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No. 1402 » 6 October 2003
MEDICAL SCHEMES ACT, 1998 (ACT NO. 131 OF 1998) '
REGULATIONS MADE IN TERMS OF THE MRDICAL SCHEMES ACT, 1998
THERAPEUTIC ALGORITHMS FOR CHRONIC CONDITIONS
The Regulations made under the Medical Schemes Act, 1998, published under Government Notice No.
R1262 of 20 October 1999, as amended by the following Govemment Notices: No. R 570 of 5 June 2000; No

R. 650 of 30 June 2000; No. R 247 of 1 March 2002 and No. R 1360 of 4 November 2002, provides, in
Annexure A, as foliows: “Treatment: diagnosis, medical mana"gemen? and medication, to the extent that this is

provided for by way of a therapeutic algorithm for the prescvr'ibed condition,‘published by the Minister in the
Gazette”. S T -

I, ME Tshabalala-Msimang, Minister of Health, hereby issué thei'apeutic‘él‘gioﬁthms referred to in Annexure A

-to the regulations. . : : |

THERAPEUTIC ALGOTITHMS

ADDISON’S DISEASE

Diagnosis ! Disease identification card or disc recommended

v

Oral corticosteroid replacement in divided doses

Adjust to individual needs In stressed ill patients
‘, dose must be increased

Defective aldosterone secretion and/or
still insufficient mineral corticoid effect

v

Add fludrocortisone 50-100ug daily
Adjust to patient’s needs

v

Monitor BP, weight, as well as
electrolytes during therapy
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Note:

1. Medical management reasonably necessary for the delivery of treatment
described in this algorithm is included within this benefit, subject to the
application of managed health care interventions by the relevant medical
scheme,

2. To the extent that a medical scheme applies managed health care
interventions in respect of this benefit, for example clinical protocols for
- diagnostic procedures or medical management, such interventions must -

a. not be inconsistent with this algorithm;

b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and

¢. comply with all other applicable regulations made in terms of the
Medical Schemes Act, 131 of 1998

3. This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness
and affordability.
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ASTHMA

Diagnosis

Made on symptoms and signs
Objective measurement;
FEV1 improvement possible = 15%
[& 200ml increase after short acting B2 agonist (400ug MDI and spacer)]

Aims of Management:

Control symptoms and prevent exacerbations
Achieve best possible peak flow

- Minimise adverse effects

v

Stepwise Approach:

Start treatment at step most appropriate to initial severity
Achieve early control
Maintain stepping up or stepping down therapy

CLASSIFICATION OF SEVERITY

Management of Chronic Asthma in Adults

Classify Severity at Presentation

Intermittent

Persistent

Mild

Moderate

Severe

Category |

v

Daytime symptoms < 2/week

Night-time symptoms < 1/month

PEF (predicted) 2 80%

2-4/week.
2-4/month

2 80%

> 4/week
> 4jweek

60-80%

Continuous
Frequent

< 60%

START TREATMENT AT MOST APPROPRIATE STEP

Step Down

Step 1: Mild Intermittent Asthma

Inhaled short acting 82 agonist as required

v

Step 2: Mild Persistent Asthma

Reliever: B2 agonist as required,;
Preventer: Add inhaled corticosteroid 400-800ug/day
(Equivalent to beclomethasone MDI & spacer)

dn daig




/
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A

= Step Down

v

Step 3: Moderate Persistent Asthma

1. Short-acting 2 agonist as required

2. Increase dose of inhaled corticosteroid to 1200ug/day

(beclomethasone or equivalent)
If not controlled

3. Add inhaled long-acting 82 agonist (LABA) to

1200ug/day inhaled corticosteroid (beclomethasone or

equivalent)
4, Reassess control:
o If adequate: continue LABA
o If no response: stop LABA; consider SR

theophyliine

Step 4: Severe Persistent Asthma

1. Short-acting B2 agonist as required

2. Increase inhaled steroid to 2000ug/day
(beclomethasone or equivalent); plus LABA
or SR theophylline

v

Step 5: Very Severe Persistent Asthma

1. Therapy as in Step 4.
2. Review for oral steroids

dn doig

Glossary:

