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Presence of Red Flags or Alarm 
Signs (See Table 2, page 6)

History and Physical Exam 
• See Table 1: History, Symptoms, Signs/ Exam Findings of GER/GERD 

in Children (page 5)
• See Note 2 (page 3): Imaging

Off guideline. Tailor testing to 
red flags or alarm signs and 

refer appropriately

Yes

No

CHN Guidelines for Outpatient Medical Management of Children with 
Gastroesophageal Reflux – For infants 0 months to 1 year

Aim: To decrease variation in management of GER/GERD in Primary Care and improve outcomes; to serve as a resource for inpatient clinicians' care of GER/GERD and 
discharging patients to the community

Infant (0-1 year) with suspicion of 
GER/GERD (children >1 year, see 
page 2)
• See Note 1, page 3: Colic vs 

GER/GERD
• See Note 3, page 3: Conditions/ 

Definitions
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Guideline Limitations/Exclusions: 
• Patients > 18 years old 
• Children with known pre-existing 

GI condition (pyloric stenosis, 
hiatal hernia, malrotation, GI 
obstruction, etc.) 

• Children with pre-existing feeding 
devices (NG, G tube, or J tube)

First-Line Approach for Patients with GER/GERD
• Avoid overfeeding 
• Thicken feeds (formula or breastmilk)
• Continue breastfeeding
(Parent/Guardian Education: Formula Feeding FAQs: How Much and How Often); How to Breastfeed Your 
Baby (Video); What is Infant GERD/Reflux and How to Thicken Feeds page 11-12)

Is patient improved or have GER (not GERD)?

Patients with GER do NOT 
progress to Second-Line treatment

If improved, continue management

Second-Line Approach for patients with GERD, not improved:
• Consider 2-4 weeks of extensively hydrolyzed or amino acid based formula 
• In breastfed infants, consider elimination of cow's milk and soy in breastfeeding parent’s diet
• Consider referral to Children’s Apnea/GER Program for parent education (See Table 4, page 7)

Is patient improved?

Third-Line Approach for patients 
with GERD, not improved: 

Refer to Pediatric GI Refer to 
Pediatric GI (See Table 3, page 7 
and MNGI Referral Form, page 10)

Symptom resolution with extensively hydrolyzed 
or amino acid based formula or breastfeeding 
parent elimination diet suggests infant has Food 
allergy or Food Protein Induced Enterocolitis 
Syndrome and would be excluded from this 
guideline

No further treatmentGI Referral not possible or delayed: Consider trial of H2RA 
for maximum of 4-8 weeks as a first line medication with 
improvement expected within 2 weeks (see Note 4, page 4). 
Attempt wean (see Note 5, page 4). 

Wean successful?

Refer to Pediatric GI (See Table 3, page 7 and 
MNGI Referral Form, page 10)
• Revisit the differential diagnoses, 

consider short PPI medication trial (See 
Table 5, page 8)

Yes

No

Yes

No

Yes

No

https://kidshealth.org/ChildrensHealthNetwork/en/parents/breastfeed-video.html?ref=search
https://kidshealth.org/ChildrensHealthNetwork/en/parents/breastfeed-video.html?ref=search
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Presence of Red Flags or Alarm 
Signs (See Table 2, page 6)

History and Physical Exam 
See Table 1: History, Symptoms, Signs/ Exam 
findings of GER/GERD in Children (page 3)

Tailor testing to red 
flags or alarm signs and 

refer appropriately

CHN Guidelines for Outpatient Medical Management of Children with 
Gastroesophageal Reflux – For ages 1-18 years

Aim: To decrease variation in management of GER/GERD in Primary Care and improve outcomes; to serve as a resource for inpatient clinicians' care of GER/GERD and discharging patients 
to the community

Child (ages 1-18 yo; infants 0-1 yo 
see page 1) with typical symptoms of 
GER/GERD
• See Note 3 (page 3): Conditions/

Definitions
• See Table 1 (page 5): History,

Symptoms, Signs/Exam findings
of GERD in Children
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Guideline Limitations/Exclusions: 
• Patients > 18 years old
• Children with known pre-existing

GI condition (pyloric stenosis,
hiatal hernia, malrotation, GI
obstruction, etc.)

