR 2-step algorithm helps improve patient care and safety.   

 

Q2: Why is NM changing from a PCR-only testing strategy to a 2-step algorithm to diagnose CDI? 

A: Performing PCR-only testing for CDI is known to over-diagnose CDI. There are 2 major clinical negative 

consequences of treating for CDI when it is not present:   

1. Unnecessary antibiotic treatment. Exposure to oral vancomycin has been associated with increased 

CDI recurrences, with prolonged microbiome disruption.  

2. Incorrect attribution of gastrointestinal disease may result in missed diagnoses and missed 

treatment of another disease process.  Consequences may include unnecessary hospital days, 

increased morbidity and mortality.  

 

Q3: What are the appropriate clinical gastrointestinal syndromes for testing for CDI?  

A:   There are 2 major clinical presentations for testing stools for CDI.  Both clinical presentations will soon be 

incorporated into the updated Epic order for Stool C diff PCR, which tentatively will roll-out in June, 2021:  

1) New onset diarrhea with no other reasonable explanation such as recent laxatives or oral contrast 

or tube feeds.  Patients may or may not have associated nausea, leukocytosis, abdominal tenderness 

or fever.  This is the most common presentation of CDI. 

a. For hospitalized patients during calendar days 1-3:  it is ideal to rapidly identify a patient for 

whom producing high-volume, frequent liquid stool is a new problem.  Thus, if a patient or 

caregiver reports new onset, otherwise unexplained diarrhea and the health care team 

collects a large, liquid stool, CDI testing is likely indicated. 

b. For hospitalized patients after the third calendar day of hospitalization:  the health care 

team should verify that the hospitalized patient has 3 or more large liquid stools (or new 

high-volume output from rectal tube) in the past 24 hours.  In most instances, clinicians 

should avoid testing when there are other reasonable explanations such as recent laxatives 

or oral contrast or tube feeds. 

2) Patients with abdominal distention, pain, tenderness, and/or colonic dilatation.  These patients may 

present with ileus or scant liquid stools and are typically critically ill. This presentation is infrequent 

but usually warrants intensive care and consultation with Surgery and Infectious Diseases.  

 

 

Q4:  What is the NM 2-Step CDI testing strategy? 

A:  Samples must continue to meet laboratory criteria (liquid stool). Solid stool samples will be rejected by the 

Clinical Microbiology Lab. If no liquid stool is collected within 24 hours of the CDI Test order being placed, the 

ordering MD/APP will receive a Best Practice Alert (BPA) containing the recommendation to d/c the order.   



 

Step 1: PCR.  This is the same PCR test NMH has used previously, the Becton Dickinson (BD) MAXTM C. 

difficile Toxin B PCR2.  The assay tests for the presence of C. difficile bacteria that carry the gene for 

Toxin B.  Because C Diff PCR has a high negative predictive value, if the PCR is negative, no additional 

testing is done and CDI treatment is not indicated.   

Step 2: Reflex Toxin EIA.   For those stool samples that are PCR positive, the sample will be reflexed to 

the second test, the Toxin EIA.  Reflex testing for toxin is fast, adding an estimated hour to the time to 

result reporting. PCR+ tests will be withheld until the reflex test result is available; both test results (PCR 

& Toxin EIA) will be reported simultaneously.  

Q5.  What is the toxin EIA test used in this 2-step algorithm?   

A:  The toxin EIA test used presently is TechLab C. Diff QUIK CHECK COMPLETE3. This assay tests for the presence 

of C. difficile toxin A and B.   As an internal control, Glutamate Dehydrogenase (GDH), a C. difficile constitutive 

enzyme, is also tested by immunoassay.  All C. difficile organisms make GDH, including organisms that carry the 

genes for toxin production and those that don’t.  To be Toxin EIA positive, indicating CDI, both GDH and toxin B 

must be present.   

Q6:  What are the 3 potential results of the 2-step algorithm? 

 PCR(-):  CDI is unlikely – because CDI is a toxin-mediated disease.   

 PCR+/Toxin EIA(-):  This is an indeterminate result.   In most cases, do not treat for CDI.  Stop 

unnecessary antibiotics.  Reevaluate for alternative causes of diarrhea. If strong clinical suspicion of 

CDI still persists, treat for CDI and consider ID consultation. Place patient on Contact Plus isolation.  

