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Insurance Company Concerned:

10 Protocols

ICD10AM

Current Health insurance industry
procedures

Cerebral Stroke

I64

MRI Brain

Cervicalgia
Chest Pain unspecified

M54.2
R07.3

DM (Diabetes Mellitus)

E10

Dislocation and sprain of joints
and ligaments at ankle, foot
and toe level

M24.3

MRI Cervical spine
Asked for full investigation ether lab test or ECG/
ECHO &TMT
Asking for medical justification for the admission as
many cases can be treated at home or even in ER
department
Asked for MRI

EPH (Essential primary
hypertension)

I10

Low back pain

M54.5

Renal Stones

N20.0

Urinary tract Infection

N39.0

Varicosed pain of lower
extremities
Vit D Deficiency

I83
ES55

Asking for medical justification for the admission as
many cases can be treated at home or even in ER
department
MRI Lumbosacral Spine for low back pain without
neurological deficit
Following the international protocols with starting
from normal X ray or U/S
Asking for urine test to determine the type of
bacterial infection. Then, asked for urine culture
test to prescribe the right medication (antibiotics)
Endo venous laser ablation for varicosed vein
Asked for detailed medical history & result of
previous tests.
Vitamin D lab test for different medical condition
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Subject
Cerebral Stroke
Specialty of the
Protocol
Neurology

Issue Source
Assist. Deputyship for
Hospital Services
Approval Date

ICD10AM
I64

Replacement Protocol
-

Activation Date

Review Date

01/01/2019

15/01/2019

01/01/2022

Acute Ischemic Stroke Clinical Pathway1
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Acute Ischemic Stroke Clinical Pathway 2
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Hemorrhagic Stroke Clinical Pathway 1
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Hemorrhagic Stroke Clinical Pathway 2
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Clinical Pathway for Suspected Intracranial Hemorrhage or Systemic Bleeding after rtPA
Administration
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Cervicalgia
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Protocol
Orthopedic
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Replacement Protocol
-
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01/01/2019

15/01/2019

01/01/2022

Cervicalgia:
Limited active cervical range of motion, Neck pain, Tenderness to palpation, Normal neurological
findings.

A complete medical history and physical exam should be obtained:

Imaging tests are not warranted in most cases. Under certain circumstances, however, imaging may
be ordered to rule out specific causes of pain:

•
•
•

X-ray is often the first imaging technique used to look for an injured vertebra.
Computerized tomography (CT) is used to see spinal structures that cannot be seen on conventional
x-rays.
Magnetic resonance imaging (MRI): if there are “red flags” in the history or physical exam.
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Other INDICATIONS FOR CERVICAL SPINE MRI:
1.

New neurological deficits inform of extremity weakness; abnormal reflexes; or abnormal sensory
changes along a particular dermatome
2. Neck pain associated with signs of myelopathy.
3. New onset neck pain with failure of conservative treatment for at least six (6) weeks.
4. New onset neck pain with progression or worsening of neurological symptoms during the course of
conservative treatment.
5. chronic neck pain with failure of conservative treatment for at least six (6) weeks within the last six
(6) months
6. Chronic neck pain with progression or worsening of symptoms during the course of conservative
treatment.
7. Chronic neck pain with an abnormal electromyography (EMG) or nerve conduction study (if
performed)
8. Trauma or acute injury within past 72 hour.
9. Infection, malignancy or evidence of metastasis: For staging, follow-up or restaging .
10. Neck pain with history of inflammatory diseases.
11. Evaluation of spine abnormalities related to immune system suppression, e.g., HIV, chemotherapy,
leukemia or lymphoma.
12. post-operative if surgery or fracture occurring within the past six (6) months and complicated by
Changing in neurologic status post-operatively.
13. Surgical infection as evidenced by signs/symptoms.
14. Delayed or non-healing fracture with new neurological deficits.
15. preoperative evaluation if cord compression suspected or neurological diseases such as Arnold-chiari
syndrome, Syrinx or syringomyelia.
16. scoliosis survey in infant/child to rule out spinal abnormalities
17. Unstable cranio-cervical junction.
Blood tests are not routinely used to diagnose the cause of back pain unless there are signs of
inflammation, infection, and/or the presence of arthritis.
•
•

Potential tests include complete blood count (CBC), erythrocyte sedimentation rate (ESR), and Creactive protein (CRP).
If ankylosing spondylitis or reactive arthritis suspected: HLA-B27 may be added.
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Treatment for cervicalgia depends on whether the pain is acute or chronic:
In general, surgery is recommended only if there is evidence of worsening nerve damage and when
diagnostic tests indicate structural changes for which corrective surgical procedures have been
developed.