FEV1 - Forced expiratory volume in 1 second
B2 — Beta-2 receptor

MDI — Metered dosage inhaler

PEF — Peak expiratory flow

LABA - Long acting beta-2 receptor agonist
SR - Slow release

Applicable ICD 10 Coding:

J45 Asthma
o J45.0 Predominantiy allergic asthma
o J45.1 Nonallergic asthma
o J45.8 Mixed asthma
o J45.9 Asthma, unspecified
J46 Status asthmaticus
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Note:

Medical management reasonably necessary for the delivery of treatment
described in this algorithm is included within this benefit, subject to the
application of managed health care interventions by the relevant medical
scheme.

To the extent that a medical scheme applies managed health care

interventions in respect of this benefit, for example clinical protocols for

diagnostic procedures or medical management, such interventions must —

a. not be inconsistent with this algorithm;

b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and

c. comply with all other applicable regulations made in terms of the Medical
Schemes Act, 131 of 1998

This algorithm may not necessarily always be clinically appropriate for the
treatment of children. if this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness
and affordability.
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BRONCHIECTAS!S

Diagnosis

v

Treat underlying cause if possible e.g. COPD

v

Life style modifications
No smoking and avoid other irritants

Postural drainage

v

Treat airways obstruction and complications
e.g. haemoptysis and cor pulmonale

v

Treat infection

v

Empiric therapy:

Stable with mild bronchiectasis:
" E.g.
Amoxycillin 500mg 8 hourly for 14 days
: Or
Doxycycline 100mg twice daily for 14 days

May need prolonged therapy in some cases up' to 3 weeks

v

Further antibiotic therapy should be based on sputum
microscopy, culture and sensitivity investigations

Glossary:
e COPD - Chrenic obstru;:tive pulmonary disease

Applicable ICD 10 Coding:
s J47 Bronchiectasis
» Q33.4 Congenital bronchiectasis
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Note:

Medical management reasonably necessary for the delivery of treatment
described in this algorithm is included within this benefit, subject to the
application of managed health care mterventlons by the relevant medlcal
scheme.

To the extent that a medical scheme applies managed health care

interventions in respect of this benefit, for example clinical protocols for

diagnostic procedures or medical management, such mterventlons must -

a. not be inconsistent with this algorithm;

b. be developed on the basis of evidence-based medlcme, taking into
account considerations of cost-effectiveness and affordability; and

c. comply with all other applicable regulations made in terms of the Medical
Schemes Act, 131 of 1998

This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking mto account consxderatlons of cost—effectlveness
and affordablhty
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CARDIAC FAILURE

Diagnosis

Ali patients should have once only pneumococcal

| v

immunisation and annual influenza immunisation

programme;

e Patients should avoid salt rich food;
o Exercise as per individualised

e Consume only 1-2 units of alcohol per
day (except if alcohol induced);
~ Stop smoking and lose weight

l

all patients

Consider ACE inhibitor in

I

Add diuretic if patient is fluid overloaded
. Use thiazide if normal renal function
, . or .
Loop diuretic if impaired renal function and volume overloaded
Monitor serum K+, consider replacement therapy if necessary

Add B-blocker in patients with
ongoing symptoms who have
NYHA class il ~ lil symptoms

I

Continued symptoms?

v

NYHA class H/IV
Monitor serum K+

Add spironolactone low dose if

i

PE—— renal function and volume

Consider loop diuretic if impaired

overloaded and NYHA class 11/1V

Consider digoxin in patients with NYHA class Start with low dose digoxin in
1M1V with persisting symptoms, very poor LV elderly 0.125mg/day
function or persisting cardiomegaly

!

review

If systolic failure refractory to treatment,

NOTE: If patient truly intolerant to ACE inhibitor, consider hydralazine & isosorbide dinitrate combination therapy
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Glossary:
s ACE inhibitor — Angiotensin converting enzyme inhibitor .
Serum K+ — Serum potassium
B-blocker — Beta-receptor blocker
NYHA — New York Heart Association .
LV - Left ventricular

Applicable ICD 10 Coding:
e 150 Heart failure
o 150.0 Congestive heart failure
o 150.1 Left ventricular failure
o 150.9 Heart failure, unspecified

»  111.0 Hypertensive heart disease with (congestive) heart failure

» 113.0 Hypertensive heart and renal disease with (congestive) heart failure

= |13.2 Hypertensive heart and renal disease with both (congestlve) heart
failure and renal failure

Note:

1. Medical management reasonably necessary for the delivery of treatment
described in this algorithm is included within this benefit, subject to the
application of managed health care interventions by the relevant medical
scheme. .

