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Learning Objectives #1
By the end of this presentation, attendees should be able to:

1. List the most clinically appropriate initial screening test for patients with 
suspected celiac disease

2. Describe the importance of reviewing and discontinuing medications for older 
adults with limited life expectancy

3. Articulate the main reasons why obtaining a GBS culture for pregnant patients 
in the third trimester with known GBS bacteriuria is inappropriate

4. Summarize evidence-based palliative and hospice care services that are 
recommended in the emergency department

5. Recognize how limiting antibiotic use for acute otitis media in children aged 
two to 12 years with non-severe symptoms can safely promote antibiotic 
stewardship



Rec #1: Initial Screening Test for Celiac Disease
● Transglutaminase immunoglobulin A antibody (anti-tTG IgA) = recommended 

first-line screening test for celiac disease
○ Highest sensitivity and specificity

● Serum IgA = included to detect IgA deficiency
● Anti-tTG IgG or deamidated gliadin peptide antibodies (IgG or IgA) = 

appropriate as reflex tests in specific situations
○ Lower specificity than anti-tTG IgA

● Deamidated gliadin peptides = higher false-positive rate
○ Can lead to unnecessary testing and/or endoscopy

Reference: Husby S, Murray JA, Katzka DA. AGA clinical practice update on diagnosis and monitoring of celiac disease-
changing utility of serology and histologic measures: expert review. Gastroenterology. 2019;156(4):885-889



Rec #2: Deprescribing for Older Adults
● Limited life expectancy =  <24 months

○ Preventive medications for chronic diseases = 
questionable benefit in late life

● At the end of life, consider shifting from curative to 
palliative therapy based on goals of care

● Time to benefit = point in time at which patients are 
expected to derive a benefit from treatment

● Reducing unnecessary medications may reduce pill 
burden and adverse drug events
○ Often improves quality of life

● Cholinesterase inhibitors, memantine, and statins = 
questionable benefit in advanced dementia

Reference: Holmes HM, Min LC, Yee M, et al. Rationalizing prescribing for older patients with multimorbidity: considering time 
to benefit. Drugs Aging. 2013;30(9):655-666.

Source: Halli-Tierney AD, Scarbrough C, Carroll D. Polypharmacy: Evaluating Risks and Deprescribing. 
Am Fam Physician. 2019;100(1):32-38.



Rec #3: GBS Culture with Known GBS Bacteriuria
● Do not perform third trimester group B streptococcus (GBS) culture in patients 

with GBS bacteriuria during pregnancy
● GBS bacteriuria at levels of ≥105 CFU/mL = warrants acute treatment during 

pregnancy and indicates the need for intrapartum antibiotic prophylaxis at the 
time of birth
○ Rectovaginal culture later in pregnancy = not necessary

● Identification of asymptomatic bacteriuria with GBS during pregnancy at <105

CFU/mL = does not require antepartum treatment
○ Indication for intrapartum prophylaxis at the time of birth

Reference: Allen VM, Yudin MH. Management of group B streptococcal bacteriuria in pregnancy. J Obstet Gynaecol Can. 
2018;40:e181-186.



Rec #4: Palliative and Hospice Care in the ED
● Do not delay engaging available palliative and hospice care services in the 

emergency department for patients likely to benefit
○ Palliative care = comfort and relief of symptoms for patients who have 

chronic and/or incurable diseases
○ Hospice care = palliative care for those in the last 6 months of life

● Emergency physicians = should discuss available services with patients 
and their families in the ED with chronic or terminal illnesses
○ Early referral from the ED to hospice and palliative care can benefit 

select patients resulting in both improved quality and quantity of life

Reference: DeVader TE, DeVader SR, Jeanmonod R. Reducing cost at the end of life by initiating transfer to inpatient hospice 
in the emergency department. Ann Emerg Med. 2012;60(4s):S73.



Rec #5: Antibiotic Use for Acute Otitis Media
● Do not routinely prescribe antibiotics for otitis media in children aged 2-12 

years with non-severe symptoms where observation is reasonable
○ “Observation option” = deferring antibacterial treatment for 48 - 72 

hours and limiting management to symptomatic relief
● Decision to observe or treat = based on the child’s age, diagnostic certainty, 

and illness severity 
○ To observe a child without initial antibacterial therapy = must have a 

ready means of communications between parents and clinicians
○ Must have a system in place that permits re-evaluation

Reference: Venekamp RP, Sanders S, Glasziou PP, Del Mar CB, Rovers MM. Antibiotics for acute otitis media in children. 
Cochrane Database of Systematic Reviews 2013, Issue 1. Art. No.: CD000219. DOI: 10.1002/14651858.CD000219.pub3.



