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Objectives 

Create a paradigm shift that: 
 

A. Supports and enhances optimal care 
 

B. Also reduces the cost of evaluations 
Incorporates new insurance incentives  

Reduce use of high cost specialists 
 

Reduce costly tests 
 

 

     



Develop tools for more efficient evals 
 

    What can/should be done in the office? 
 

    Guidelines for when to refer 
 

    Guidelines for helpful – and not so 

     helpful - tests 

Utilize Community – GI Partnership 
 



New patient diagnoses in 2015 
 

   Constipation              25% 
   Abd pain + constipation      15% 
   Abd pain         10% 
   GERD          10% 
   Poor growth/feeding problems     10% 
   Celiac disease        10% 

Where Should the Initial Focus Be? 
Is There Low Hanging Fruit?  

 



More Efficient Evaluations  

GI Perspective:  
Many referrals come with limited or no 

   evaluation 
 

As partners, can we develop an effective 

   system to deal with these problems? 
 

What format/content works best? 

 

     



Consult/Referral Guidelines 

1st attempt 7 years ago 

9 general categories 

  Chronic abd pain Chr non-bloody diarrhea 

  Bloody diarrhea Rectal bleeding 

  GERD   Poor growth 

  Constipation  Encopresis 

  Vomiting 

 

 

     



 
 

 

 



 
 

 

 



 
 

 

 



 
 

 

 



4 Categories 

Problem: Diagnosis/Symptoms 
 

Suggestions for Initial Evaluation 
 

Possible Pre-Referral Therapy 
 

When to Consider Referral  
 

 

     



How Could This Be Used? 

Re-look at my top 3 referral diagnoses 
   Constipation 
   Abdominal pain 
   GERD 
 

Utilize initial evaluation/treatment  
   based on NASPGHAN guidelines 
   www.NASPGHAN.org     



Constipation 

 
 

 

 



Constipation 

Many referred patients have not had a 
    trial of medication  
 

Fewer have had trial of diet (    fiber +  
    water intake)  
and regular physical exercise 
 

Utilize evidence-based recommendations 
   from NASPGHAN JPGN. 2014 
 



Chronic Abdominal Pain 

 
 

 

 



Abdominal Pain 

Long differential  
   Only about 10-15% of patients have GI cause 
 

Don’t forget constipation 
   Helpful questions include: 
      ‘how long do you sit on the toilet to poop?’ 
 

JPGN: 2008;47:679–715  

     



Abdominal Pain 

Forget H pylori  
    Essentially no evidence to support causal 
    relation between H pylori gastritis and  
    abd symptoms in absence of ulcer disease 
 

Cases of non-ulcer abd pain should not be 
investigated for H pylori 
 

Evidence–based Guidelines for H pylori 
    JPGN. 2011;53:230-43 



GERD 

 
 

 

 



GERD – Evidence-Based Guidelines 

From a GI perspective, GERD in infants is 
  1 of most commonly over-treated problems 
 

For infants, 3 main presentations: 
   Vomiting 
   Irritability   
   Feeding problems 
 

JPGN: 2009;49:498-547     



GERD – Vomiting 

Always consider at least 5 causes: 
    anatomic   CNS 
    acid reflux disease  food allergy 
    immaturity of GI tract 
 

Would not treat with acid suppression if: 
    normal growth 
    absence of chronic lung disease 
    no hematochezia 
 

JPGN: 2009;49:498-547     



GERD – Irritability 

No evidence to support empiric use of 
acid suppression for Rx of irritable infants 
 
Reflux disease is not a common cause of 
unexplained crying, irritability, or distress 
in otherwise healthy infants 
 

JPGN: 2009;49:498-547     



GERD – Irritability 

Consider: milk protein allergy 
   neurologic disorders 
   constipation 
   infection  
 

After excluding other causes, an empiric 
trial of hydrolyzed protein formula is 
reasonable in these selected cases 
 

JPGN: 2009;49:498-547     



GERD – Feeding Problems 

Differential similar to that for irritable infant 
 

In feeding refusal, diagnostic evaluation is  
   1st step 
 

Trial of acid suppression comes later 
 

Utilize an experienced feeding therapist  
 

2 weeks of acid suppression often tried 
 

JPGN: 2009;49:498-547 

     



How to Reduce Costs 
for Lab Tests? 



Frequently Ordered Labs Which 
Should Not Be Ordered 

H pylori serology – never 
 

H pylori stool antigen test – better test  
   but don’t screen in abd pain patients 
 

Routine Celiac screen:    
   quantitative IgA + IgA anti-tTG antibody 
   Only add endomysial if autoimmune dis 
Do not need panel including any  
    IgG antibodies 
     



Frequently Ordered Labs Which 
Should Not Be Ordered 

IBD: IBD serology panel  
 

Non-fasting lipid panel 
 

Food allergy testing in infants and toddlers 

 



Frequently Ordered Labs Which 
Should Not Be Ordered 

O and P for most cases of diarrhea 
     Use giardia EIA antigen 
 
 

C. difficile in a child with no diarrhea 
 
 

Viral studies in bloody diarrhea 
 



Summary 

Who would like to partner in paradigm 
shifting? 
 

As partners, can we develop tools for 
more efficient/effective evaluations? 
 

What format/content works best? 
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