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Supporting treatment algorithms
for the clinical management of Viral
Gastroenteritis

Figures1and 2 outline a comprehensive treatment algorithm on Viral Gastroenteritis in Children and Adults, respectively, aimed
at addressing the different lines of treatment after thorough review of medical and economic evidence by CHI committees.

For further evidence, please refer to CHI Viral Gastroenteritis full report. You can stay updated on the upcoming changes to our
formulary by visiting our website at https://chi.gov.sa/AboutCCHI/CCHIprograms/Pages/IDF.aspx

Our treatment algorithm offers a robust framework for enhancing patient care and optimizing treatment outcomes across a
range of treatment options, holding great promise for improving healthcare delivery.



https://chi.gov.sa/AboutCCHI/CCHIprograms/Pages/IDF.aspx

History

Physical examination

Treatment of dehydration

| Main clinical manifestations of acute infectious gastroenteritis |

Red flags for consulting a physician: Al infants, refusal to drink >4 h, persistent vomiting
severe malnuirition, relevant underlying disease (e.g., bowel resection, immune deficiency,
metabolic disease, type | diabetes), lethargy, high fever,
severe abdominal pain; voluminous, bloody, or persistent diarrhea

Clinical evaluation
incl. weight, CRT, CDS

Assessment of dehydration severity
(Tables 1, 3)

Factors implying a need for hospitalization:
Infants <3500 g or <2 months old, uncertain feasibility of
outpatient implementation, failed oral rehydration;
severe dehydration; shock / severe acidosis;
hypo-typernatremia (Na™ <130 cr >150 mmoliL);
neurological manifestations (lethargy/coma); severe (chronic)
underlying illness, malnutrition, or failure to thrive;
suspected Illeus or intestinal tranport disturbance; persistently
bloody diarrhea; suspected other cause of manifestations
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No dehydration

Mild to moderate dehydration

Shock, severe dehydration
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Prevention of dehydration

® Breast-feeding or age-
appropriate nutrifion

e Adequate fluid intake

o ORS as indicated

Oral/nasogastric rehydration

e [fvomiting, 5 mL ORS every 1-2
minutes

® 40-50 mL/kg over 4 h

® Replace losses

e As indicated: probiofic agents,
racecadotril, smectite™

i. v. volume administration

1. Laboratory testing (Na" K" Cr,
BUN, Gluc, CBC, ABS)

2. 20-40 ml/kg 0.9% NaCl over
15-30 minutes

3. Consult intensive care physician

4. Differential diagnosis?
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Care at home

» Informaticn on hygiene, course
of illness, fluid intake

 Prescription for ORS

® Follow-up as needed

e Age-appropriate nutrition

| Reevaluationin1h
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ORT successful?
Yes Volume replaced No
No vomiting l
Continue ORT Nasogastric
rehydration
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Reevaluationin 3 h
incl. re-weighing

Rehydration

successful? No

Qutpatient

In-hospital care, possibly in the
intensive care unit
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i. v. rehydration

1. Laboratory testing (Na" K" Cr,
BUN, Gluc, CBC, ABS)

- 20mlskg 0.9% NaCl over
2-4h

. Then 2/3 or full electrolyte
solution

. K compensation after start of
diuresis

. Pathogen identification
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In hospital
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Reevaluation

Yes|  ORT possible? No
{  Further ORT until rehydrated |4J—

i. v rehydration
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Figure 1: Treatment Algorithm for Viral Gastroenteritis
in Infants and Children

iAcute Infectious Gastroenteritis in Infancy and Childhood,
Deutsches Arzeblatt International (2020)

Attention: the threshold values for percentage weight loss as
an index of the degree of dehydration differ in infants and
young children.

ABS: acid-base status; BUN: blood urea nitrogen; CBC:
complete blood count, CDS: Clinical Dehydration Score; CRT:
capillary refilling time; Cl: chloride: Cr: creatinine; i. v,;
intravenous; K+: potassium; Na+: sodium; ORS: oral
rehydration solution; ORT: oral rehydration therapy.



Treatment of Acute Diarrhea

Initial assessment: Onset, duration, severity,
degree of dehydration, vital signs, consider
orthostatic vital signs, initial physical examination

Treat dehydration
Oral rehydration therapy is preferable*

Intravenous rehydration may be used for severe
dehydration or if the oral route is not feasible

Evaluate history and risk factors (see Table 2)

Likely bacterial or parasitic (does
not fit into other categories); requires

additional workup or treatment
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Perform analysis in each
of the following situations
that may apply

Likely noninfectious
(clinically suggestive of
noninfectious process)

Consider stool culture
and testing for ova and
parasites 1o help support
the diagnosis

Consider testing appropriate
for the suspected diagnosis

Endoscopy and colonic
biopsy can be helpful in
difficult cases

Likely food poisoning with
preformed toxins (several
persons with a common food
EXpOosUre experience symptoms
within 16 hours of exposure)

Generally a clinical diagnosis

Generally self-limited; offer
suppaortive therapy

Specialty laboratary testing with
limited availability

Notify public health department

Likely viral (nonbloody,
watery stool; mild
disease; afebrile)

No studies needed

Supportive treatment

May offer loperamide/
simethiconet to
decrease length of
symptoms

Follow-up to confirm
resolution
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Community-acquired or
traveler's diarrhea (especially
if accompanied by significant
fever or blood in the stool)

Culture or test for Salmonella,
Shigelia, Campylobacter, Shiga
toxin—producing Escherichia
coli (enterohemorrhagic E. coli;
if history of hemolytic uremic
syndrerme), Clostridium difficile
toxins A and B (if treated with
antibiotics or chemotherapy
in recent weeks)
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Nosocomial diarrhea (onset after
more than 3 days in the hospital or
other facility, or antibiotic use within
3 months)

Test for C. difficile toxins A and B

Also test for Salmonella, Shigelia,
Campylobacter, and Shiga toxin—
producing E. coli if a nosacomial
outbreak is suspected, or the patient
is older than 65 years, has coexisting
conditions, is immunocompromised,
of has neutropenia, bloody stoal,
or possible systemic enteric infection
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Persistent diarrhea
of more than 7 days
(especially if patient is
immunocompromised)
Consider testing for
Giardia, Cryptosporidium,
Cyclospora, and lsospora
belli, and inflammatory
screening (fecal lactoferrin)

)

If patient is immunocom-
promised {especially those
with human immunodeficiency
virus infection)

Add testing for Microsperida,
Mycobacterium avium-
intracellulare complex,
Cytomegalovirus

Consider antimicrobial therapy for specific pathagens (as indicated in Table 4)
If diagnosis remains unclear, consider additional analysis specific for

pathogens suggested by history and risk factors

In patients with C difficile, discontinue other antimicrobials if possible

Report appropriate diarrheal ilinesses to the public health

department

(In the United States, reportable diarrheal diseases include
cholera, and infection with Cryptosporidium, Giardia,
Salmonelia, Shigelfa, and Shiga toxin-producing £. coli)

*—Use the new World Health Organization reduced-osmolarity oral rehydration solution or a substitute. It can be roughly duplicated by mixing
112 teaspoon of salt, 6 teaspoons of sugar, and 1 liter of water.
t—Dosing for loperamide/simethicone: 2 tablets (2 mg of loperamide/125 mg of simethicone per tablet) followed by 1 additional tablet after each
unformed stool, up to 4 tablets in 24 hours (3 doses).

i Acute Diarrhea in Adults, AAFP (2022)

i Figure 2: Treatment Algorithm for Viral Gastroenteritis in Adults