• Children with pre-existing feeding
devices (NG, G tube, or J tube
feedings)

Provide lifestyle and dietary education
(Diet and Lifestyle changes for Older Children and 
Teens with GERD, pages 13-14)

Improved?

Continue Management

Patients with GERD, Not Improved: 
Acid suppression for 4-8 weeks 
• OTC antacids
• H2 Receptor Antagonist
• Proton Pump Inhibitor
• (See Table 5: Medications for GERD, page 8)

Improved?

Patients with GERD, Not Improved:
Refer to Pediatric GI (See Table 3, page 7 and 
MNGI Referral Form, page 10)
• Further work up and treatment/ medication

guidance per GI

Continue medication for 4-8 weeks and attempt to 
wean (see Note 5, page 4). 

Successful wean?

No further 
treatment

Yes

No

Yes

No

No

No

Yes
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Aim: To decrease variation in management of GER/GERD in Primary Care and improve outcomes; to serve as a resource for inpatient clinicians' care of GER/GERD and discharging patients 
to the community

Note 1: Colic vs GER/GERD
• Colic is most common cause of “fussiness” in infants from 2 weeks to 4 months
• Difficult to differentiate presentation of fussiness, arching, crying, with or without spit up in otherwise thriving infants
• Families/Caregivers may pressure clinicians to start anti-reflux therapies or pursue diagnostic testing because of perceived severity of symptoms
• Absent warning signs, diagnostic testing and/or therapies including acid suppression are NOT needed if there is no impact of the symptoms on feeding or 

growth
Resource: National Center on Shaken Baby Syndrome - PURPLE Crying (dontshake.org)
Parent/Guardian Education: Colic (English and Spanish available)

Note 2: Imaging
• There is no “gold standard” diagnostic tool for GERD; diagnosis of GERD in infants is based primarily on clinical suspicion. 
• If suspicious of pyloric stenosis in infants < 3 mos, consider Abdominal Ultrasound.

Note 3: Conditions/Definitions
Gastroesophageal Reflux (GER): the passage of gastric contents into the esophagus with or without regurgitation and vomiting.
• Common - affects 40% or more of infants
• Begins before 8 weeks of age, peaks about 4 months and resolves by 1 year in most cases
• Does not cause crying and irritability in infants
• Rarely requires evaluation
• Can be managed with parental education, support and anticipatory guidance
Gastroesophageal Reflux Disease (GERD): when GER leads to troublesome symptoms and/or complications such as esophagitis or stricturing.
• In clinical practice it may be difficult to differentiate GER from GERD in children, particularly preverbal infants and toddlers. Reported symptoms of GERD may 

occur in all babies (with or without GERD) making definitive diagnosis challenging.
• Symptoms may include refusal to feed, pronounced irritability with feeding, aspiration, slow weight gain, chronic cough or wheeze, hematemesis
Refractory GERD: GERD not responding to optimal treatment after 8 weeks
Optimal Therapy: Maximum pharmacologic and/or non-pharmacologic therapy based on the available health-care facilities

https://dontshake.org/purple-crying
https://kidshealth.org/ChildrensHealthNetwork/en/parents/colic.html?ref=search
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Aim: To decrease variation in management of GER/GERD in Primary Care and improve outcomes; to serve as a resource for inpatient clinicians' care of GER/GERD and discharging patients 
to the community

Note 4: Pharmacologic Treatment in Infants. See Table 5 page 8 for dosing.
• Histamine-2 Receptor Antagonists (H2RA) recommended for 1st line pharmacologic treatment in infants because:

o H2RA does not require compounding
o H2RA is easier to administer, does not taste as bad, does not require refrigeration
o Acid suppressing medications, particularly PPIs have been associated with adverse side effects:

 Alteration of the intestinal microbiome affecting the immune system
 Increase risk of infections including serious infections of respiratory, gastrointestinal, urinary tracts and sepsis
 Necrotizing Enterocolitis
 Increased later risk of fractures
 Increase later risk of allergies and auto immune disease such as inflammatory bowel disease
 Micronutrient deficiencies

• H2RA must be weight adjusted if used longer than 4 weeks.
• If H2RA trial fails, follow up on referral to Pediatric GI.
• Proton Pump Inhibitor (PPI) use in infants should be reserved for documented esophagitis, preferably after consultation with a Pediatric Gastroenterologist.  If 

consultation cannot be arranged, consider trial of PPI, improvement expected by 2-4 weeks. PPIs should be stopped after 4-8 weeks due to risk of complications.
• Studies have failed to demonstrate the efficacy of treating infants with medication for reflux symptoms without endoscopically proven esophagitis.  Providers should 

consider medication only after all other options have been attempted without benefit and carefully weigh potential risks and benefits of medication.
• Goal for medication therapy is to use the lowest dose of medication for the shortest time possible.