2. To the extent that a medical scheme applies managed health care
interventions in respect of this benefit, for example clinical protocols for
diagnostic procedures or medical management, such interventions must -
a. not be inconsistent with this algorithm;

b. be developed on the basis of evidence-based medlcme taking into.
account considerations of cost-effectiveness and affordability; and

c. comply with all other applicable regulatlons made m terms of the Medical
Schemes Act, 131 of 1998

3. This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness
and affordability.
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All patients should have once only

pneumococcal immunisation and
annual influenza immunisation

CARDIOMYOPATHY
" Diagnosis
h 4
o Patients should avoid salt rich food;
o Exercise as per individualised programme;
« Consume only 1-2 units of alcohol per day (except if
alcohol induced);
» Stop smoking and lose weight
‘& Adeguate contraception is essential in patients with
previous peripartum cardiomyopathy

‘

VT ET—— ‘Add diuretic if patient is fluid
waytann It atria . overioaded
fi?riliatior;)'o!( hlston; ?:r:z:?:rr i/r?(a:f Use thiazide if normal renal function
of an embolic event |—» ——
_ patients . R I o .
Loop diuretic if impaired renal
v function and volume overloaded

Add B-blocker in pafients with ongoing
symptoms who have NYHA class Il - llI
symptoms and are euvolaemic

v

Continued
symptoms?

g

Consider loop diuretic if impaired renal function and
volume overloaded and NYHA class iI/lV
Monitor serum K+, consider replacement if necessary

l,

Add spironolactone low dose if
NYHA class 1Il/1V .
Monitor seruim K+

,3 T

LV function or persisting cardiomegaly

Consider digoxin in patients with NYHA class 1I1/1V
with persisting symptoms, atrial fibrillation, very poor

o ~ Start with low dose digoxin in
_ eld‘er_ly_ 0,125mg/day

v

If systolic failure refractory to treatment,
review

NOTE: If patient truly intolerant to ACE inhibitor, consider hydralazine & isosorbide dinitrate combination therapy
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Glossary: e
e ACE inhibitor - Anglotensm convertmg enzyme inhibitor
Serum K+ ~ Serum potassium
B-blocker — Beta-receptor blocker
NYHA - New York Heart Association
LV - Left ventricular

Applicable ICD 10 Coding:
e |42 Cardiomyopathy

o 1420 Dilated cardiomyopathy
142.1 Obstructive hypertrophic cardiomyopathy
142.2 Other hypertrophic cardiomyopathy
142.3 Endomyocardial (eosinophilic) disease
142.4 Endocardial fibroelastosis .
142.5 Other restrictive cardiomyopathy
142.6 Alcoholic cardiomyopathy
142.7 Cardiomyopathy due to drugs and other external agents
i42.8 Other cardiomyopathies
142.9-Cardiomyopathy, unspecified

O 0 00000 O0O0

e 125.5 Ischaemic cardiomyopathy

Note:

1. Medical management reasonably necessary for the delivery of treatment
described in this algorithm is included within this benefit, subject to the
application of managed health care interventions by the relevant medical
scheme. ; v

2. To the extent that a medical scheme applies managed health care
interventions in respect of this hbenefit, for example clinical protocols for
diagnostic procedures or medical management, such interventions must -
a. not be inconsistent with this algorithm; .

b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and

c. comply with all other applicable regulatlons made in terms of the Medical
Schemes’ Act, 131 of 1998 :

3. This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account conslderatsons of cost-effectiveness and
affordability.
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CHRONIC RENAL DISEASE

