Practice Guidelines

Infectious Diarrhea: IDSA Updates Guidelines
for Diagnosis and Management

Key Points for Practice
e Diagnostic testing is not routinely recommended in
patients with uncomplicated traveler’s diarrhea.

e |f diarrhea is accompanied by fever, bloody stools,
abdominal cramping, or signs of sepsis, stool should be
tested for Salmonella, Shigella, Campylobacter, Yersinia,
Clostridium difficile, and STEC.

e Clinicians should evaluate patients with diarrhea for post-
infectious and extraintestinal manifestations associated with
enteric infections.

From the AFP Editors

There are many possible sources of infectious diarrhea,
including consumption of shellfish, raw milk, unpasteurized
juice, undercooked meats, fish, or eggs, or contaminated
fruits or vegetables; exposure to contaminated drinking or
recreational water; exposure in health care and child care
settings; international travel; contact with infected animals
or feces; and recent antimicrobial therapy. Pathogens can
also be spread through anal or oral contact. Infectious diar-
rhea is usually self-limited, but diagnostic testing and treat-
ment are indicated in some cases.

The Infectious Diseases Society of America (IDSA) has
updated its 2001 guidelines for the management of children
and adults with suspected or confirmed infectious diarrhea.
The main points are highlighted here. Other topics can be
found in the original guideline.

Recommendations

CLINICAL, DEMOGRAPHIC, AND EPIDEMIOLOGIC
FEATURES

A detailed history should be obtained from any patient with
diarrhea. Diarrhea caused by foodborne and waterborne
illness is especially important to identify to help prevent
outbreaks. Local reporting recommendations should be fol-
lowed if a patient with diarrhea works in a child care center,

long-term care facility, health care center, food service, or
recreational water venues (e.g., pools, lakes).

Patients with fever or bloody diarrhea should be evalu-
ated for enteropathogens for which antimicrobial agents
may be beneficial, including Salmonella enterica, Shigella,
and Campylobacter. Identifying these bacteria can avoid
unnecessary antibiotic therapy and procedures such as
colonoscopy, abdominal surgery, or ulcerative colitis treat-
ment. Additionally, stool tests that are negative for infec-
tious pathogens increase suspicion for a noninfectious cause
(e.g., inflammatory bowel disease).

Enteric fever should be considered in those with fever,
with or without diarrhea, and a relevant history (e.g., recent
travel to an endemic area, consumption of foods prepared
by a recent traveler to an endemic area, or laboratory expo-
sure to Salmonella typhi or Salmonella paratyphi. Enteric
fever is rarely associated with diarrhea.

All patients with diarrhea should be assessed for dehy-
dration. Dehydration increases the risk of serious illness,
especially in very young and very old patients.

Early detection of Shiga toxin-producing Escherichia coli
(STEC) infection, especially virulent strains, is important
to reduce complications and transmission. If the clinical or
epidemic history suggests a Shiga toxin-producing organ-
ism, diagnostic testing should be initiated to identify a
Shiga toxin, distinguish STEC O157:H7 from other STEC
infections, and, if possible, distinguish Shiga toxin 1 from
Shiga toxin 2, which is usually more potent. Shigella dysen-
teriae type 1, and other Shiga toxin-producing infections
in rare cases, should be considered as a cause of hemolytic
uremic syndrome, especially in those with relevant interna-
tional travel or personal contacts. Culture for STEC O157
and testing for Shiga toxins (and genes that encode them)
should both be performed. STEC O157 is the most consis-
tently virulent STEC infection in the United States. Shiga
toxin 2 is associated with increased risk of bloody diarrhea
and hemolytic uremic syndrome.
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PRACTICE GUIDELINES

Clinicians should evaluate patients with diarrhea for post-
infectious and extraintestinal manifestations associated
with enteric infections such as reactive arthritis, erythema
nodosum, or glomerulonephritis. Specific manifestations
may be associated with specific pathogens. When a clinical
syndrome consistent with a known postinfectious manifes-
tation is identified, an exposure history should be obtained
with a diagnostic evaluation and directed management.