Note 5: Weaning GERD Medications
• Weaning of H2RA:

• Wean dose by 50% (or decrease from twice daily to once daily dosing) for 5 days;
• Discontinue treatment.

• Weaning of PPI:
• Wean dose by 50% (or decrease from twice daily to once daily) for 7 days;
• Wean dose by 50% again for 7 days;
• If patient is taking capsules, weaning by 50% may include transitioning from once daily to every other day dosing
• Discontinue treatment
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Aim: To decrease variation in management of GER/GERD in Primary Care and improve outcomes; to serve as a resource for inpatient clinicians' care of GER/GERD and discharging patients 
to the community

Table 1: History, Symptoms, Signs/Exam findings of GER/GERD in Children

History Symptoms Signs/Exam

G
en

er
al

• Age of onset
• Physiologic GER seldom starts before 1 week 

or after 6 months of age
• Feeding and dietary history
• Growth Trajectory
• Family medical history

• Discomfort/irritability
• Excess irritability/pain unlikely to be GERD
• Failure to Thrive
• Feeding refusal
• Dystonic neck posturing (Sandifer 

syndrome)

• Dental erosion
• Anemia

G
as

tr
oi

nt
es

tin
al • Pattern of regurgitation/spitting/vomiting

o Immediately post prandial
o Long after feedings/meals
o Nocturnal
o Digested vs. undigested

• Recurrent regurgitation with/or without 
vomiting in the older child

• Heartburn/chest pain
• Epigastric pain
• Hematemesis
• Dysphagia/odynophagia

• Esophagitis
• Esophageal stricture
• Barrett esophagus

O
th

er

• Possible environmental triggers
• Family psychosocial history -
• Second-hand tobacco smoke exposure
• Prior pharmacological and dietary 

interventions
• Presence of warning signs

Airway
• Wheezing
• Stridor
• Cough
• Hoarseness

Airway
• Apnea spells
• Asthma
• Recurrent pneumonia due to 

aspiration
• Recurrent otitis media
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Aim: To decrease variation in management of GER/GERD in Primary Care and improve outcomes; to serve as a resource for inpatient clinicians' care of GER/GERD and discharging patients 
to the communityTable 2: Red Flags/Alarm Signs may include:

System: Symptoms/Signs Possible Diagnostic Implications Suggested Actions

G
en

er
al

Weight loss Suggests a variety of conditions, including systemic infections Consider other illnesses and 
expand evaluation. May not be an 
indication to deviate off guideline if 
thought to be from reflux.

Lethargy Suggests another illness Consider other illnesses
Fever May suggest infection Infection evaluation
Excessive irritability/pain Unlikely to be manifestation of GERD Consider other illnesses
Dysuria May suggest urinary tract infection, especially in infants (See CHN UTI Guideline)
Onset of regurgitation/vomiting >6 mos 
increasing/persisting >12-18 mos

Late onset as well as symptoms increasing or persisting after infancy, based on 
natural course of the disease, may indicate a diagnosis other than GERD.

Urine microbiology investigation 
and/or referral to specialist

N
eu

ro
lo

gi
ca

l • Bulging fontanelle
• Rapidly increasing head 

circumference
• Seizures
• Macro or microcephaly

May suggest raised intracranial pressure for example due to meningitis, brain tumor 
or hydrocephalus

Imaging or referral to specialist

G
as

tro
in

te
st

in
al

Bilious vomiting May suggest intestinal obstruction. Possible causes include Hirschsprung disease, 
intestinal atresia or mid-gut volvulus or intussusception

Emergency; send to ER, upper GI 
imaging and/or Pediatric Surgical 
referral

Persistent forceful vomiting Indicative of hypertrophic pyloric stenosis (infants up to < 3 months old) Upper GI imaging or Surgical 
referral