Non-Surgical treatments (The First Line of treatment for the first 6 months):
1. Activity modification & physiotherapy: Stretching exercises - Strengthening exercises of neck
muscles.
2. Short-term cognitive behavioural therapy to manage pain triggers.
3. Pharmacological treatment:
• Acetaminophen and aspirin.
• Opioids such as codeine, oxycodone, hydrocodone, and morphine. (short period).
• Nonsteroidal anti-inflammatory drugs (NSAIDS).
• Vitamin B complex (with any neurological impairment)
• gastroprotective treatment with NSAID.
• Anticonvulsants may be useful in treating people with radiculopathy and radicular pain.
• creams or sprays applied topically.
4. Orthotics: If the fracture does not require a surgical intervention or Post ACDF e.g. Cervical collar /
Halo vest
Surgical treatment: (The Second line of management after 12 months of non-surgical treatment
except in fractures)

1. Posterior Spinal procedures with or without fixation such as facetectomy
2. Spinal fusion by bone grafts and/or metal devices secured by screws such as (ACDF: Anterior
Cervical Discectomy and fusion)
3. Artificial disc replacement is considered an alternative to spinal fusion for the treatment of people
with severely damaged discs.
4. Corrective Osteotomy with fusion.
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Subject
Chest Pain Unspecified
Specialty of the
Protocol
Cardiology

Issue Source
Assist. Deputyship for
Hospital Services
Approval Date

ICD10AM
R07.3

Replacement Protocol
-

Activation Date

Review Date

01/01/2019

15/01/2019

01/01/2022

Chest Pain Protocol
Patient Presenting with Chest Pain
Comprehensive History and physical exam ECG, CXR
↓
Typical chest pain for cardiac origin Or
Atypical chest pain but most likely of Cardiac origin Or
Worsen symptoms and signs that warrants ruling out cardiac origin
↓
If most likely Cardiac, then could be either of Coronary or non-Coronary origin
A. Non- Coronary Artery Disease origin
Acute Aortic Dissection
• Abrupt chest pain or back pain.
• Unequal pulse.
• Aortic regurgitation murmur.
• Wide mediastinum on CXR.
Do Either a CT Angiography (CTA) or Trans Esophageal Echocardiogram (TEE) to confirm the diagnosis
If confirmed Aortic Dissection could be either type A or B
Type A
Type B
Emergency surgery
Consider Descending thoracic aorta stenting
Pericardial causes of chest pain
• Pericardial rub
• Haphazard ST segment elevation
• Electrical alternans

↓

Echocardiogram to look for evidence of pericarditis and pericardial thickening and pericardial effusion
↓
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Look for underlying cause.
B. Coronary Artery Disease origin
• ST segment elevation myocardial infarction on ECG
1- PRIMARY PCI if service available in the institute or less than 30 min away
2- Pharmacoinvasive → thrombolytic therapy and immediate transfer to a center with cardiac
catherization service
• Non-ST segment elevation myocardial infarction
1- Very High-risk criteria
❖ Arrest
❖ Hemodynamic instability
❖ Ongoing angina
↓
Cardiac catherization within 2 hours
2- High risk criteria
❖ Elevated troponin
❖ Dynamic ST-T changes
❖ Grace score ≥ 140
↓
Cardiac catherization within 24 hours
3- Intermediate risk criteria
❖ Diabetic on insulin
❖ EF ≤ 40%
❖ Prior PCI, CABG, or MI
❖ GRACE score 109-140
↓
Cardiac catherization within 3 days.
4- Low risk criteria:
❖ Chest pain resolution for more than 6 hours by medical therapy.
❖ No ECG changes.
❖ Negative serial troponin
❖ No new regional wall motion Abnormality (RWMA) on ECHO
↓
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Stress TEST or CT Angiography to assess for coronary calcium score within 3 days.
If Chest Pain from the comprehensive history and physical examination and initial ECG and CXR
did not point towards Cardiac origin, then consider →
If the pain is typical of Pleuritic chest pain then rule out acute pulmonary embolism, pneumothorax
and/or pneumonia
If associated with desaturation, history of DVT, history of physical immobility , history of
hypercoagulable state
↓
CTA or VQ scan
↓
If positive for acute pulmonary embolism
↓
Consider Thrombolytic therapy and anticoagulation
↓
If still Hemodynamically unstable consider percutaneous catheter embolectomy or surgical pulmonary
embolectomy. Could also consider Extra-corporeal membrane oxygenator ECMO as a bridge to recovery
or bridge to procedure
If CXR showed pneumothorax
→ Chest tube insertion
→ look for underlying cause → CT scan to check for lung bullae disease, COPD, infection or injury
If clinical presentation and CXR suggest pneumonia → cultures → Antibiotics.
If presentation and initial workup suggests a non-cardiac and non-thoracic origin then consider
GERD → Gastroenterologist consultation → Anti reflux medications
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Subject
DM (Diabetes Mellitus)
Specialty of the
Protocol
Endocrinology

Issue Source
Assist. Deputyship for
Hospital Services
Approval Date

ICD10AM
E10

Replacement Protocol
-

Activation Date

Review Date

01/01/2019

15/01/2019

01/01/2022

When to screen for diabetes:
1- Age ≥ 35
2- Overweight or Obesity BMI > 25kg/m2.
3- Circumference > 102 cm in men or Circumference > 88 cm in women.
4- No physical activity.
5- Hypertension.
6- Smoker.
7- Impaired glucose tolerance e.g. (gestational diabetes, pre diabetes).
8- Hypertriglyceridemia. (8.TG>250, HDL<35.
9- First degree relative with DM.
10- Women with PCOS, delivered a baby >9 Ib, or were diagnosed with GDM.

Conforming laboratory blood test by one of the below tests :
❖ Fasting plasma glucose (FPG).
Or
❖ Random Plasma glucose (RPG).
Or
❖ HBA1C.
Or
❖ OGTT indication if:
1- impaired glucose metabolism
2- pregnant women between the 24TH& 28TH week.

