
eAppendix 

 

Guidelines for referral to Cardiology 

1.  Chest Pain 

• Order Non-invasive testing (i.e.,  Stress test) - if abnormal, refer to Cardiology 

• If chest pain continues – after normal stress test and maximized therapy, refer to 

Cardiology.  

 

2. Murmur/Valvular Heart Disease 

• Order 2D ECHO, refer to Cardiology if results show at least moderate findings 

(but not if mild- moderate).  

 

3. Heart Failure (CHF) 

• Order 2D ECHO, refer to Cardiology if HF due to EF <35%. 

• Heart Failure with Preserved EF (no need for referral). Focus on: 

i. Lifestyle management 

ii. Comorbidities 

1. Obesity 

2. Hypertension 

 

4. Arrhythmia’s/Palpitations 

• Refer to Cardiology for: 

i. New onset Afib 

ii. Prolonged QT 

• Other EKG findings 

i. Concerns for Ischemia, active clinical symptoms, send directly to ED.  

ii. Right Bundle Branch Block – no referral 

iii. Left Bundle Branch Block  

1. Request 2D- ECHO – if EF>40%, no further action 

2. Abnormal- <40% EF, refer to Cardiology 

 



5. Peripheral Vascular Disease 

• Claudication 

i. Order ABI, refer to Cardiology if abnormal ( <0.9) 

ii. Normal ABI , no need for referral 

• Syncope 

i. Order Carotid US, refer if patient has abnormal results (>50% stenosis) 

and /or abnormal EKG (suggestive of heart block, tachyarrhythmia).  

 

6.  Hypertension 

• Refer to Nephrology if resistant hypertension (or not controlled on 3 

antihypertensive medications) per nephrology protocol for referrals. 

  

7. Cardiac Clearance 

• Manage Antiplatelet therapy 

i. If > 6 months from PCI okay to stop P2Y12 inhibitor (never stop aspirin). 

• Functional Capacity  

i.  If > 4 METS, patient stable, no further workup.  

ii. If Functional Capacity cannot be assessed, order Stress Test, then refer to 

Cardiology.  

• Patient with Valvular Heart Disease require prophylactic Antibiotics, refer to 

Guidelines. 

  



Guidelines for referral to Pulmonary 

1. Lung nodules: 

a. ≤ 4 mm with no risk factors (i.e. 20 pack/yr smoking, previous cancer, age >55) 

then no follow up CT scan or referral needed. 

b. ≤ 4 mm with risk factors follow up CT scan at 12 months  if stable then no follow 

up needed but if increase in size refer to pulmonology. 

c. ≥ 4 mm with no risk factors no referral needed, will need follow up CT scan in 12 

months and if increase in size on follow up  then referral will be needed. 

d. ≥ 4 mm and any risk factors, refer for consultation, patient may be referred back 

to primary physician with specific details about how to follow up based on size of 

nodule and intervention required. 

2. COPD: 

a. Only one complete PFT may be needed at time of diagnosis, subsequently 

spirometry yearly if needed. 

b. Referral should be made only if patient has quit smoking and continues to have 

symptoms or exacerbations despite being on maximal treatment (inhaled long 

acting beta agonist, inhaled corticosteroids, long acting anti-cholinergics, and 

short acting beta –agonist in combination) or has quit smoking and has more than 

one exacerbation/yr requiring oral steroids, antibiotics or hospitalization despite 

being on maximal treatment. 

c. Oxygen assessment with pulse oximetry can be performed in primary care office 

only if patient is able to afford oxygen therapy since city contract does not cover 

DME. Oxygen therapy should be instituted only if pulse oximetry shows oxygen 

levels of 89% or less at rest or with activity. 

d. Patient should not be referred solely for the purpose of getting medication 

assistance approved since Shands pharmacy can assist with that. 

3. Asthma: 

a. Referral to be made if asthma is not well controlled (i.e. symptoms > 2 

days/week, night time awakening from asthma 3-4/month, using short acting beta 

agonist > 2days/week, minor limitation with normal activity) despite being on 

inhaled corticosteroids and patient does not smoke. 



4. Sleep Apnea: 

a. Referral for sleep study only if patient able to afford DME required to treat sleep 

apnea (CPAP/BiPAP) since city contract does not cover DME. 

 

  



Guidelines for referral to Endocrinology  

1. Diabetes mellitus 

 Consults will be evaluated for Hgba1c over 8.5% and/or frequent episodes of 

hypoglycemia 

2. Hypothyroidism 

 Consults after unsuccessful trial of thyroid hormone replacement and titration with the 

exception of pregnant women who should be referred urgently after phone communication to the 

consultant. 

3. Hyperthyroidism 

 Consults after thyroid uptake and scan obtained with the exception of pregnant women 

who should be referred urgently after phone communication to the consultant. 

4. Thyroid nodule 

 Nodules larger than one cm by ultrasound criteria should be sent to radiology for fine 

needle aspiration.  If biopsy is suspicious or cancerous, refer to endocrinology. 

5. Osteoporosis 

 Consults for patients with fractures from falls less than standing height and bone density 

test obtained. 

6. Hypercalcemia 

 Consults for patients with calcium over 10.5.  Parathyroid hormone levels and 24 hour 

urine calcium excretion should be ordered first. 

7. Adrenal mass 

 Consults after 24 hour urine metanephrines and creatinine are available. 