Nocturnal vomiting May suggest increased intracranial pressure Imaging or referral
Hematemesis Suggests a potentially serious bleed from the esophagus, stomach or upper gut; 

possibly GERD-associated occurring from acid-peptic disease, Mallory-Weiss tear, 
or reflux-esophagitis

Pediatric GI referral

Chronic diarrhea May suggest food protein-induced gastroenteropathy Try alternative formula or referral 
to specialist

Rectal Bleeding Indicative of multiple conditions, including bacterial gastroenteritis, inflammatory 
bowel disease, as well as acute surgical conditions and food protein-induced 
gastroenteropathy rectal bleeding (bleeding caused by proctocolitis)

Stool microbiology investigation 
(PCR, culture)
Referral to GI or ID as dictated by 
test results

Abdominal distension Indicative of obstruction, dysmotility, or anatomic abnormalities Imaging or Pediatric Surgical 
referral

Adopted from the NASPHGAN 2018 and NICE 2015 Guidelines

https://www.childrensmn.org/references/cds/uti-guidelines.pdf
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Children's Minnesota Infant Apnea/ GER 
Program
Program Manager: Jodi Sand, MAN, BSN, RN
Office: 651-220-6592

Minneapolis Location:
Office: 612-813-5831
Fax: 612-813-6836
Children's Minnesota - MPLS campus
2525 Chicago Avenue South
Minneapolis, MN 55404

St. Paul Location:
Office: 651-220-6267
Fax: 651-220-5396
Children's Minnesota - St. Paul campus
Ritchie Medical Bldg
310 Smith Avenue North
St. Paul, MN 55102

Referral Instructions: Please fax the following to the preferred location:
• Order for Gastroesophageal Evaluation/Management
• Facesheet with parent demographic data and insurance
• Last clinic note
Apnea/GER nurses will contact family to discuss insurance coverage and set up in-person GER education that includes infant CPR and safe sleep.

CHN Guidelines for Outpatient Medical Management of Children with 
Gastroesophageal Reflux
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Aim: To decrease variation in management of GER/GERD in Primary Care and improve outcomes; to serve as a resource for inpatient clinicians' care of GER/GERD and discharging patients 
to the community

Table 3: Pediatric GI Referral Instructions, Minnesota Gastroenterology, CHN Affiliate Specialist
Minnesota Gastroenterology (MNGI)
Pediatric Clinic
Scheduling: 612-871-1145
Fax: 612-871-5491
Locations and services:
3001 Broadway Street NE
Suite #120
Minneapolis, MN 55413

Pediatric Gastroenterologists (as of 9/1/24):
Sundeep Arora, MD
Ramalingam Arumugam, MD
Mark Bartlett, MD
Kristin Borovsky, MD
Nissa Erickson, MD
Emily Kevan, MD
Pamela Puthoor, MD
Boris Sudel, MD
Jessica Ulrich, MD

Pediatric Nurse Practitioners:
Kristin Frericks, APRN, PNP
Krista Germain, APRN, CNP
Abby Wiberg, APRN, CNP

Dieticians:
Annie Hoese, RD, CSP, LD

Instructions: Use MNGI Referral Form (see page 11) and send patient records supporting the referral. Please include: 
•Patient records (should support reason patient needs to be seen and for what service)
•Patient demographics
•All relevant lab tests
•Any radiology reports done at outside facilities
New patients need a referral and are considered those who have not been seen by MNGI previously or not been seen in >3 yrs.

Table 4: Apnea/GER Program Referral Instructions
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Aim: To decrease variation in management of GER/GERD in Primary Care and improve outcomes; to serve as a resource for inpatient clinicians' care of GER/GERD and discharging patients 
to the community

Table 5: Doses of frequently used medications for GERD
Medication Recommended Pediatric Dose Max Dose (based on adult dose) Forms & Strengths

Histamine-2 Receptor Antagonists (H2RA)
Famotidine (Pepcid) Infants <3 mos: 0.5mg/kg once daily

Infants > 3 mos: 0.5mg/kg twice daily
• If not effective after 2 weeks, may increase to 1.0mg/kg twice daily
• Not to exceed 2mg/kg/day 

40mg 10mg, 20mg, 40mg tablet
40mg/5ml suspension

Proton Pump Inhibitors (PPIs)
Omeprazole (Prilosec)* 1-4 mg/kg/day 40mg 20mg DR tablet