If the result of laboratory blood test is:
Normal: FPG < 100 mg/dl, RPG < 140 mg/dl, HbA1c < 5.7% Or OGTT 2 hour blood glucose <
140mg/dl.
Recommendation: recheck blood test within 2 to 3 years (testing should be carried out more frequently in
individuals who are overweight ( BMI ≥ 25 ) and have additional risk factors.
Pre Diabetic: FPG 100 mg/dl to 125mg/dl, RPG 140 mg/dl to 199mg/dl, HbA1c 5.7% to 6.4% Or
OGTT 2 hour blood glucose 140mg/dl to 199mg/dl.
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Recommendation:
1) Intensive diet and moderate – intensity physical activity (such as brisk walking) to at least
150 min/week targeting loss of 7% of body Weight.
2) Metformin may be considered in patient < 60 years old with the following:
a. BMI 35kg/m2.
b. Women with prior gestational diabetes.
3) HbA1c annual monitoring.
4) Screening for and treatment of modifiable ischemic heart disease (IHD) risk factors.
Diabetic: FPG ≥ 126 mg/dl, RPG ≥ 200 mg/dl (RPG ≥ 200 mg/dl with classic symptoms, HbA1c ≥
6.5 % Or OGTT 2-hour blood glucose ≥ 200mg/dl.
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Management diabetes type 2
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Management diabetes type 1

Insulin therapy is the mainstay for individuals with type 1 diabetes
•
•
•
•

Treat with multiple-dose insulin injections or continuous subcutaneous insulin infusion (CSII)
Match prandial insulin to carbohydrate intake, premeal glucose, and anticipate physical activity
Use insulin analogs to reduce the risk of hypoglycemia
Consider using sensor-augmented low glucose suspend threshold pump in patients with frequent
nocturnal hypoglycemia and/or hypoglycemia unawareness

Screening treatment & management of complication

Microvascular Complications and Foot Care
Diabetic Kidney Disease (Nephropathy) Screening and Treatment
Annually measure urinary albumin (spot urinary albumin–to–
creatinine ratio and eGFR in:

Screening
•
•
•

Patients with type 1 diabetes with ≥5-year duration
Patients with type 2 diabetes starting at diagnosis
All patients with hypertension
For individuals with no dialysis-dependent diabetic kidney disease:

•

Dietary protein intake should be 0.8 g/kg of body weight/day
For individuals on dialysis:

•

Higher levels of protein intake should be considered
(Optimize blood pressure control (<140/90 mmHg) to reduce the risk or slow
the progression of diabetic kidney disease.

Treatment

ACEI or ARB is recommended for treating nonpregnant individuals with diabetes and
modestly elevated urinary albumin excretion (30-299 mg/d)
•

This is strongly recommended for individuals with urinary albumin excretion ≥300 mg/d
and/or eGFR <60 mL/min/1.73m2
Periodically monitor serum creatinine and potassium levels when ACEIs, ARBs, or
diuretics are used for treatment
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Monitor urinary albumin-to-creatinine ratio in individuals with albuminuria treated with
an ACEI or ARB
ACEI or ARB treatment is not recommended for primary prevention of diabetic kidney
disease in individuals with diabetes who have normal blood pressure, urinary albuminto-creatinine ratio, and eGFR
If eGFR is <60 mL/min/1.73m2
•

Evaluate and manage potential complications of chronic kidney disease
(If eGFR is <30 mL/min/1.73m2 Refer for evaluation of renal replacement treatment.
Refer to a physician experienced in the care of kidney disease for uncertainty regarding
cause of kidney disease, difficult management issues, or rapidly progressing disease
(Referral to a nephrologist if the duration of type 1 diabetes < 10 years
persistent albuminuria, abnormal findings on renal
ultrasound, resistant hypertension, rapid fall in eGFR, or
active urinary sediment on urine microscopic examination
eGFR 45-60
mL/min/1.73m2

Management

•
•
•

•
•
•

eGFR 30-44
mL/min/1.73m2

eGFR 30-44
mL/min/1.73m2

•
•

Refer to a nephrologist if the possibility exists for
nondiabetic kidney disease
Consider the need for dose adjustment of medications
Monitor eGFR, electrolytes, bicarbonate, calcium,
phosphorous, parathyroid hormone, hemoglobin, albumin,
and weight every 6 months
Assure vitamin D sufficiency
Consider bone density testing
Refer for dietary counseling

•

Monitor eGFR every 3 months
Monitor eGFR, electrolytes, bicarbonate, calcium,
phosphorous, parathyroid hormone, hemoglobin, albumin,
and weight every 3 months
Consider the need for dose adjustment of medications

•

Refer to a nephrologist

(eGFR <30)
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Retinopathy Screening and Treatment
Screening
Optimize glucose, BP, and lipid control to reduce the risk or slow the progression of
retinopathy
Adults with type 1 diabetes