8. Male hypogonadism 

 Consults for men if testosterone less than 200 in an early morning sample. 

 

  



Guideline for referral to Gastroenterology  

1.  Screening for colorectal cancer 

a) Annual fecal occult blood testing (FOBT) X 3 

b) If positive, screening colonoscopy suggested  

2.  Gastroesophageal reflux disease (GERD) with or without dysphagia 

a) Trail of double dose PPI therapy for 8 weeks 

b) Barium swallow  

c) If refractory, GI referral     

3.  Inflammatory Bowel Disease (ulcerative colitis and Crohn’s disease)  

               a) Once diagnosis made, referral to GI for confirmed diagnosis and management 

4. Hepatitis C 

a) Serological antibody testing, genotyping and RNA titer 

b) Exclude major depression and alcohol abuse (need to be abstinent for at least 6 

months) 

c) Patient wishes to be treated with antiviral therapy, GI referral 

5. Non acute gastrointestinal bleeding (melena, hematochezia) 

a) Serum hemoglobin and FOBT. 

b) If confirmed, GI referral within 48 hours if signs of active bleeding and within 1 

week if clinically stable.   

 

Guideline for referral to Hematology and Oncology  

 

a) Any patient with suspected hematologic disease for diagnostic work up or known 

disease requiring long term treatment.  

b) Any patient with diagnosed oncologic disease.  

 

 

Guideline for referral to Infectious Diseases 

 

a) Any patient with suspected infectious diseases for diagnostic work up  



b) Known cases of AIDS, tuberculosis or any infections requiring long term antibiotic or 

antiviral therapy. 

 

Guidelines for referrals to Nephrology 

1. Patients with newly recognized renal failure not due to obvious factors such as volume 

depletion, new medications or urinary tract obstruction, and patients with rapidly deteriorating 

renal function, should be referred. 

2. Patients with hematuria should be referred after structural lesions have been ruled out. 

3. Patients with more than 0.5g protein/g. creatinine in a random urine sample should be 

referred, unless known to be due to diabetes and already on appropriate treatment with ACEI or 

ARB medication, BP controlled and blood glucose and lipids treated.  Referral of the latter 

patients should be made however, for uncontrolled worsening of proteinuria beyond 1.5 g/g 

creatinine.   

4. Patients with chronic kidney disease should be managed or referred as follows:  

a) EGFR (estimated GFR)  > 60 ml/min/1.73 m2:   Treat comorbid conditions, intervene to 

slow progression of kidney disease, and take measures to reduce the risk for CVD.  

b) EGFR 30- 60 ml/min/1.73 m2:   Evaluate and treat complications of decreased GFR, such 

as anemia, malnutrition, bone disease, neuropathy, and decreased quality of life.  Referral 

to Nephrology may be needed at this stage when the primary care clinic is unable to 

manage these complications.    

c) EGFR < 30 ml/min/1.73 m2:   Referral to Nephrology required here for further evaluation 

and management, including preparation for kidney replacement therapy.   

5. Hypertension:  Refer patients with resistant hypertension (or not controlled on 3 

antihypertensive medications).  

 

Guideline for referral to Rheumatology 

1. Early inflammatory arthritis.  

a) Suggested workup prior to consultation: Comprehensive metabolic profile, CBC, 

Urinalysis, ESR, CRP, ANA, SSA, SSB, RF, CCP Antibodies and uric acid. 

b) Patients with active synovitis should be referred promptly for further management 



c) Refer to Rheumatology for further management If diagnosis of Rheumatoid 

arthritis, spondyloarthritis such as ankylosing spondylitis, psoriatic arthritis, 

reactive arthritis, inflammatory bowel disease related arthritis is known. 

2. Connective tissue disease (CTD) e.g. SLE, Sjogrens, Scleroderma, Myositis. 

a) Consult rheumatology for diagnosis and management of suspected CTD 

3. Low back pain 

a) Manage conservatively in the absence of red flag symptoms (night pain, 

urinary or fecal incontinence, neurological deficit and constitutional 

symptoms) 

b) In the presence of early morning stiffness of greater than 1 hour, 

consider AP pelvis. If sacroilietis is detected, consult Rheumatology 

4. Osteoarthritis 

a) Treat with Tylenol, heat and icing as first line therapies. 

b) If no contraindications, consider NSAIDs in symptomatic patients. Consider 

concurrent proton pump inhibitor use in high risk patients.  Check BUN, Creatine, 

AST,ALT, ALB, HCT, HB on a six monthly basis. 

c) Consider local injections for monarticular symptoms 

d) Refer to rheumatology if co-existing inflammatory or crystalline arthropathy is 

suspected or if OA is seen in younger patients eg age less than 40 years. 

 

5. Fibromyalgia Syndrome 

a) Clinical and laboratory evaluation suggested to exclude underlying medical 

problems such as hypothyroidism, chronic hepatitis C or co-existing rheumatic 

disease. 

b) De-emphasize pharmacological intervention. Emphasize sleep hygiene, graduated 

aerobic conditioning. 

c) Consider use of SNRIs such as Effexor, and in selected individuals, tricyclic 

antidepressants at night. 

d) Consider trial of gabapentin or pregabalin. 

e) Refer to Rheumatology if underlying rheumatic disease such as lupus, 

spondyloarthropathy suspected.  


