COMMENTARY

It Is Time for a Gastroenteritis Guideline
Brian Alverson, MD,a Eric Biondi, MD, MSb

In this month’s issue of Hospital Pediatrics, there are 2 articles that directly address overdiagnosis and low-value
care in infants and children with acute gastroenteritis. Nabower et al1 contributed an assessment in variation of
care and resource use in 38 hospitals in the United States. Some of the ﬁndings in this article are encouraging. For
instance, over time, these hospitals have witnessed a mild decrease in some unnecessary resource use such as
computed tomography scans. However, many of these advances were tempered by remarkable increases in other
forms of costly, and often unnecessary, care. Indeed, whereas computed tomography scans were reduced from 7.8%
of cases to 6.3% of cases (a small but signiﬁcant reduction), unnecessary imaging skyrocketed from 18.6% to 27.4%
because of an increase in ultrasound use. Likewise, whereas some laboratory testing was reduced, overall
laboratory testing was far higher than recommendations the Centers for Disease Control and Prevention (CDC)
guideline would suggest are appropriate.2 The authors conclude, appropriately, that there remains signiﬁcant
unnecessary resource use in children with gastroenteritis, which might be effectively addressed by having future
guidelines on acute gastroenteritis and quality initiatives.
One key hidden problem with this article is that the authors were forced to use, as a standard of care, a guideline
that was promulgated before our modern care of acute gastroenteritis was reﬁned. Molecular testing, a ﬁner
understanding of necessary tonicity of intravenous ﬂuids (IVFs), and an understanding of how to prevent
hospitalization were not fully understood at the time of the CDC guideline, which was published almost 17 years ago.
In addition to this, there are several important areas that were not addressed by this article, not through any fault
of the authors, but through limitations in the database they used. For example, although the authors noted a
remarkable predominance of IVFs in infants with gastroenteritis, they were not able to determine what type of oral
rehydration ﬂuid was attempted, nor were they able to determine if it was attempted. Since the publication of the
afformentioned CDC guideline, a reasonably strong prospective randomized controlled trial has revealed that oral
rehydration with diluted apple juice, rather than Pedialyte, can signiﬁcantly reduce use of IVFs.3
Furthermore, although the authors could grapple with cost using the data from the database, there are further
hidden costs that could drive up the cost of care. One popular stool study that has arisen in the last few years is a
rapid multiplex polymerase chain reaction (PCR) test for multiple stool organisms. Although these new systems are
superior to old culturing methods for detecting organisms, they are expensive, their use has expanded, and the
costs and beneﬁts for testing infants and children with nonbloody diarrhea are unclear at best.4 Outside of patients
with immunocompromise or young infants, most bacterial causes of gastroenteritis do not require antimicrobial
therapy. The risk of testing patients is also nonzero because almost 25% of healthy patients will have a positive
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multiplex PCR test result, many for
Salmonella, which might be erroneously
treated under certain clinical
circumstances.5
In another outstanding article in this
month’s issue, Pahud et al6 drill down even
further on the validity of the use of PCR
testing in the stool of children with
symptoms of acute gastroenteritis. They
reported on Clostridioides difﬁcile testing in
children ,2 years of age with acute
gastroenteritis and examined rates of
positivity with healthy controls. Using stool
specimens collected for a prospective
surveillance study of pediatric
hospitalizations at 4 health centers for
acute gastroenteritis, authors were able to
compare 247 stool samples from healthy
children with 250 stool samples from
children with acute gastroenteritis.
Remarkably, C difﬁcile was found to be twice
as prevalent in healthy children ,2 as in
children with symptoms of acute
gastroenteritis. Although there were some
differences at baseline between these
2 groups, those differences were not
clinically noteworthy. The authors concluded
that rapid PCR cannot distinguish the
diagnosis of C difﬁcile in children ,2 years
of age. In addition, they demonstrated that
the number of cycles of PCR required to
distinguish C difﬁcile DNA from background
signal (the count threshold) was the same
in the 2 groups. Additionally, among infants
with gastroenteritis symptoms, lactoferrin
levels did not distinguish children who did
and did not have C difﬁcile. The
authors appropriately concluded that PCR
testing for C difﬁcile, in addition to other
laboratory testing such as lactoferrin
testing, is not useful in children ,2 with
diarrhea.
The risks of PCR testing in infants and
children with symptoms of acute
gastroenteritis are clear, and yet this
practice is common in the United States.
There are no current American Academy of
Pediatrics guidelines, active policies,
technical reports, clinical reports, and
consensus statements speciﬁcally about
pediatric acute gastroenteritis. The
Infectious Diseases Society of America has
published a guideline that applies to all age

groups; however, there are substantial
problems with using these recommendations
in a pediatric age group.7 For instance, the
guideline recommends stool cultures for
enteropathogentic bacteria in all individuals
who are febrile, which likely would not be
cost-effective in children. The British have
promulgated a guideline; however, it misses
the opportunity to discuss a variety of issues,
including the expense of multiplex PCR
testing.8 Industry is already working to
ensure that physicians use these tests,
promoting the product with a
methodologically ﬂawed article on cost
savings in adults, an article that was entirely
supported by the company selling the test.9
An independent study revealed that at
1 center, although the PCR technology yielded
better results, the costs more than doubled
conventional methods of stool testing.10 Given
the likely staggering quantities needed to
render a positive impact on patients and the
high risk of inappropriate treatment among
healthy patients, a guideline addressing
testing in children with acute gastroenteritis
would be extremely helpful to physicians.
Even beyond PCR testing, there are
numerable areas in which a modern
guideline could set the stage for
comprehensive quality improvement.
In recent years, the American Academy of
Pediatrics’ Value in Inpatient Pediatrics
Network has had remarkable success in
implementing national, evidence-based
pediatric guidelines via national
collaborative projects.11 Acute
gastroenteritis would appear to be a topic
that checks many of the boxes necessary for
a successful Value in Inpatient Pediatrics
project: a common disease, clear evidence,
and the potential for reliable metrics.
Hence, within the time line of a couple of
years, we could have such a guideline
crafted, published, and nationally
implemented.
This issue of Hospital Pediatrics represents
a call to action. If we are to improve the cost
efﬁcacy of our care and shorten the
duration of length of stay for these
vulnerable patients, a modern pediatric
guideline is needed. In addition, we should
begin comprehensive quality improvement
on a national scale to improve areas of care

that we know to be suboptimal. Although the
cost of guideline production is not
insubstantial, that cost is dwarfed by the
amount of money we are senselessly
spending because of mismanagement of
this disease.
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