. Diagnosis -
]

v_

!

v

Mild Chronic Renal failure Moderate Chronic Renal failure
Cr 100-200 pymol/! Cr 200-400 pmol/l

Severe Chronic Renal failure
Cr >400 pmol/l

Mild Chronic Renal Failure (Cr 100-200umol/l)

Treat hypertension vigorously i.e. BP < 130/85 mmHg

v

Avoid diuretics unless volume overioaded
Usually 3 agents required especially when Cr 2150 pmol/l
Target BP < 130/85mmHg

y

Use ACE inhibitors: retard decline and are anti-proteinuric; more effective if Na+ depleted
or Calcium antagonist, have proven reno-protective effects, but not anti-proteinuric

v

Add thiazide diuretic to augment ACE inhibitor or add
B-blocker as combination therapy

v

Continue monitoring renal function and blood pressure

Moderate Chronic Renal Failure (Cr 200-400pmol/l)

Treat hypertension vigorously i.e. BP < 130/85 mmHg

v

Avoid diuretics unless volume overloaded
Usually 3 agents required, target BP < 130/85mmHg

v

Use ACE inhibitors: retard decline and are anti-proteinuric; more effective if Na+ depleted

or Calcium antagonist. have proven reno-protective effects, but not anti-proteinuric

v

Add thiazide diuretic to augment ACE inhibitor or
add B-blocker as combination therapy

v
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Continue monitoring renal function and biood pressure

Prevent Osteodystrophy

; — 3

Give phosphate binder with meals Reserve 1a-hydroxy cholecalciferol for
(Calcium carbonate) ~ hypocalcaemia or progressive
- hyperparathyroidism
Monltor serum Ca++ and/or PO* for high levels
Prevent Anaemia |
Treat iron deficiency 2-3 ' : Treat folate deficiency -
mg/kg/day elemental iron orally R 2,5-5mg/day folic acid
Treat with IV iron therapy if T — '
necessary

v

Iron therapy failure:
Erythropoietin when Hb < 8 gm/di

‘Severe Chronic Renal Failure {Cr> 400umol/l)

Patients require early nephrological referral for
management and assessment for dialysis and transplant

Glossary:
ACE inhibitor — Angiotensin converting enzyme inhibitor .
Serum Na+ — Serum sodium :
B-blocker — Beta-receptor blocker
BP - Blood pressure
Hb - Haemogiobin ,
Cr/Serum Cr — Serum creatinine
Serum Ca++ - Serum calcium
1a-hydroxy — 1-alpha-hydroxy
PO* - Phosphate

® 6 o o o o ¢ o o

Applicable ICD 10 Coding:
= NO03 Chronic nephritic syhdrome
¢ NO03.0 Chronic nephritic syndrome, minor glomerular abnormality
e NO03.1 Chronic nephritic syndrome focal and segmental glomerular
1 lesions
| o NO03.2 Chronic nephritic syndrome, dlffuse membranous
! glomeruionephritis
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Applicable ICD 10 Coding: (continued) _
e NO03.3 Chronic nephritic syndrome, diffuse mesangial proliferative
glomerulonephritis
o N03.4 Chronic nephritic syndrome, diffuse endocapillary proliferative
glomerulonephritis
« N03.5 Chronic nephritic syndrome, diffuse mesangiocapillary
glomerulonephritis
N03.6 Chronic nephritic syndrome, dense deposit disease
NO03.7 Chronic nephritic syndrome, diffuse crescentic glomerulonephritis
N03.8 Chronic nephritic syndrome, other
N03.9 Chronic nephritic syndrome, unspecified
= N11 Chronic tubulo-interstitial nephritis
o N11.0 Nonobstructive reflux-associated chronic pyelonephritis
o N11.1 Chronic obstructive pyelonephritis
o N11.8 Other chronic tubulo-interstitial nephritis
o N11.9 Chronic tubulo-interstitial nephritis, unspecified
= N18 Chronic renal failure
o N18.0 End-stage renal disease
o N18.8 Other chronic renal failure
o N18.9 Chronic renal failure, unspecified
» 112.0 Hypertensive renal disease with renal failure
* 113.2 Hypertensive heart and renal disease with both (congestive) heart
failure and renal failure
»  010.2 Pre-existing hypertensive renal disease complicating pregnancy,
childbirth and the puerperium
= 010.3 Pre-existing hypertensive heart and renal disease complicating
pregnancy, childbirth and the puerperium