10mg, 20mg, 40mg capsule
2mg/ml suspension

2mg/ml compounded suspension
Lansoprazole (Prevacid)* Infants: 2 mg/kg/day

Children: 0.7-3mg/kg/day
30mg 15mg, 30mg tablet/capsule/oral 

disintegrating tablet
3mg/ml compounded suspension

Esomeprazole (Nexium) 10 mg/day (weight < 20kg)
20 mg/day (weight > 20kg)

40mg 20mg, 40mg capsule
2.5mg, 5mg, 10mg, 20mg, 40mg 

packet of powder
Pantoprazole (Protonix) 1-2 mg/kg/day 40mg 20mg, 40mg tablet

40mg packet of powder
Antacids (risks if chronically used without oversight)
Calcium Carbonate (Tums, 
Pepto Kids, etc.)

2-5 yrs: 400mg
6-11 yrs: 800mg
>12 yrs: 1000-3000mg
Per dose, PRN, for up to 2 wks

2-5 yrs:1200mg/day
6-11 yrs: 2400mg/day
>12 yrs: 7500mg/day

400mg, 500mg, 750mg, 1000mg, 
1177mg chewable tablet

1250mg tablet
400mg/5ml liquid

Aluminum hydroxide, 
Magnesium hydroxide, 
Simethicone (Maalox, 
Mylanta)

200mg-200mg-20mg/5ml:
Infants: 1-2 ml/kg per dose
Children: 5-15ml every 3-6 hours

4 doses per day 200mg-200mg-20mg/5ml
400mg-400mg-40mg/5ml
400mg-135mg-40mg/5ml

*Formulation/compounding limitations may pose insurance coverage challenges
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GI – GER/GERD Referral 
Communication Form

Referral date: Patient address: 

Patient name: City: _______ State: ______ Zip:_________ 

DOB: Parent/Guardian: 

Preferred Phone: ________________________________ Alternate Phone: __________________________________ 

GI Consult request for: 

❑ GI evaluation for treatment options

❑ Patient/parent requested a consult with GI to discuss treatment options

❑ Refractory GER/GERD

❑ Other clinical concern: ________________________________________________________________________

Reason for Referral (check all that apply): 

❑ INFANT GER/GERD - check all therapies that have been attempted

❑ First-Line Therapies: avoiding overfeeding, thickened feeds, feeding at 45-degree angle

❑ Second-Line Therapies: extensively hydrolyzed formula, maternal elimination diet for breast-fed infants
❑ Third-Line Therapies: 4-8 week trial of   H2RA  or  PPI   (circle all that apply)

❑ CHILD GER/GERD - check all therapies that have been attempted
❑ Lifestyle and Dietary Modifications

❑ 4–8-week trial of Acid Suppression
❑ Acid Suppression used: (circle all that have been tried)     OTC antacid      H2RA      PPI

Clinical Concerns/Red Flags (check all that apply) 
❑ Weight loss/Poor weight gain
❑ Feeding refusal
❑ Excessive irritability/pain with feedings
❑ Forceful/Excessive vomiting
❑ Hematemesis
❑ Dysphagia
❑ Bilious vomiting (possible UGI obstruction-urgent referral to ER for evaluation)
❑ Aspiration/Chronic cough/Wheezing
❑ Other: _____________________________________________________________________________________

Include all relevant records and any comments (check documents that are included) 

❑ Recent relevant encounter notes

❑ Growth Charts

❑ Radiology imaging reports

❑ Other relevant lab results: _____________________________________________________________________

Additional comments: 

Primary Care Clinician Signature: ______________________________________________ Date:____________________  

Fax competed form and other documents to Minnesota Gastroenterology Pediatric Clinic: 612-871-5491 

To fill in or use clinic sticker here 

PCP: 

Clinic name: 

Clinic address: 

Phone #:  Fax #: 
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What is Infant GER/Reflux and How to Thicken Feeds 
What is GER/Reflux? Gastroesophageal Reflux (GER) is when food and drink stomach 
contents travel up the tube from the stomach or esophagus. This may result in frequent 
episodes of spitting up and non-forceful vomiting.  For more information see the Children’s 
Minnesota Gastroesophageal reflux patient & family materials. 