Initial dilated and comprehensive
eye exam within 5 years of
diabetes onset

Adults with type 2 diabetes

Initial dilated and comprehensive
eye exam at the time of diabetes
diagnosis

No evidence of retinopathy for one or more annual eye exam

Consider exams every 2 years

Any evidence of retinopathy present

Subsequent dilated retinal exam
for type 1 or type 2 repeated at
least annually

Retinopathy progressive or sight threatening

More frequent dilated retinal
exams are recommended

Eye exams should occur prior to pregnancy or in the first trimester

Thereafter, monitor every
trimester and for 1 year
postpartum as indicated by
degree of retinopathy

Treatment
•
•
•
•

Refer individuals with macular edema, severe NPDR, or any PDR to an ophthalmologist
Laser photocoagulation therapy indicated to reduce the risk of vision loss in high-risk PDR and severe
NPDR
Intravitreal injections of antivascular endothelial growth factor are indicated for center-involved diabetic
macular edema
The presence of retinopathy is not a contraindication to aspirin therapy for cardio protection
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Neuropathy Screening and Treatment
Screen all patients for diabetic peripheral neuropathy
•
•

Type 2 diabetes: at diagnosis
Type 1 diabetes: 5 years after diagnosis and at least annually thereafter

Assessment should include careful history, 10-g monofilament testing, and one or more of
the following:

Screening
•
•
•

Pinprick
Temperature
Vibration sensation

Symptoms of autonomic neuropathy should be assessed in individuals with microvascular
and neuropathic complications
Optimize glucose control to:

Treatment

•
•

Type 1: prevent or delay neuropathy onset
Type 2: slow neuropathy progression

Assess and treat patients to reduce pain related to DPN and symptoms of autonomic
neuropathy

Foot Care Recommendations
All individuals with diabetes

•

•

All individuals with insensate feet,
•
foot deformities, or history of foot
ulcers

Annual foot exam to identify risk factors predictive of ulcers and
amputations
• Assessment of foot deformities, skin inspection, (pressure
sign callus), neurological exam vascular assessment
(pulses)
Provide foot self-care education

Examine feet at every patient visit
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Patients with foot ulcers, high-risk
•
feet (previous ulcer or amputation),
or peripheral artery disease

Use a multidisciplinary approach

Symptoms of claudication or decreased
• Refer for ankle-brachial index and further vascular assessment
or absent pedal pulses

Patients who smoke or have a history
of prior lower-extremity complications,
• Refer to foot care specialist for ongoing preventive care
loss of sensation, structural
abnormalities, or peripheral artery
disease

Indications for Admission:
1.
2.
3.
4.
5.

DKA – 2 days
Hypoglycemia – 1 day
Hyperglycemia – 2 - 3 days
Diabetic related problems – 5 days
Newly diagnosed Type 1 – 3 days
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Subject
Dislocation and sprain
of joints
Specialty of the
Protocol
Orthopedic

Issue Source
Assist. Deputyship for
Hospital Services
Approval Date

ICD10AM
M24.3

Replacement Protocol
-

Activation Date

Review Date

01/01/2019

15/01/2019

01/01/2022

CLINICAL AND RADIOLOGICAL PROTOCOL IN F&A DISLOCATION &
SPRAIN:
1- Post reduction in all dislocation
2- Sprain with any of the following clinical variants:

CLINICAL VARIANT 1.
Adult or child >5 years old.
Patient meets Ottawa Ankle Rules:
• Inability to bear weight immediately after the injury, Or
• Point tenderness over the medial malleolus, the posterior edge or inferior tip of the lateral malleolus,
talus, or calcaneus, Or
• Inability to ambulate for 4 steps in the emergency department.
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OBTAIN STANDARD X-RAY
ANKLE
AP/LAT/MORTISE VIEW

RADIGRAPHS SHOW TALUS
FRACTURE.
OBTAIN A CT SCAN

RADIOGRAPHS SHOW
OSTEOCHONDRAL FRACTURE.
OBTAIN AN MRI

CLINICAL VARIANT 2.
Adult or child >5 years old.
• Acute injury to the ankle; does not meet the Ottawa Ankle Rules.
• No point tenderness over the malleoli, talus, or calcaneus on physical examination.
• Able to walk.
• Neurologically intact (including no peripheral neuropathy)

NO NEED TO OBTAIN XRAY

MANAGE AS PER STANDARD
PROTOCOL

OPD APPOINTMENT

CLINICAL VARIANT 3.
Adult or child >5 years old.
• Acute injury to the ankle.
• Does not meet Ottawa Ankle Rules.
• Patient is not neurologically intact and/or has a peripheral neuropathy that involves the ankle and
foot.

OBTAIN STANDARD X-RAY
ANKLE AP/LAT/MORTISE
VIEW

MANAGE AS PER STANDARD
PROTOCOL
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CLINICAL VARIANT 4.
Adult or child >5 years old.
• Acute injury to the ankle with persistent pain.
• Radiographs not obtained at time of injury.

OBTAIN STANDARD X-RAY
ANKLE AP/LAT/MORTISE
VIEW

MANAGE AS PER STANDARD
PROTOCOL

CLINICAL VARAINT 5.
Adult or child >5 years old.
• Acute injury to the ankle with >1 week persistent pain.
• Initial radiographs negative.

OBTAIN MRI ANKLE

MANAGE AS PER STANDARD
PROTOCOL

CLINICAL VARIANT 6.
Adult or child >5 years old.
• Acute injury to the ankle.
• Radiographs and/or physical examination suggest syndesmotic injury.