 PCR+/Toxin EIA+:  CDI likely – Treat for CDI and stop unnecessary antibiotics.  Place patient on 

Contact Plus isolation.  

 

Q7:  What do we know about patients who are C Diff PCR +/Toxin EIA (-) and how do they differ from PCR- 

patients and PCR +/Toxin EIA+ patients?   

 

Patients who have PCR+/Toxin EIA(-) stools do have some increased risk of developing CDI compared to 

PCR- patients, so stopping or reducing inciting antibiotics is advised. These patients shed C. difficile spores and 

should be placed on Contact Plus isolation, which results in special terminal cleaning procedures in order to 

reduce transmission to others. Most of these patients present clinically as C. difficile-colonized patients, 

meaning that if they have diarrhea, there is another cause. 

C. difficile-colonized patients are defined as patients whose gastrointestinal tracts carry C. difficile 

organisms that carry the genetic code for C. difficile toxin yet the patient does not have toxin-induced diarrhea.  

PCR+/Toxin EIA(-) results indicate that the gastrointestinal tract is colonized with bacteria with the toxin gene 

but toxin is not being produced, thus CDI, a toxin-mediated disease, is not present.   An alternative explanation 

for these tests results, though, is possible.  The amount of toxin produced in the stool could be lower than the 

threshold level of the assay. Thus, the toxin result would be a false negative, but this occurs rarely and is of 

unknown clinical significance.  Reducing selection pressure (i.e., avoiding or stopping unnecessary antibiotics) is 

advised for Toxin EIA (-) patients as well as their Toxin + counterparts.   

 Multiple studies suggest that these PCR+/Toxin EIA (-) patients do not benefit from CDI treatment and 

rarely experience CDI complications.  Polage, et al. 4 reviewed 7046 in-patients who were tested solely for toxin 

at a single tertiary medical center between 2005 and 2009. Charts were reviewed for evidence of CDI symptoms 



and complications for toxin (+) patients vs. toxin (-) patients. Toxin (-) patients had shorter duration of diarrhea. 

Fewer toxin (-) patients had 6 or more stools per day or needed a rectal tube, and had lower WBCs.  No toxin (-) 

patients had colectomy or toxic megacolon.  One toxin (-) patient had pseudomembranous colitis. Subsequently, 

Polage, et al.5 reviewed cases of hospitalized patients at a single tertiary medical center with hospital-onset 

diarrhea (n=1416) that were tested with PCR.  Two hundred ninety-three patients had PCR+ samples.  Of these, 

162 of these were toxin negative. These 162 patients had milder symptoms and had shorter episodes of diarrhea 

than those with PCR+/Toxin+, with clinical presentations similar to PCR-/Toxin (-) patients. There were no 

complications although only 6 PCR+/Toxin (-) patients received CDI-targeted antibiotics. PCR+/Toxin+ patients 

had more antibiotic exposure, higher WBC, higher C. difficile bacterial load, higher toxin concentration.  Results 

suggest that most hospitalized patients with PCR+/Toxin (-) results do not need to be treated for CDI.  In a 

multicenter study, Planche, et al.6 compared outcomes of multiple testing methods to a gold standard but time-

consuming test, the cell cytotoxicity neutralization assay (CCNA).  A subset of patients had clinical outcome data 

that found that PCR+/Toxin EIA (-) patients behaved like and had similar outcomes to CCNA-negative patients, 

including no deaths due to CDI complications, suggesting that they should not be treated for CDI.  Guh, et al.7, in 

a multicenter study, found no difference in 30-day mortality but identified PCR+/Toxin + cases as more likely to 

have classic risk factors for CDI, qualify by clinical criteria for testing, have severe disease, and be associated with 

almost two times the risk of recurrence, although both groups received high amounts of CDI treatment.  Early 

information is building about the outcomes of patients with various immunosuppressed states16-30   including 

patients with hematology-oncology, transplantation and inflammatory bowel disease diagnoses.  
 

Q8: What is C. difficile colonization? 

A: C. difficile colonization is presence of C. difficile organisms that carry the genes for C. difficile toxin but do not 

present with clinical signs or symptoms of CDI. For further information, see Crobach et al 2018.8 

 

 Q9:  Should one send stool for CDI to “rule-out” CDI, when there is another reasonable explanation for 

observed liquid diarrhea such as recent laxatives, tube feeds or enemas?   