How do I help my child? Follow your pediatric clinician’s recommendations to manage 
symptoms. To reduce GER, DO NOT over feed your baby. Instead, try smaller, more frequent 
feeds. Hold your baby upright at a 45-degree angle while feeding. Keep your baby upright for 
30 minutes after feeding. Use the QR code to search for more information on KidsHealth.org 
and to find videos on how to How to Breastfeed Your Baby, Formula Feeding FAQs: How Much and How 
Often and Formula Feeding FAQs: Preparation and Storage. 

How do thickened formula or breastmilk help with GER/Reflux? Your pediatric clinician may recommend 
thickened formula or breastmilk to help reduce the amount and frequency of spit up. Thickened formula 
or breastmilk helps food stay at the bottom of your baby’s stomach.   

• Do not add more thickener than instructed by your healthcare provider.  
• Do not add solid foods to a bottle unless instructed by your healthcare provider.  
• If your child coughs or chokes while eating, STOP. 

Three ways to thicken infant food for reflux:  
1. Infant oat or rice cereal to thicken formula 
2. Premade anti-reflux (A.R.) formulas 
3. Breastmilk thickeners (Gelmix®) 

Many options are available. Store brand and generic products may be more affordable and are safe and 
effective. Always follow the manufacturer’s guidelines when mixing or adding to food. 

1. Infant oat or rice cereal for formula: Using oatmeal or rice thickener for GER/Reflux is 
based on personal preference. Recent reports have found more than the recommended 
amount of arsenic in some rice cereals. When rice cereal is used as directed, a baby who has 
GER/Reflux would not consume enough arsenic to cause concern. More information is 
available at Oatmeal: The Safer Alternative for Infants & Children Who Need Thicker Food. 

Instructions to thicken formula:  
• Prepare formula per manufacturer’s instructions.  
• Add ½ teaspoon thickener for every 1 oz formula according 

to the bottle size. 
• Add thickener just prior to feeding. Some formulas will 

become too dense to bottle feed if mixed too far in 
advance.  

• Dispose of unused formula with thickener.  
• Do NOT save mixed formula for later use. 
• You may need to change the nipple size to make it easier 

for your baby to suck the thickened formula.  
• Never cut the nipple unless instructed by your healthcare 

professional. 

Formula  
Bottle size 

Infant Oat or Rice 
Cereal 

2 oz bottle Add 1 teaspoon 
3 oz bottle Add 1 ½ teaspoons 
4 oz bottle Add 2 teaspoons 
5 oz bottle Add 2 ½ teaspoons 

6 oz bottle Add 3 teaspoons 

7 oz bottle Add 3 ½ teaspoons 
8 oz bottle Add 4 teaspoons 

https://www.childrensmn.org/educationmaterials/childrensmn/article/15350/gastroesophageal-reflux/
https://kidshealth.org/ChildrensHealthNetwork/en/parents
https://kidshealth.org/ChildrensHealthNetwork/en/parents/breastfeed-video.html?ref=search
https://kidshealth.org/ChildrensHealthNetwork/en/parents/formulafeed-often.html?WT.ac=ctg
https://kidshealth.org/ChildrensHealthNetwork/en/parents/formulafeed-often.html?WT.ac=ctg
https://kidshealth.org/ChildrensHealthNetwork/en/parents/formulafeed-storing.html?WT.ac=p-ra
https://www.healthychildren.org/English/health-issues/conditions/abdominal/Pages/Oatmeal-The-Safer-Alternative-Need-Thicker-Food.aspx
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2. Anti-reflux formulas are made to reduce reflux and do not require additional thickeners after mixing 
per the manufacturer’s directions. Anti-reflux formulas usually have “A. R.” in the name. The rice starch 
thickens the formula when it combines with stomach acid. 

Instructions for anti-reflux formulas:  
• Follow the manufacturer’s instructions.  
• Do NOT add additional rice or oat cereal to anti-reflux formulas. 

 
3. Breastmilk thickener: Gelmix® is made from tapioca and carob. It can be added to thicken pumped 
breastmilk and then be fed by bottle.  

• Do not thicken breastmilk with infant oat or rice cereal - the enzymes in breastmilk 
will break down the cereal and breastmilk will become thin again. For more 
information see Gelmix® Manufacturer Website. 