Note:

1. Medical management 'reésonably necessary for the delivery of treatment
described in this algorithm is included within this benefit, subject to the
application of managed health care interventions by the relevant medical
scheme. , -

2. To the extent that a medical scheme applies managed health care
interventions in respect of this benefit, for example clinical protocols for
diagnostic procedures or medical management, such interventions must —
a. not be inconsistent with this algorithm;

b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and

¢. comply with all other applicable regulations made in terms of the Medical
Schemes Act, 131 of 1998 :

3. This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness and
affordability.
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CHRONIC OBSTRUCTIVE PULMONARY DISEASE

Diagnosis
Y

Al patients should stop:smoking, avoid irritants and

have an annual influenza immunisation

Early effective treatment of exacerbations .

\ 4

3

A 4

Stage |

FEV1 at least 50% of predicted
Mild effort-related dyspnoea

Stage Il
FEV1 35-49% of predicted
Continuous dyspnoea

Stage lli
FEV1 < 35% of predicted
Respiratory failure

Cor Pulmonale

i 4

decline in FEV1

Ipratropium bromide inhaler: 2 puffs 6 hourly as
needed or

and

adjusted to plasma trough levels

Bronchodilators. relieve symptoms, do not alter

B2 agonist inhaler: 2 puffs 6 hourly as needed or |

I

Combination of above: 6 hourly as needed ‘

Oral theophylline 6-8mg/kg/day in divided dosgs |

v

No improvement?

v

Consider oral corticasteroid trial:

| Oral corticosteroid trial: prednisone 40mg/day

" Bronchodilators: relieve symptoms, do not
, . alter decline in FEV1
B2 agonist inhaler: 2 puffs 6 hourly as needed
' or
Ipratropium bromide inhaler: 2 puffs 6 hourly
as needed or
Combination of above: 6 hourly as needed
i and
_ Oral theophylline 6-8mg/kg/day in divided
" doses adjusted to plasma trough levels
&

for 14 days

prednisone 40mg/day for 14 days .

L

8

=

Improvement of FEV1 < 10 % and
significant symptomatic improvement

Objective improvement
in FEV1 of >12% and
>200ml to more than

80% predicted

Treat as for Asihma

T

Consider the risk-benefit of low dose
prednisone 10mg alternate days or Smg
daily and optimise bronchodilator therapy

No objective response:
~ 'Stop corticosteroids
Optimise bronchodilator
“therapy and other
supportive therapy

v

Severe advanced disease ¢

v

" Consider long term domiciliary oxygen
Treat complications
Prevent weight loss
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Glossary:
e FEV1 - Forced expiratory volume in 1 second
s (32 - Beta-2 receptor

Applicable ICD 10 Coding:

e J43 Emphysema
J43.0 Macleod's syndrome
J43.1 Paniobular emphysema
J43.2 Centrilobular emphysema
J43.8 Other emphysema
J43.9 Emphysema, unspecified

(o]

o 00O

e J44 Other chronic obstructive pulmonary disease
o J44.0 Chronic obstructive pulmonary disease with acute lower
respiratory infection
o J44.1 Chronic obstructive pu|monary disease with acute exacerbation,
unspecified
o J44.8 Other specified chromc obstructnve pulmonary disease
o J44.9 Chronic obstructive pulmonary disease, unspecified

Note:

1. Medical management reasonably necessary for the delivery of treatment
described in this algorithm is included within this benefit, subject to the
application of managed health care interventions by the relevant medical
scheme.

