SIERRA NEVADA MEDICAL ASSOCIATES, INC. (IPA)

UTILIZATION GUIDELINES

PRIMARY CARE MANAGEMENT GUIDELINES

GASTROENTEROLOGY
The Primary Physician should:

1. Diagnose lower abdominal pain by history, examination, CBC, U/A, stool for blood, etc. as indicated.

a) Refer to surgery for appendicitis or other acute surgical need, or Gyn for suspected pelvic disorder.

2. Diagnose and treat acute diarrhea.

a) If non-bloody diarrhea persists (72 hours, obtain stool c/s, WBCs, O&P, and treat infectious diarrhea appropriately.

b) If bloody diarrhea, perform flexible sigmoidoscopy (only if biopsy is able to be performed), obtain stool c/s, WBCs, and O&Ps for amoeba.  Treat if infectious etiology is found.  Consider referral to GI if ulcerative colitis or Crohn’s disease is identified.

3. Treat protracted vomiting with outpatient rectal or parenteral medications.

4. Diagnose obstruction and refer to surgery if found.

5. Diagnose and treat dehydration.

6. For heme positive stools refer for colonoscopy.

7. Diagnose and treat heartburn, upper abdominal pain, hiatal hernia, and peptic disease.  (Note:  symptoms responding to treatment do not need imaging.)

a) Obtain H. Pylori stool test and treat if indicated.

b) Refer GERD patients who have failed trial of proton pump inhibitors, or have RBK factors for Barrett’s, or have complicating symptoms.

8. Diagnose and treat functional bowel syndrome by history, examination, laboratory, colonoscopy , BE, or flexible sigmoidoscopy, lactose tolerance, advice, and symptomatic treatment including fiber agents and anti-spasmotics.

9. Diagnose obstructive jaundice and refer to GI or surgery.

10. Diagnose and treat ascites by history, examination, laboratory, paracentesis, diet, and diuretics.  Identify and treat subacute bacterial peritonitis; referral may be appropriate.

11. Diagnose and treat symptomatic bleeding or prolapsed hemorrhoids with suppositories and sitz baths.  If severely symptomatic internal hemorrhoids are refractory to treatment, banding should be performed if appropriately trained.  Referral to surgery can also be considered.

12. Manage inflammatory bowel disease with antibiotics, steroids, mesalamine, and supportive care, with intermittent consultation if control is not well maintained.  Colonoscopy should be considered routinely for long standing ulcerative colitis.

13. Perform screening flexible sigmoidoscopy on patients over 50 at least once every 5 years.  If a premalignant polyp is identified, refer for colonoscopy.  Colonoscopy to be done every 3-5 years following the identification of a premalignant polyp.  There is no need to do further screening flexible sigmoidoscopies when surveillance colonoscopy is being performed.  Patients with high RBK (and family history) should begin screening at age 40, or 10 years earlier than youngest relative (whichever is earlier).  Symptomatic individuals should be referred for colonoscopy at any age.  Screening colonoscopy for the asymptomatic patient may replace flexible sigmoidoscopy every 5 to 10 years.  Rectal exam with stool guiac should be done annually after the age of 50.

(See attached pamphlet for further details).
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