Learning Objectives #2
By the end of this presentation, attendees should be able to:

1. Describe how to individualize screening for cervical cancer in women older 
than 65 years old 

2. Identify how to recommend screening for carotid artery stenosis to the 
appropriate patient 

3. Demonstrate how to provide clear recommendations about annual EKGs for 
low-risk patients

4. List the risk factors for osteoporotic fractures and reasons for osteoporosis 
screening in patients younger than 65



Rec #1: Cervical Cancer Screening in Older Women
● Do not screen women older than 65 years of age for cervical 

cancer who have had adequate prior screening and are not 
otherwise at high risk for cervical cancer
● Patient-oriented evidence = little to no benefit

Adequate History of Negative Screening Results

3 Consecutive negative cytology results

OR

2 Consecutive negative co-test results within the previous 10 years
with the most recent test performed within the past 5 years

Source: Cervical cancer screening. Am Fam Physician. 2018;97(7):441-448

Reference: U.S. Preventive Services Task Force. Screening for cervical cancer: U.S. Preventive Services Task Force 
Recommendation Statement. https://www.uspreventiveservicestaskforce.org/Page/Document/Recommendation 
StatementFinal/cervical-cancer-screening2.



Rec #2: Carotid Artery Stenosis Screening
● Do not screen for carotid artery stenosis (CAS) in asymptomatic adult 

patients
● Good evidence that for adult patients with no symptoms of carotid 

artery stenosis
● Harms of screening outweigh the benefits

● Screening → could lead to non-indicated surgeries that result in 
serious harms, including death, stroke and myocardial infarction

Reference: Krist AH, Davidson KW, Mangione CM, et al. Screening for asymptomatic carotid artery stenosis: US Preventive 
Services Task Force recommendation statement. JAMA. 2021;325(5):476-481



Rec #3: Annual EKGs for Low-Risk Patients
● Do not order annual electrocardiograms (EKGs) or any other cardiac 

screening for low-risk patients without symptoms.
● There is little evidence that detection of coronary artery stenosis in 

asymptomatic patients at low-risk for coronary heart disease      
improves health outcomes
○ False-positive tests likely to → lead to harm through unnecessary 

invasive procedures, overtreatment, and misdiagnosis
● Potential harms of this routine annual screening → exceed the potential 

benefit

Risk Factors

1. Hypercholesterolemia
2. Hypertension
3. Diabetes
4. Family history of CAD
5. Smoking history
6. Age
7. History of coronary 

disease equivalent

Reference: Moyer VA, U.S. Preventive Services Task Force. Screening for coronary heart disease with electrocardiography: U.S.
Preventive Services Task Force recommendation statement. Ann Intern Med. 2012;157:512-518. Accessed November 21, 
2012.



Rec #4: Osteoporosis Screening before Age 65
● Do not use dual-energy X-ray absorptiometry (DXA) screening for 

osteoporosis in women under age 65 or men under 70 with no risk 
factors

● DXA is not cost effective in younger, low-risk patients but is 
cost effective in older patients

● Risk factors for osteoporotic fractures include:
● Family history of osteoporosis
● Previous fractures
● White race
● Dementia

Other Risk Factors for        Osteoporotic 
Fractures

- Cigarette smoking
- Alcoholism
- Low weight and 
body mass index
- Estrogen 
deficiency
- Early menopause
(i.e., before age 45)

- Prolonged 
premenopausal 
amenorrhea
- Long-term low 
calorie intake
- History of falls
- Inadequate 
physical activity
- Poor nutrition

Reference: U.S. Preventive Services Task Force (USPSTF), American Association of Clinical Endocrinology (AACE), American 
College of Preventive Medicine (ACPM), National Osteoporosis Foundation (NOF)



Learning Objectives #3
By the end of this presentation, attendees should be able to:

1. List red flags and other indications for obtaining imaging for patients with low 
back pain

2. Apply principles of exercise prescriptions to routinely assess activity levels and 
recommend appropriate physical activity

3. Identify the key reasons to not order antinuclear antibody and extractable 
nuclear antigen unless a connective tissue disease is suspected

4. Articulate why it is necessary to avoid using three or more central nervous 
system–active medications, especially in older adults



Rec #1: Imaging for Low Back Pain
● Do not do imaging for low back pain within the first 6 weeks, unless 

red flags are present
○ Does not improve outcomes → increases costs

- Radicular symptoms often recover within several 
weeks

- Disc herniations regress or reabsorb within 8 weeks
○ Reserve for patients for whom

- Noninvasive, conservative regimens fail
- Surgery or therapeutic injection are being considered

Red Flags

1. Severe or progressive 
neurological deficits

- Bowel or bladder
- Saddle paresthesia
1. Fever
2. Sudden back pain with 

spinal tenderness
3. Trauma
4. Suspected OM
5. Suspected malignancy

Reference: Chou R, Fu R, Carrino JA, et al. Imaging strategies for low-back pain: systematic review and meta-analysis. Lancet. 
2009;373:463-472.