A:  Testing to “rule-out” CDI is incorrect medical decision-making because many persons can be colonized with C. 

difficile organisms (PCR+/toxin EIA+ or even PCR+/EIA+) but have other etiologies of diarrhea. Discontinuing high 

diarrheal risk medications for at least 24 hours then reassessing diarrheal output before testing is good practice.  

The NM order has a side bar that lists recent high diarrheal risk medications and/or tube feeds administered in 

the past 24 hours to assist medical decision-making.   
 

Q10:  Once the modified CDI test order rolls out at NMH early this summer, what are the changes to expect? 

1. Patient-specific data to help clinicians decide whether CDI testing is appropriate will be located in 

the side bar of the order.   

a. Recent CDI tests, dates and results 

b. Medications that frequently cause diarrhea administered in the past 24 hours 

2. Ordering clinicians will attest to one of 2 clinical presentations for appropriate C difficile testing that 

are outlined in Q3.   

3. Ordering a CDI test will be blocked if a C diff prior test was sent within the previous 7 days.   Repeat 

testing during this time period is unlikely to give a different result as well as unlikely to alter medical 

decision-making.   



a. For a negative PCR result, repeat testing is unnecessary.  Due to the high sensitivity of the C. 

Diff PCR, there is a high negative predictive value of the first test within the same episode of 

diarrhea.  

b. b. For those who are PCR+, there is no reason to repeat the test in this brief time frame.  If 

the test is PCR+/EIA+ in the past 7 days, there is no reason to repeat the test – either for a 

test-of-cure or to explain ongoing diarrhea.  Because the PCR test is exquisitely sensitive and 

the toxin test is quite sensitive, testing stool can still be positive for a prolonged period, well 

beyond a week, so repeat testing does not supply a meaningful result. If the first stool 

sample is PCR+/Toxin EIA (-), clinicians should use clinical judgement, not repeat testing, to 

decide about CDI treatment in this brief time frame.  

c. Repeating a C diff test is discouraged between day 8-30 after a PCR+/toxin EIA+ test (see 

Q11 immediately below.) For logistical reasons, temporarily, this is not blocked by electronic 

decision support.  

Q11:  In late July, 2021, when NMH converts to Epic Beaker, the new laboratory information system, what are 

the changes to expect? 

1. The name of the test will change throughout the NM System:  eventually, C diff PCR/reflex toxin EIA will 

be the one test available.   

2. Repeat testing will continue to be blocked if a C diff test was sent within the previous 7 days.   

3. Repeat test will be blocked for PCR+/Toxin EIA+ results between 8-30 days after the first positive result.  

Clinical judgement, not repeat testing, is indicated because testing is likely to remain positive within this 

time frame, regardless of the cause of persistent or renewed diarrhea; furthermore, recurrent disease is 

common after a toxin+ CDI episode.  

Index Result CDI Test Performed in Past 7 days CDI Test Performed in Past 8-30 days 

PCR- Retest blocked Ok to retest 

PCR+/toxin EIA- Retest blocked Ok to retest 

PCR+/toxin EIA+ Retest blocked Retest blocked 

 

General Information about CDI 

Q12: How common is CDI among hospitalized patients? How common is C. difficile colonization among 

healthy adults?  How common is C. difficile colonization among hospitalized adults?   

A:  CDI is the top cause of infectious diarrhea among hospitalized patients – but most nosocomial diarrhea is not 

due to CDI.  Studies estimate that 4-15% of healthy adults may be colonized with C. difficile organisms.  Among 

hospitalized patients, this rate may be as high as 20%. Thus, using antibiotics only when necessary, carefully 

selecting patients for CDI testing, and avoiding CDI testing for patients with obvious causes of non-CDI diarrhea 

is important in order to avoid unnecessary CDI diagnosis and treatment.   

Q13:  What is the strongest risk factor for developing CDI? 

A:  Concurrent or recent exposure to antibiotics is the strongest risk factor for CDI.  The CDC states that 

antibiotics in the past 28 days is the strongest risk factor for developing CDI.  

 



Q14: What are major risk factors for relapsed CDI or recurrent CDI? 