Instructions for Gelmix® breastmilk thickeners: 
• Follow the package instructions for the lowest level of thickness. This is called “slightly thick” or 

“thin nectar”.  
o If using jar of powder: 

Bottle size Amount of Gelmix® Thickener 

3-4 oz bottle of breastmilk Add 1 scoop (1.2g) of Gelmix® 

4-6 oz bottle of breastmilk Add 2 scoops (2.4g) of Gelmix® 

o If using single serving packets (2.4 g), add contents of 1 packet to 6-8 oz of lukewarm 
breastmilk. 

• Mix and let sit for 5-10 minutes. Mix again prior to feeding. 
• Do not feed your baby “thick” or “nectar thick” to treat GER/Reflux unless instructed by your 

pediatrician. Nectar thick feeds are used for babies with swallowing difficulties and can make 
transition to solid foods and thin liquids (water, whole milk, or juice) more difficult for your baby 
or can cause other problems. 

• Gelmix® may cause gassiness and loose stools. This usually gets better on its own within 1-2 weeks 
of use or by reducing the amount of Gelmix® used. 

What is covered by WIC? How do I get and use a prescription? If you receive WIC benefits and would like 
to use these benefits for infant formula or breastmilk thickener, contact your primary care clinician for a 
prescription. Minnesota WIC covers Enfamil brand formulas and thickeners; Wisconsin WIC covers Similac 
brand formulas and thickeners. If you run out before you receive additional WIC benefits, comparable 
store or generic brands are safe and effective. 

https://www.healthierthickening.com/gelmix-infant-thickener/
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Gastroesophageal Reflux Disease: Diet and Lifestyle Changes 
For Older Children and Teens 

Here are some lifestyle changes that may help children with gastroesophageal reflux disease (GERD) 
reduce symptoms without or along with medication:  

• Avoid foods that trigger reflux symptoms  
o Caffeine, chocolate, and peppermint: These foods can relax the muscle at the bottom of the 

tube from the stomach, or esophagus. This muscle relaxation allows acid to move up and cause 
reflux. 

o Acidic food and drinks: Foods like tomato sauce and citrus fruits and drinks like colas, sodas, or 
orange juice are acidic. They can increase stomach acid and worsen GERD symptoms. 

o Spicy foods: Spicy foods are also acidic and can make GERD symptoms worse. 
o High-fat, fried foods: Examples of processed and fatty foods are pizza, french fries and high-fat 

meats, such as bacon. The fat in these foods can slow stomach emptying and prevent the 
muscle at the top of the stomach from fully tightening. This can cause stomach acids to flow 
upward and worsen GERD symptoms.  

o Alcohol: Can also relax muscles at the bottom of the esophagus and increase reflux. 
 
• Eating habits 

o Eat smaller meals more often. 
o Eat slowly and eat at a table rather than on the sofa or on the go. 
o Eat your evening meal early, at least 2-3 hours before bedtime. Avoid eating late and right 

before going to bed. 
o Avoid overeating. Listen to your body to tell you when you are hungry or full. 
o Add small snacks between meals if you are hungry. 

 
• Other lifestyle changes to help reduce reflux 

o Wear clothes that are loose-fitting around the stomach and abdomen.  
o Stay upright, like sitting up or standing and walking, for 2-3 hours after meals.  
o Sleep with your head elevated or at slight incline (only children over 1 year of age). 
o Keep a healthy weight. Excess weight can put more pressure on your stomach increasing reflux. 

Talk to your clinician about a healthy weight for you. 
o Avoid second hand smoke. If you smoke, talk to your clinician about help quitting. Smoking 

makes reflux worse. 

Patient/Family/Guardian Education Materials 
1. Gastroesophageal Reflux & Gastroesophageal Reflux Disease: Parent FAQs  

 
2. GER in Teens  

 
3. Digestive System for Kids and Teens  

https://kidshealth.org/ChildrensHealthNetwork/en/parents/gerd-reflux.html?WT.ac=p-ra
https://kidshealth.org/ChildrensHealthNetwork/en/teens/gerd.html?ref=search
https://kidshealth.org/ChildrensHealthNetwork/en/kids/digestive-system.html?WT.ac=k-ra
https://kidshealth.org/ChildrensHealthNetwork/en/kids/digestive-system.html?WT.ac=k-ra
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