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Background. The single ICD-10 code for Clostridioides difficile infection (CDI) 
A04.7 was replaced in Oct 2017 with two codes delineating “recurrent CDI” (rCDI, 
A04.71) and “nonrecurrent CDI” (nrCDI, A04.72). This study aims to evaluate and 
validate use of the new ICD-10 codes for CDI among inpatient encounters at hospitals 
contributing to the Premier Healthcare Database (PHD).

Methods. This retrospective study included inpatient encounters with a CDI-
related ICD code between Oct 2016-May 2019 in the PHD. Trends in CDI-related 
ICD coding were examined pre- and post- the Oct 2017 code update. Post Oct 2017, 
CDI-related inpatient encounters were characterized by clinical, facility, and pro-
vider variables, and whether coding was concordant or discordant to the 2017 IDSA 
guidelines ‘within 60-days (2 months) from index CDI episode’ time window for 
capturing rCDI. Multivariable regression examined variables associated with con-
cordant coding.

Results. There was widespread adoption of the new CDI codes across hospi-
tals in the PHD in Oct 2017. Post-Oct 2017, a total of 21,446 CDI-related encoun-
ters met sample selection criteria. About 67% of rCDI encounters and 25% of 
nrCDI encounters were coded concordantly. In the overall sample, the rCDI vs. 
nrCDI-coded encounters (p< 0.05) had higher proportions with emergency room 
admission, admitted by a gastroenterologist or infectious disease specialist, and 
receiving fidaxomicin, bezlotoxumab or FMT. Trends in inpatient characteristics 
for rCDI vs. nrCDI-coded encounters did not differ by coding concordance status. 
In regression analyses, encounters coded concordantly were significantly more 
likely to be for rCDI (OR 5.67), a non-elective admission (OR 1.17-1.42), or pre-
scribed fidaxomicin (OR 1.11), or FMT (OR 1.29).
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Conclusion. There was no delay in transition to the new CDI-related ICD codes 
across hospitals in the PHD. Important for disease management, drug treatment trends 
for encounters coded as rCDI vs. nrCDI were consistent with guideline-recommenda-
tions for CDI. Coding concordance status based on the IDSA 60-day time window for 
identifying rCDI did not affect direction of observed trends in descriptive analyses, 
suggesting that other validation methods maybe needed. 
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Background. Clostridioides difficile infection (CDI) continues to be a major 
global public health concern, particularly during the ongoing SARS-CoV-2 corona-
virus disease 2019 (COVID-19) pandemic. Despite new social distancing guidelines 
and enhanced infection control procedures (e.g., masking, hand hygiene) being imple-
mented since the beginning of COVID-19, little evidence indicates whether these 
changes have influenced the prevalence of CDI hospitalizations. This study aims to 
measure CDI prevalence before and during the COVID-19 pandemic in a local cohort 
of U.S. Veterans. 

Methods. This was a cross-sectional study of all Veterans presenting to the South 
Texas Veterans Health Care System in San Antonio, Texas from Jan 1, 2019 to Apr 
30, 2021. Monthly laboratory confirmed CDI events were collected overall and cat-
egorized as the following: hospital-onset, healthcare facility-associated (HO-HCFA-
CDI), community-onset, healthcare facility-associated CDI (CO-HCFA-CDI), and 
community-associated CDI (CA-CDI). Monthly confirmed COVID-19 cases were 
also collected. CDI prevalence was calculated as CDI events per 10,000 bed days of 
care (BDOC) and was compared between pre-pandemic (Jan 2019-Feb 2020) and pan-
demic (Mar 2020-Apr 2021) periods.

Results. A total of 285 CDI events, 920 COVID-19 cases, and 104,220 BDOC 
were included in this study. The overall CDI rate increased from 20.33 per 10,000 
BDOC pre-pandemic to 34.51 per 10,000 during the pandemic (p< 0.0001). This was 
driven primarily by a rise in CO-HCFA-CDI rates (0.95 vs 2.52 per 10,000 BDOC; 
p< 0.0001) during the pandemic, followed by increases in CA-CDI (15.58 vs. 18.61 
per 10,000 BDOC; p< 0.0001) and HO-HCFA-CDI (2.66 vs. 5.43 per 10,000 BDOC; 
p< 0.0001). Lastly, CDI rates have tripled since the start of the pandemic (March-Apr 
2020)  compared to the current year (March-Apr 2021)  (14.69 vs. 43.76 per 10,000 
BDOC). 

Conclusion. Overall, CDI prevalence increased during the COVID-19 pandemic, 
driven mostly by an increase in CO-HCFA-CDI. As COVID-19 rates increased, CDI 
rates also increased, likely due to greater healthcare exposures and antibiotic use. 
Continued surveillance of COVID-19 and CDI is warranted to further decrease in-
fection rates
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Background. NAAT is highly sensitive in detecting toxigenic CD but if used in-
appropriately can lead to overdiagnosis and financial penalties. Despite diligent in-
fection control (IC) measures, HO-CDI rates at our hospital remained above target 
benchmarks. We implemented mandatory CD testing approval to decrease HO-CDI 
rates. 

Methods. On 7/1/2019, we implemented CD testing approval for stool samples 
collected after admission day 3 in our 129-bed community hospital. An algorithm 
instructed providers about approval granted by IC 7 days-a-week. The micro-lab would 
not process samples unless pre-approved. We prospectively collected data on demo-
graphics, ICU, laxative, antibiotic use, CDI signs/symptoms, prior CDI and outcomes 
(length of stay, in-hospital death) and estimated unadjusted relative risk ratios compar-
ing those whose test was approved vs not approved. We also performed an interrupted 
time series analysis to assess the trend change of CD testing and HO-CDI per 1000 pa-
tient days (x 1000-PD) in the 18 months following the intervention (7/2019 - 12/2020) 
compared to the pre-intervention period (01/2018 - 6/2019). Lastly, using the National 
Healthcare Safety Network criteria, we calculated pre and post-intervention Standard 
Infection Ratios (SIR). 

Results. A total of 72 samples required CD testing authorization; 65 (90%) 
were approved. Baseline demographics, in-hospital death and length of stay were 
similar in both groups, but approved patients were 4 times as likely to have ≥ 3 
loose stools in 24h compared to not approved. The number of CD tests was 13 at 
baseline with a decrease of 6 tests in the 1st month of intervention (95% CI: -10.0, 
- 1.35), followed by an insignificant decline in the monthly trend (-0.14; 95%CI: 
-0.49, 0.20). There were 22 HO-CDI pre-intervention and 10 post-intervention. 
Pre-intervention, incidence of HO-CDI was 0.51 cases x 1000-PD and increased 
every month by 0.11 (95% CI: 0.07,0.16). In July 2019, there was a significant de-
cline of 1.16 case x 1000-PD (95% CI: -1.99, -0.33), followed by monthly decline 
(-0.16; 95% CI: -0.23, -0.09). Our calculated SIR after the intervention decreased 
to 0.77 from 1.03. 

Trends of CD testing and HO-CDI in the pre-intervention and 
post-intervention period