 Continuing inciting antibiotics after CDI diagnosis  

 History of PCR +/toxin + disease 

 Age >65 years 

 Co-morbidities 

 Residency in a long-term care facility 

 

CDI Treatment Recommendations1 

Disease Clinical Presentation Medication Comment 

C. difficile infection (CDI) 

 
Initial episode, non-
severe and severe 
  
 

 

 

 

 

 

 

 

Fulminant CDI, Initial 

episode: defined as CDI 

with hypotension, shock, 

ileus and/or toxic 

megacolon.   
  
 
Recurrent episode 

Inpatients: Oral 
vancomycin 125mg  
every 6 hours   
 

Outpatients: fidaxomicin is 

an alternative 

recommended oral 

therapy. Prior 

authorization is necessary.  
 
 
Oral vancomycin 500mg 
every 6 hours plus 
metronidazole IV 500mg 
every 8 hours +/- 
vancomycin enema per 
rectum 
  
 

Fidaxomicin: 
Inpatient use is restricted to the 
treatment of CDI, restricted to ID 
consultation only, for inpatients who 
have had CDI recurrence after standard 
vancomycin followed by extended 
pulse dose oral vancomycin therapy. 
Prior authorization is necessary to 
ensure continuity of care following 
discharge. 
 
 
 
 
 
 
 
 
 
ID consult recommended 

 

REFERENCES 

1. McDonald LC, Gerding DN, Johnson S, Bakken JS, Carroll KC, Coffin SE, Dubberke ER, Garey KW, Gould 

CV, Kelly C, Loo V, Shaklee Sammons J, Sandora TJ, Wilcox MH. Clinical Practice Guidelines for 

Clostridium difficile Infection in Adults and Children: 2017 Update by the Infectious Diseases Society of 

America (IDSA) and Society for Healthcare Epidemiology of America (SHEA). Clin Infect Dis. 2018 Mar 

19;66(7):e1-e48. doi: 10.1093/cid/cix1085. PMID: 29462280; PMCID: PMC6018983. 

2. BD MAXTM Cdiff [package insert].  Quebec, QC, Canada.  Benton Dixon; 2020. 

3. C. DIFF QUICK CHEK COMPLETER [package insert].  Blacksburg, VA. TechLab; 2014. 

4. Polage CR, Chin DL, Leslie JL, Tang J, Cohen SH, Solnick JV. Outcomes in patients tested for Clostridium 

difficile toxins. Diagn Microbiol Infect Dis. 2012 Dec;74(4):369-73. doi: 

10.1016/j.diagmicrobio.2012.08.019. Epub 2012 Sep 23. PMID: 23009731; PMCID: PMC3496840.  

5. Polage CR, Gyorke CE, Kennedy MA, Leslie JL, Chin DL, Wang S, Nguyen HH, Huang B, Tang YW, Lee LW, 

Kim K, Taylor S, Romano PS, Panacek EA, Goodell PB, Solnick JV, Cohen SH. Overdiagnosis of Clostridium 



difficile Infection in the Molecular Test Era. JAMA Intern Med. 2015 Nov;175(11):1792-801. doi: 

10.1001/jamainternmed.2015.4114. PMID: 26348734; PMCID: PMC4948649. 

6. Planche TD, Davies KA, Coen PG, et al. Differences in outcome according to Clostridium difficile testing 

method: a prospective multicentre diagnostic validation study of C difficile infection. Lancet Infect Dis 

2013; 13:936–45. 

7. Guh AY, Hatfield KM, Winston LG, Martin B, Johnston H, Brousseau G, Farley MM, Wilson L, Perlmutter 

R, Phipps EC, Dumyati GK, Nelson D, Hatwar T, Kainer MA, Paulick AL, Karlsson M, Gerding DN, 

McDonald LC. Toxin Enzyme Immunoassays Detect Clostridioides difficile Infection With Greater Severity 

and Higher Recurrence Rates. Clin Infect Dis. 2019 Oct 30;69(10):1667-1674. doi: 10.1093/cid/ciz009. 

PMID: 30615074; PMCID: PMC6612464. 

8. Crobach MJT, Vernon JJ, Loo VG, Kong LY, Péchiné S, Wilcox MH, Kuijper EJ. Understanding Clostridium 

difficile Colonization. Clin Microbiol Rev. 2018 Mar 14;31(2):e00021-17. doi: 10.1128/CMR.00021-17. 