Rec #2: Using Exercise Prescriptions
● Use exercise prescriptions to increase physical activity among patients

○ Decreased all-cause mortality associated with increasing activity
■ Decreased risk of coronary artery disease, diabetes, 

hypertension, many types of cancers
■ Benefits on bone health and mental health

Sedentary beginner Non-sedentary beginner Intermediate running
Frequency Three days per week Three to four days per week Four to five days per week
Intensity Moderate Moderate Moderate
Time 20 to 30 minutes 30 minutes 30 minutes

Type

Brisk walking Brisk walking

PLUS

One set each of:
■ Body weight squats × 10
■ Plank hold for 30 seconds

Jogging

PLUS

Two sets each of:
■ Body weight squats × 10
■ Planks × 30 seconds
■ Elevated push-ups × 10
■ Horizontal (assisted) pullups × 10

Reference: Franklin BA, Sallis RE, O’Connor FG. Exercise prescription and guidance for adults. Updated March 2, 2022. 
Accessed March 29, 2022.

https://www.exerciseismedicine.o
rg/wp-
content/uploads/2021/02/EIM-
Prescription-2018-e-form.pdf

https://www.exerciseismedicine.org/wp-content/uploads/2021/02/EIM-Prescription-2018-e-form.pdf
https://www.exerciseismedicine.org/wp-content/uploads/2021/02/EIM-Prescription-2018-e-form.pdf
https://www.exerciseismedicine.org/wp-content/uploads/2021/02/EIM-Prescription-2018-e-form.pdf
https://www.exerciseismedicine.org/wp-content/uploads/2021/02/EIM-Prescription-2018-e-form.pdf


Rec #3: Ordering ANA and ENA
● Do not order antinuclear antibody (ANA) and extractable nuclear antigen 

(ENA) unless a connective tissue disease is suspected
○ Testing for ANA and ENA = should be avoided in the investigation of 

widespread pain or fatigue alone
○ High sensitivity (93%) of ANA for SLE

■ Due to the low prevalence of SLE →most people with positive 
ANA do not have SLE (PPV = 11%)

○ ANA positivity ~20% in nonrheumatic conditions
○ Patients with few signs / symptoms of SLE = low pretest probability

■ Positive tests = unclear clinical significance.
○ False-positive results may lead to further unnecessary testing

Reference: Tozzoli R, Bizzaro N, Tonutti E, et al. Guidelines for the laboratory use of autoantibody tests in the diagnosis and 
monitoring of autoimmune rheumatic diseases. Am J Clin Pathol. 2002;117(2):316-24.



Rec #4: CNS-Active Medications in Older Adults
● Do not use 3 or more central nervous system-active medications, especially in 

older adults
○ Examples: Antidepressants, benzodiazepines, Z-drugs (e.g., zolpidem), 

opioids, gabapentinoids, antipsychotics, and antiepileptics
○ Increased risk for falls and fractures
○ Opioids used with gabapentinoids → increased risk of death
○ Benzodiazepines and Z-drugs = minimal effectiveness for sleep

● Safer alternatives
○ Selective serotonin reuptake inhibitors (SSRI) for anxiety
○ Cognitive behavior therapy (CBT) for insomnia

● Maintain the lowest effective dose and evaluate for deprescribing

Reference: Chen C, Lo-Ciganic WH, Winterstein AG, et al. Concurrent use of prescription opioids and gabapentinoids in older 
adults. Am J Prev Med. 2022;62(4):519-528.



Conclusions



Key Takeaways from Choosing Wisely
● Order anti-tTG IgA to screen for celiac disease
● Use point-of-care deprescribing tools when caring for older adults
● Do not obtain third-trimester GBS cultures in patients with GBS 

bacteriuria
● Do not delay ordering palliative and hospice care services in the ED
● Do not use antibiotics for otitis media in children with non-severe 

symptoms when observation is possible
● Do not screen women older than 65 years of age for cervical cancer 

who have had adequate prior screening
● Do not screen for carotid artery stenosis in asymptomatic adult 

patients



Key Takeaways from Choosing Wisely (Cont.)
● Do not order annual EKGs for low-risk patients without symptoms
● Do not use DXA screening for osteoporosis in women under age 65 or 

men under 70 with no risk factors
● Do not do imaging for low back pain within the first six weeks, unless 

red flags are present
● Routinely assess activity levels and prescribe appropriate physical 

activity
● Do not order antinuclear antibody and extractable nuclear antigen 

unless the patient is suspected to have a connective tissue disease
● Do not use three or more central nervous system–active medications 

in older adults



Questions / 
Comments?
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