DIAGNOSIS

Diarrheal illnesses are usually self-limited and determining
the exact etiology is not always necessary. Stool testing is
indicated in patients at high risk of severe illness and when
identification of a pathogen is important for the patient or
public health.

In patients with diarrhea accompanied by fever, bloody or
mucoid stools, severe abdominal cramping or tenderness, or
signs of sepsis, stool should be tested for Salmonella, Shigella,
Campylobacter, Yersinia, Clostridium difficile, and STEC.
Blood cultures should be performed in infants younger
than three months and in patients with signs of septicemia
or suspected enteric fever, patients with certain high-risk
conditions (e.g., hemolytic anemia), and patients who have
traveled to endemic areas or had contact with travelers from
endemic areas who have a fever of unknown etiology.

A broad differential diagnosis should be considered in
patients with diarrhea who are immunocompromised, espe-
cially those with moderate or severe primary or secondary
immune deficiencies, and bacterial cultures and viral and
parasitic testing should be performed. Patients with AIDS
require testing for additional organisms, including Crypto-
sporidium, Cyclospora, Cystoisospora, microsporidia, Myco-
bacterium avium complex, and cytomegalovirus.

Diagnostic testing is not routinely recommended in
patients with uncomplicated traveler’s diarrhea unless
treatment is needed. However, those with diarrhea lasting
14 days or more should be tested for intestinal parasitic
infection, and those who were treated with an antimicro-
bial within the preceding eight to 12 weeks should be tested
for C. difficile infection. Gastrointestinal tract disease, such
as inflammatory bowel disease and postinfectious irritable
bowel syndrome, should be considered.

Testing may be considered for C. difficile infection in
patients older than two years who have a history of diarrhea
following antimicrobial use and in those with health-care-
associated diarrhea. One stool specimen is suggested for
testing because multiple specimens do not increase diag-
nostic yield. C. difficile should also be considered in patients
with diarrhea occurring in hospitals. Colonization is com-
mon in hospitalized patients and residents of long-term
care facilities, although patients without diarrhea should
not be tested or treated.
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EMPIRIC MANAGEMENT OF INFECTIOUS BLOODY
DIARRHEA

Choice of empiric therapy for bloody diarrhea depends on
local susceptibility patterns and the patient’s travel history.
Options for adults include a fluoroquinolone (e.g., cipro-
floxacin) or azithromycin (Zithromax). Options for chil-
dren include a third-generation cephalosporin for infants
younger than three months and for those with neurologic
involvement, or azithromycin. However, most cases of
inflammatory infectious diarrhea episodes are self-limited,
and the risks of treatment often outweigh the benefits.
Exceptions may include severe infections and infections in
immunocompromised persons.

Patients with clinical features of sepsis and suspected
enteric fever should be treated empirically with broad-
spectrum antimicrobials after blood, stool, and urine cul-
ture collection. Therapy can be narrowed once test results
are available. If an isolate is unavailable and enteric fever
is suspected, the antimicrobial choice may be tailored to
susceptibility patterns in the geographic location where the
infection was acquired.

Antimicrobial therapy should be avoided in patients
infected with STEC 0157, Shiga toxin 2, or STEC of
unknown genotype. There is insufficient evidence to make
a recommendation for patients with other STEC infections.

Empiric antibacterial therapy should be considered for
patients who are immunocompromised and have bloody
diarrhea or severe illness. However, empiric treatment of
bloody diarrhea is not reccommended in immunocompetent
patients while waiting for test results unless (1) the patient is
an infant younger than three months and a bacterial etiol-
ogy is suspected, (2) the patient has a fever documented in a
health care setting, abdominal pain, and bacillary dysentery
presumably caused by Shigella infection, or (3) the patient
has recently traveled internationally and has a body tem-
perature of at least 101.3°F (38.5°C) or has signs of sepsis.

Asymptomatic contacts of patients with bloody diarrhea
should not be treated. However, they should be advised on
proper infection prevention and control measures.
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