PMID: 29540433; PMCID: PMC5967689. 

9. Johnson S. The Rise and Fall and Rise Again of Toxin Testing for the Diagnosis of Clostridioides difficile 

Infection. Clin Infect Dis. 2019 Oct 30;69(10):1675-1677. doi: 10.1093/cid/ciz012. PMID: 30615099. 

10. Longtin Y, Trottier S, Brochu G, et al. Impact of the type of diagnostic assay on Clostridium difficile 

infection and complication rates in a mandatory reporting program. Clin Infect Dis 2013; 56:67–73. 

11. Martin JS, Monaghan TM, Wilcox MH. Clostridium difficile infection: epidemiology, diagnosis and 

understanding transmission. Nat Rev Gastroenterol Hepatol. 2016 Apr;13(4):206-16. doi: 

10.1038/nrgastro.2016.25. Epub 2016 Mar 9. PMID: 26956066. 

12. Wilcox MH, Planche T, Fang FC, Gilligan P. What is the current role of algorithmic approaches for 

diagnosis of Clostridium difficile infection? J Clin Microbiol. 2010 Dec;48(12):4347-53. doi: 

10.1128/JCM.02028-10. Epub 2010 Oct 27. PMID: 20980568; PMCID: PMC3008464. 

13. Orendi JM, Monnery DJ, Manzoor S, Hawkey PM. A two-stage algorithm for Clostridium difficile 

including PCR: can we replace the toxin EIA? J Hosp Infect. 2012 Jan;80(1):82-4. doi: 

10.1016/j.jhin.2011.09.012. Epub 2011 Nov 21. PMID: 22104474. 

14. Qutub M, Govindan P, Vattappillil A. Effectiveness of a Two-Step Testing Algorithm for Reliable and Cost-

Effective Detection of Clostridium difficile Infection in a Tertiary Care Hospital in Saudi Arabia. Med Sci 

(Basel). 2019 Jan 8;7(1):6. doi: 10.3390/medsci7010006. PMID: 30626129; PMCID: PMC63592268.    

15. Khanna S, Pardi DS, Rosenblatt JE, Patel R, Kammer PP, Baddour LM. An evaluation of repeat stool 

testing for Clostridium difficile infection by polymerase chain reaction. J Clin Gastroenterol. 2012 Nov-

Dec;46(10):846-9. doi: 10.1097/MCG.0b013e3182432273. PMID: 22334221. 

16. Austin K, Sweet M, Likar E, LaSala PR, Murray A, Wen S, Ross KG, Kanate AS, Veltri L, Matuga R, 

Cumpston A. Prospective assessment of Clostridioides (formerly Clostridium) difficile colonization and 

acquisition in hematopoietic stem cell transplant patients. Transpl Infect Dis. 2020 Dec;22(6):e13438. 

doi: 10.1111/tid.13438. Epub 2020 Aug 16. PMID: 32767807. 

17. Aldrete SD, Kraft CS, Magee MJ, Chan A, Hutcherson D, Langston AA, Greenwell BI, Burd EM, Friedman-

Moraco R. Risk factors and epidemiology of Clostridium difficile infection in hematopoietic stem cell 

transplant recipients during the peritransplant period. Transpl Infect Dis. 2017 Feb;19(1). doi: 

10.1111/tid.12649. PMID: 27943501. 

18. Bruminhent J, Wang ZX, Hu C, Wagner J, Sunday R, Bobik B, Hegarty S, Keith S, Alpdogan S, Carabasi M, 

Filicko-O'Hara J, Flomenberg N, Kasner M, Outschoorn UM, Weiss M, Flomenberg P. Clostridium difficile 

colonization and disease in patients undergoing hematopoietic stem cell transplantation. Biol Blood 



Marrow Transplant. 2014 Sep;20(9):1329-34. doi: 10.1016/j.bbmt.2014.04.026. Epub 2014 May 2. PMID: 

24792871. 

19. Callejas-Díaz A, Gea-Banacloche JC. Clostridium difficile: deleterious impact on hematopoietic stem cell 

transplantation. Curr Hematol Malig Rep. 2014 Mar;9(1):85-90. doi: 10.1007/s11899-013-0193-y. PMID: 

24390550. 