OBTAIN AP/LATERAL VIEW
TIBIA/FIBULA

OBTAIN MRI ANKLE

MANAGE AS PER STANDARD
PROTOCOL
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Treatment of the dislocation depends on the site and severity of the injury. It might
involve:
- Surgery
Indication of surgery in ankle sprain:
1- Pain & instability despite
-Standard conservative management
1- Bony avulsion
2- Injury recurrence
- Reduction
- Immobilization
-Rehabilitation
Lifestyle and home remedies
Try these steps to help ease discomfort and encourage healing after being treated for a dislocation
injury:
1234-

Rest the dislocated joint
Apply ice and heat
Take a pain reliever
Maintain the range of motion in your joint
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Subject
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hypertension)
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Issue Source
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EVALUATION AND DIAGNOSIS:
The history and physical examination in patients presenting with a severely elevated blood pressure (or an
acute rise in blood pressure over a previously normal baseline, even if the presenting pressure
is <180/120 mmHg) should determine whether or not any of the following are present:
●Acute head injury or trauma
●Generalized neurologic symptoms, such as agitation, delirium, stupor, seizures, or visual disturbances
●Focal neurologic symptoms that could be due to an ischemic or hemorrhagic stroke
●Fresh flame hemorrhages, exudates (cotton-wool spots), or papilledema when direct fundoscopy is
performed, as these are consistent with grade III or IV hypertensive retinopathy and can rarely be
associated with hypertensive encephalopathy
●Nausea and vomiting, which may be a sign of increased intracranial pressure
●Chest discomfort or pain, which may be due to myocardial ischemia or aortic dissection
●Acute, severe back pain, which might be due to aortic dissection
●Dyspnea, which may be due to pulmonary edema
●Pregnancy, as such patients with severe hypertension could have preeclampsia or develop eclampsia
●Use of drugs that can produce a hyperadrenergic state, such as cocaine, amphetamine(s),
phencyclidine, or monoamine oxidase inhibitors, or recent discontinuation of clonidine or, less
commonly, other antihypertensive agents
In addition, the following tests should be performed to evaluate the presence of target-organ damage in
association with targeted clinical symptoms or signs:
●Electrocardiography
●Conventional chest radiography
●Urinalysis
●Serum electrolytes and serum creatinine
●Cardiac biomarkers (if an acute coronary syndrome is suspected)
●Computed tomography (CT) or magnetic resonance imaging (MRI) of the brain (if head injury,
neurologic symptoms, hypertensive retinopathy, nausea, or vomiting are present)
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●Contrast-enhanced CT or MRI of the chest or transesophageal echocardiography (if aortic dissection
is suspected, although rapid blood pressure lowering need not be delayed in such patients while
awaiting the results of imaging)
It is often easiest to categorize hypertensive emergencies by the target organ that is being damaged (eg,
brain, heart, kidney). The evaluation above can usually identify the at-risk target organ and can dictate both
the target blood pressure and the rapidity with which the target is achieved.
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Subject
Low Back Pain
Specialty of the
Protocol
Orthopedic

Issue Source
Assist. Deputyship for
Hospital Services
Approval Date

ICD10AM
M54.5

Replacement Protocol
-

Activation Date

Review Date

01/01/2019

15/01/2019

01/01/2022

Nonspecific low back pain is usually classified by the duration of the complaints:
•
•
•

Acute when it persists for less than six weeks.
Subacute between six weeks and three months.
Chronic when it lasts longer than three months.

A complete medical history and physical exam should be obtained
Imaging tests are not warranted in most cases. Under certain circumstances, however, imaging may
be ordered to rule out specific causes of pain
• X-ray is often the first imaging technique used to look for an injured vertebra.
• Computerized tomography (CT) is used to see spinal structures that cannot be seen on conventional
x-rays.
• Myelograms enhance the diagnostic imaging of x-rays and CT scans.
• Discography may be used when other diagnostic procedures fail to identify the cause of pain and it
may provide useful information in cases where people are considering lumbar surgery or when their
pain has not responded to conventional treatments.
• Magnetic resonance imaging (MRI): if there are “red flags” in the history or physical exam.
• Electrodiagnostic are procedures that, in the setting of low back pain, are primarily used to confirm
whether a person has lumbar radiculopathy. The procedures include electromyography (EMG), nerve
conduction studies (NCS), and evoked potential (EP) studies.
• Bone scans are used to detect and monitor infection, fracture, or disorders in the bone.
• Ultrasound imaging: Ultrasound imaging can show tears in ligaments, muscles, tendons, and other
soft tissue masses in the back.

INDICATIONS FOR SPINE X- Ray:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Assessment of spine deformities.
Suspected Atlanto-Axial Subluxation especially in Rheumatoid Arthritis patient.
Conscious patient with history of recent trauma within 72 hours.
Age above 65 years with minor trauma
Young patient with dangerous trauma such as Fall from > 1 meter/5 stairs, Axial cranial force (such
as diving), Motor Vehicle accident > 100 km/hr, ejected from vehicle or rollover vehicle.
Adult patient with non-traumatic back pain for more than 4 weeks.
Patient age less than 20 years or more than 50 years with signs and symptoms suggesting systemic
disease
Failure of supportive treatment of back pain after 4 weeks
Significant activity restriction for more than 4 weeks due to back pain.
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10. Non-mechanical back pain: unrelenting pain at rest
11. Immediately Post-Operative: to assess position of implants.
12. Outpatient clinic: for construct stability.
13. Back pain with history of osteoporosis or chronic steroids use.
14. Mechanical low back pain with neurogenic claudication.

Indications for CT scan:
1.
2.
3.
4.
5.
6.

Neck pain with neurological deficit in patient older than 65 years.
Minor spine trauma in patient with inflammatory spine disease.
High risk patients on an emergency basis with history of spine trauma.
Unconscious patient with history of recent trauma.
If the radiography failed to explain the clinical symptoms.
Major spine trauma with evidence of spine fracture in X-ray: to delineate fracture more for further
management
7. Destructive Osseous lesions.
8. Patient with neurological deficit and MRI is contraindicated
9. Spine deformity: Assessment for pre- operative planning.
10. Evaluation of post-operative osseous fusion.
11. Pre-operatively: to delineate bony structure and planning.

Indication for MRI in Lumbar Spine
1. Sciatica
• True sciatica with pain radiating below the knee, in patients less than 55 years where pain has
been present for more than 6 weeks and showing no sign of improvement.
• Sciatica with worrying muscle weakness: especially foot dorsiflexion weakness or wasted
quadriceps with giving way of the knee.
• Chronic sciatica (> 3 months) in patients over the age of 55 years, with no response to
conservative treatment.
• Suspected cauda equina syndrome or spinal cord compression
2. Non-specific back pain
• For patients with longstanding non-specific back pain with failure to respond to conservative
treatment more than 6 months
3. Spinal malignancy or infection.
• back pain is accompanied by constitutional symptoms (such as loss of appetite, weight loss, fever,
chills, shakes, or severe pain when at rest)
4. Inflammatory back disease
5. Post traumatic neurological deficit.
6. Non- traumatic unexplained neurological deficit or muscles weakness.
7. Potential candidates for surgery.
8. When considering an epidural injection to alleviate painful symptoms.
9. patients who have not done well after having back surgery, specifically if their pain symptoms do
not get better after 4 to 6 weeks
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Blood tests are not routinely used to diagnose the cause of back pain unless there are signs of
inflammation, infection, and/or the presence of arthritis.
• Potential tests include complete blood count (CBC), erythrocyte sedimentation rate (ESR), and Creactive protein (CRP).
• If ankylosing spondylitis or reactive arthritis suspected: HLA-B27 may be added.
Treatment for low back pain generally depends on whether the pain is acute or chronic. In general,
surgery is recommended only if there is evidence of worsening nerve damage and when diagnostic
tests indicate structural changes for which corrective surgical procedures have been developed.
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Non-Surgical treatments (The First Line of treatment for the first 6 weeks to 6
months):
1. Hot or cold packs have never been proven to quickly resolve low back injury and reduce
inflammation.
2. Activity modification: Bed rest should be limited - Stretching exercises - Strengthening
exercises - strengthen core muscle groups.
3. Pharmacological treatment:
• Acetaminophen and aspirin.
• Opioids such as codeine, oxycodone, hydrocodone, and morphine. (short period).
• Nonsteroidal anti-inflammatory drugs (NSAIDS).
• Vitamin B complex
• gastroprotective treatment with NSAID.
• Anticonvulsants may be useful in treating people with radiculopathy and radicular pain.
• Antidepressants has unproven benefit for nonspecific low back pain
• creams or sprays applied topically.
4. Orthotics:
• If the fracture does not require a surgical intervention e.g. TLSO

Non-Surgical treatments (The Second Line of treatment from 6 months to 12 months):
1. Acupuncture is moderately effective for chronic low back pain.
2. Nerve block therapies by injecting of local anaesthetics, botulinum toxin, or steroids into
affected soft tissues or joints to more complex nerve root blocks and spinal cord stimulation.
3. Epidural steroid injections are used as short-term option for treating low back pain and
sciatica associated with inflammation. (not advised for long-term use).
4. Transcutaneous electrical nerve stimulation (TENS).

Surgical treatment: (The third line of management after 12 months of non-surgical
treatment except in fractures surgery may considered the first line of management)
1. Vertebroplasty and kyphoplasty are minimally invasive treatments to repair compression
fractures of the vertebrae caused by osteoporosis in elderly.
2. Spinal laminectomy (also known as spinal decompression) with or without fixation is
performed when there is narrowing of the spinal canal that causes pain, numbness, or
weakness.
3. Discectomy or microdiscectomy may be recommended to remove a disc, in cases where it has
herniated and presses on a nerve root or the spinal cord, which may cause intense and
enduring pain.
4. Foraminotomy: enlarges the bony hole (foramen) where a nerve root exits the spinal canal.
5. Radiofrequency denervation is a procedure using electrical impulses to interrupt nerve
conduction Using x-ray guidance (Pain relief associated with the technique is temporary and
the evidence supporting this technique is limited)
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6. Spinal fusion by bone grafts and/or metal devices secured by screws either through open
techniques or minimally invasive techniques.
7. Artificial disc replacement is considered an alternative to spinal fusion for the treatment of
people with severely damaged discs.
8. Lumbar inter-body fusion procedures (ALIF - OLIF – TLIF- XLIF)
9. Corrective Osteotomy with fusion.
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Varicose Veins in the Legs