20. Alonso CD, Treadway SB, Hanna DB, Huff CA, Neofytos D, Carroll KC, Marr KA. Epidemiology and 

outcomes of Clostridium difficile infections in hematopoietic stem cell transplant recipients. Clin Infect 

Dis. 2012 Apr;54(8):1053-63. doi: 10.1093/cid/cir1035. Epub 2012 Mar 12. PMID: 22412059; PMCID: 

PMC3309884. 

21. Scardina TL, Kang Martinez E, Balasubramanian N, Fox-Geiman M, Smith SE, Parada JP. Evaluation of Risk 

Factors for Clostridium difficile Infection in Hematopoietic Stem Cell Transplant Recipients. 

Pharmacotherapy. 2017 Apr;37(4):420-428. doi: 10.1002/phar.1914. Epub 2017 Mar 30. PMID: 

28226419. (Loyola. Various test; latest test was Cepheid Xpert PCR).  

22. Rosignoli C, Petruzzellis G, Radici V, Facchin G, Girgenti M, Stella R, Isola M, Battista M, Sperotto A, 

Geromin A, Cerno M, Arzese A, Deias P, Tascini C, Fanin R, Patriarca F. Risk Factors and Outcome of C. 

difficile Infection after Hematopoietic Stem Cell Transplantation. J Clin Med. 2020 Nov 16;9(11):3673. 

doi: 10.3390/jcm9113673. PMID: 33207616; PMCID: PMC7696044. 

23. Ford CD, Lopansri BK, Coombs J, Webb BJ, Asch J, Hoda D. Are Clostridioides difficile infections being 

overdiagnosed in hematopoietic stem cell transplant recipients? Transpl Infect Dis. 2020 

Aug;22(4):e13279. doi: 10.1111/tid.13279. Epub 2020 Apr 8. PMID: 32196881. 

24. Ford CD, Lopansri BK, Coombs J, Webb BJ, Nguyen A, Asch J, Hoda D. Clostridioides difficile colonization 

and infection in patients admitted for a first autologous transplantation: Incidence, risk factors, and 

patient outcomes. Clin Transplant. 2019 Nov;33(11):e13712. doi: 10.1111/ctr.13712. Epub 2019 Nov 6. 

PMID: 31532030. 

25. Ford CD, Lopansri BK, Webb BJ, Coombs J, Gouw L, Asch J, Hoda D. Clostridioides difficile colonization 

and infection in patients with newly diagnosed acute leukemia: Incidence, risk factors, and patient 

outcomes. Am J Infect Control. 2019 Apr;47(4):394-399. doi: 10.1016/j.ajic.2018.09.027. Epub 2018 Nov 

22. PMID: 30471971. 

26. Keegan J, Buchan BW, Ledeboer NA, Zhou Z, Hong JC, Graham MB, Munoz-Price LS. 

Toxigenic Clostridioides difficile colonization as a risk factor for development of C. difficile infection in 

solid-organ transplant patients. Infect Control Hosp Epidemiol. 2021 Mar;42(3):287-291. doi: 

10.1017/ice.2020.431. Epub 2020 Sep 16. PMID: 32933595. 

27. Autenrieth DM, Baumgart DC. Toxic megacolon. Inflamm Bowel Dis. 2012 Mar;18(3):584-91. doi: 

10.1002/ibd.21847. PMID: 22009735. 

28. Gupta A, Wash C, Wu Y, Sorrentino D, Nguyen VQ. Diagnostic Modality of Clostridioides difficile Infection 

Predicts Treatment Response and Outcomes in Inflammatory Bowel Disease. Dig Dis Sci. 2021 

Feb;66(2):547-553. doi: 10.1007/s10620-020-06205-6. Epub 2020 Mar 23. PMID: 3220703 

29. Moktan V, Jonica E, Li Z, Hata DJ, Farraye FA. C. difficile and the Patient with Inflammatory Bowel 

Disease: A Testing Dilemma. Dig Dis Sci. 2021 Mar;66(3):921-922. doi: 10.1007/s10620-020-06496-9. 

PMID: 32803461. 

30. Moktan V, Jonica E, Li Z, Hata DJ, Farraye FA. C. difficile and the Patient with Inflammatory Bowel 

Disease: A Testing Dilemma. Dig Dis Sci. 2021 Mar;66(3):921-922. doi: 10.1007/s10620-020-06496-9. 

PMID: 32803461. 



 