Give people who present with varicose
veins information that includes:
An explanation of what varicose veins are.
•

Possible causes of varicose veins.
• The likelihood of progression and possible
complications, including deep vein thrombosis,
skin changes, leg ulcers, bleeding and
thrombophlebitis. Address any misconceptions
the person may have about the risks of developing
complications.
• Treatment options, including symptom relief, an
overview of interventional treatments and the role
of compression.
• Advice on:
• weight loss
• light to moderate physical activity (for
example, walking or swimming)
• avoiding factors that are known to make their

Pregnant women with varicose
veins
Give pregnant women presenting with
varicose veins information on the
effect of pregnancy on varicose veins.
Do not carry out interventional treatment for
varicose veins during pregnancy other than
in exceptional circumstances.
Consider compression hosiery for symptom
relief of leg swelling associated with
varicose veins during pregnancy.
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When to refer to a vascular service
Refer people with bleeding varicose veins to a vascular service immediately.
Refer people to a vascular service if they have any of the following:
•

Symptomatic primary or symptomatic recurrent varicose veins.

•

Lower-limb skin changes, such as pigmentation or eczema, thought to be caused by chronic venous
insufficiency.

•

Superficial vein thrombosis (characterized by the appearance of hard, painful veins) and suspected
venous incompetence.

•

A venous ulcer (a break in the skin below the knee that has not healed within 2 weeks).

•

A healed venous leg ulcer.
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Assessment
Use duplex ultrasound to confirm the diagnosis of varicose veins and to plan
treatment for people with suspected primary or recurrent varicose veins.

Information for patients
When discussing treatment for varicose veins at the vascular service tell the
person:
•

What treatment options are available.

•

The expected benefits and risks of each treatment option.

•

That new varicose veins may develop after treatment.

•

That they may need more than 1 session of treatment.
That the chance of recurrence after treatment for recurrent varicose veins is

•

higher than for primary varicose veins.

Interventional Treatment
For people with confirmed varicose veins and truncal
reflux:
•
•
•
•

Offer endothermal ablation.
If endothermal ablation is unsuitable, offer ultrasoundguided foam sclerotherapy.
If ultrasound-guided foam sclerotherapy is unsuitable,
offer surgery.
If incompetent varicose tributaries are to be treated,
consider treating them at the same time.

If offering compression bandaging or hosiery for use after
interventional treatment, do not use for more than 7 days.

Compression hosiery
Offer compression hosiery only if
interventional treatment is unsuitable.

Interventional procedures
•
•
•
•

endovenous mechanochemical ablation for varicose
veins
ultrasound-guided foam sclerotherapy for varicose
veins
endovenous laser treatment of the long saphenous
vein
radiofrequency ablation of varicosePage
veins.
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asymptomatic varicosed veins are NOT covered by insurance for treatment as these are deemed cosmetic.
The insurers also do not cover these patients. This includes injection sclerotherapy for thread veins. I suggest
that we also decline cover for patients who do not meet the criteria below as this will lead to excessive
demand on resources potentially disenfranchising other patients who have evidence-based need for
treatment. also note that thermal ablation treatment includes both Laser and Radiofrequency ablation. There
is no need for any further investigations other than Duplex for uncomplicated varices veins.
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Definition of Vit D deficiency
1. Deficiency—serum 25(OH)D < 50 nmol/l (<20 ng/ml)
2. sufficiency—serum 25(OH)D ≥ 50 nmol/l (≥20 ng/ml).
3. Adequacy for frail, osteoporotic elderly—serum25(OH)D > 75 nmol/l (>30 ng/ml)

Who are eligible for vitamin D screening?
Despite overwhelming evidence that vitamin D deficiency is common in the Saudi community across all
age groups, vitamin D testing for the general population is not justified and practical in economic terms.
Hence, the task force does not endorse population-based screening and recommends limited vitamin D
testing for selected populations at highest risk for vitamin D deficiency and who will benefit the most from
vitamin D status correction.
• Patients with clinical suspicion of rickets, osteopenia, osteomalacia, and osteoporosis
• Patients with history of fall and fragility fracture
• Patients with musculoskeletal pain and fibromyalgia
• Elderly patients
• Patients with malabsorption syndromes (e.g., inflammatory bowel diseases, celiac diseases)
• Patients with renal/liver diseases
• Home-based patients with minimal access to sun exposure
• Chronically ill and hospitalized patients
• Pregnant/lactating women
• Dark-skinned
• Obese
• Poor exposure to sunlight due to social/clothing habit
• Medications that affect bone bones (e.g., glucocorticoids,
• antiepileptic medications)
• Post-bariatric surgery.

Vitamin D correction in the general population
Sun exposure
Adequate sun exposure is recommended for the general population. In Saudi Arabia however, the most
suitable times are as follows: summer time from 9:00 AM until before 10:30 AM as well as 2:00 PM until
3:00 PM and winter time from 10 AM to 2 PM [37], three to four times a week. People should directly
expose their hands and legs to sunlight (20% of their bodies). Those with darker complexion may need more
sunlight exposure time to get vitamin D. Routine monitoring of serum 25(OH)D is generally unnecessary
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but may be appropriate in patients with symptomatic vitamin D deficiency or malabsorption and where poor
compliance with medication is suspected.

Pregnant/lactating mothers and neonates
Different recommendations and guidelines ranging from 400 IU (UK Royal College of Obstetrics and
Gynecology) to 2000 IU (Canadian Academy of Pediatrics) and even 4000 IU have been documented [45].
In the case of Saudi Arabia, low vitamin D is very common in pregnancy with consequences for both
mothers and babies; therefore, supplementation of 1000 2000 IU/day can be recommended and is both
feasible and safe.

Recommendations for postmenopausal women
•

•
•

Postmenopausal with severe vitamin D deficiency (<25 nmol/l or 10 ng/ml) can be treated with
50,000 IU once weekly (vitamin D2 or vitamin D3) for 8 weeks or 6000 IU/day (vitamin D2 or
vitamin D3) (followed by maintenance therapy of 1000–2000 IU/day once serum 25(OH)D level is
above 75 nmol/l or 30 ng/ml).
In healthy postmenopausal women, adequate serum concentrations can be achieved through sun
exposure (15 min per day, three to four times a week).
Patients with morbid obesity, post-bariatric surgery, malabsorption syndromes, and hepatic or renal
diseases may require larger than usual doses of vitamin D supplements. In such patients, routine
monitoring of serum 25(OH)D may be appropriate

Elderly and patients at risk for fall and osteoporotic fractures
Although sun exposure has been recommended to improve the status of vitamin D in the general
population, this way of natural correction may not be practical in the Saudi elderly.
In addition, this may be feasible only in winter months where temperatures are tolerable. Foods
consumed in Saudi Arabia have little vitamin D fortification. For vitamin D deficiency,
supplementation is the most guaranteed way to increase levels to the desired range of 50–75 nmol/l.
This can be achieved by weekly 50,000 IU for 8 weeks followed by daily maintenance of daily
1000–2000 IU. Annual mega dosing by intramuscular injections of vitamin D are not recommended
as these dosage forms may not be readily available in all hospitals in KSA and their efficacy is
disputed. A yearly dose of 500,000 IU has been shown to increase the risk of falls and of fractures.
For patients at high risk for falls and osteoporotic fractures, the same recommendations mentioned
above are applicable; however, the desired 25(OH)D level should be at least 75 nmol/l (30 ng/ ml).
Furthermore, concomitant supplementation with calcium is advised only for those with known
calcium insufficiency and those who are already undergoing treatment for osteoporosis.

Patients with metabolic diseases
It has been a common feature of Saudi patients with chronic metabolic diseases (diabetes mellitus, obesity,
thyroid problems, etc.) to have insufficient levels of serum 25(OH)D. Interventional studies done in the
Saudi population with metabolic disorders observed that while doses as much as 2000 IU/day for 12–18
months are still suboptimal, it did confer favorable metabolic changes in terms of improved lipid profile and
insulin sensitivity. Another study in Saudi Arabia had similar findings that vitamin D correction improves
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the serum lipid profile of patients with diabetes. Another study however has shown no conclusive evidence
from gathered clinical trials that support favorable glycemic control through vitamin D supplementation
among patients with diabetes.
In light of inconclusive observations from accumulated clinical trials, the task force therefore recommends
no special consideration among patients with metabolic diseases and would manage asymptomatic vitamin
D deficiency in the same case as the general population until further evidence emerges.

Children and adolescents
Vitamin D deficiency is extremely common in the pediatric population of Saudi Arabia. Adolescent
females in particular have a higher prevalence of vitamin D deficiency than males and are at higher risk of
osteomalacia. The pragmatic use of a serum 25(OH)D concentration more than or equal to 30 ng/ml (>75
nmol/l) to indicate sufficiency and a serum concentration <25 nmol/l (10 ng/ml) to indicate severe
deficiency is recommended. All Saudi children and adolescents, females especially, are encouraged to
receive oral supplementation of vitamin D as follows:
• Premature infants, 400–800 IU/day
• Infants 0–6 months, 400 IU/day
• Infants 6–12 months, 400–600 IU/day
• Children/adolescents, 600–1000 IU/day
• Obese children, 1200–2000 IU/day.
The upper limit of safety is set at
• 1000 IU/day for infants
• 2000 IU/day for children ages 1 to 10 years
• 4000 IU/day for children and adolescents ages 11–17 years.
For those in high-risk groups (preterm babies; darker color; obese; with malnutrition and malabsorption
syndromes; those on medications like antiepileptic, antituberculosis, and glucocorticoids), oral
supplementation of vitamin D must be considered. Universal screening for vitamin D status in the Saudi
pediatric population is not advised, and monitoring should be kept at a minimum with special attention to
children manifesting sever symptoms of vitamin D deficiency.

Page 58 of 59

Prepared by:
Name
Dr. Mohammed Al Harbi

Title
Endocrine Consultant

signature

Date
31-12-2018

Title
Assistant deputyship of
Minster for hospital
services

signature

Date
01-01-2019

Title
Deputy Minister, curative
affairs

signature

Date
01-01-2019

Reviewed by:
Name
Dr. Mohammed Al Abdulaali

Approved by:
Name
Dr. Tareef Al Amaaa

Page 59 of 59