2. To the extent that a medical scheme applies managed health care
interventions in respect of this benefit, for example clinical protocols for
diagnostic procedures or medical management, such interventions must —
a. not be inconsistent with this algorithm;

b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and
¢. comply with all other applicable regulations made in terms of the Medical
~ Schemes Act, 131 of 1998

3. This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-

- based medicine, taking into account considerations of cost-effectiveness and
affordability.
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CORONARY ARTERY DISEASE

Diagnosis

v

Address and manage risk factors:
1. Lifestyle madification:
Stop smoking, modify diet, increase aerobic exercise and limit alcohol
consumption to 2 units/day
Hyperlipidaemia
Diabetes mellitus
Hypertension

Manage as per disease—specific algorithm

I

All patients should receive aspirin 75-325 mg/day.

(unless contraindicated)

v

Sublingual nitrates for short term
control of angina symptoms”

!

Regular symptomatic treatment required?

T
\ 4 v

NO YES

Continue —{ :

sublingual nitrates

Treat with a S-receptor

antagonist (unless
contraindicated)

If B-receptor antagonist
‘contraindicated or not
tolerated

v

v

If symptoms uncontrolled:
Add long acting nitrate or a
long acting dihydropyridine

L

Review
—v

Treat with rate limiting calcium
channel antagonist, a long acting
dihydropyridine

- or a“long” acting nitrate

If symptoms uncontrolled add one of
the other alternatives

T

Review if:

uncontrolled symptoms; ,
symptoms fimit patient's desired activities; patients at high risk
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Glossary:
L )

B-receptor antagonist — Beta-receptor antagonist

Applicable iCD 10 Coding:
& 120 Angina pectoris

%

o 120.0 Unstable angina
o 120.1 Angina pectoris with documented spasm
o 120.8 Other forms of angina pectoris
o 120.9 Angina pectoris, unspecified
{25 Chronic ischaemic heart disease
o 125.0 Atherosclerotic cardiovascular disease, so described
’ 125.1 Atherosclerotic heart disease
125.2 Old myocardial infarction
125.3 Aneurysm of heart
[25.4 Coronary artery aneurysm
125.5 Ischaemic cardiomyopathy
125.6 Silent myocardial ischaemia
125.8 Other forms of chronic ischaemic heart disease
125.9 Chronic ischaemic heart disease, unspecified

o0 000000

Note:

. Medical management reasonably necessary for the delivery of treatment

described in this algorithm is included within this benefit, subject to the
application of managed health care interventions by the relevant medical
scheme. :

To the extent that a medical scheme applies managed health care

interventions in respect of this benefit, for example clinical protocols for

diagnostic procedures or medical management, such interventions must ~

a. . not be inconsistent with this algorithm;

b. be developed.on the basis of evidence-based medicine, taking into
~account considerations of cost-effectiveness and affordability; and

c. comply with all other applicable regulations made in terms of the Medical

Schemes Act, 131 of 1998

This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness

and affordability.
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Glossary:
e 5-ASA - 5-Aminosalicylic acid
¢ IV —Intravenous

Applicable ICD 10 Coding:

¢ K50 Crohn's disease [regional enteritis}
K50.0 Crohn's disease of smallintestine
K50.1 Crohn's disease of large intestine
K50.8 Other Crohn's disease
K50.9 Crohn's disease, unspecified

0O 00O

Note:

4. Medical management reasonably necessary for the delivery of treatment.
described in this algorithm is included within this benefit, subject to the
application of managed healith care interventions by the relevant medical
scheme.

1. To the extent that a medical scheme applies managed health care
interventions in respect of this benefit, for example clinical protocols for
diagnostic procedures or medical management, such interventions must ~-

a. not be inconsistent with this algorithm;

b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and

c¢. comply with all other applicable regulations made in terms of the Medical
Schemes Act, 131 of 1998

2. This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness and
affordability.
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DIABETES INSIPIDUS

l

Rule out and treat any
underlying cause

A

Treat if symptoms are
debilitating

Treat with desmopressin

Dosage form appropriate for patient

Diagnasis of central diabetes | ,_---__---_f_-_--.; ..........
insipidus usually via water | | Disease identification card
deprivation test % i ordisc recommended

Monitor serum

Oral or nasal spray/solution 4 times daily
depending on response!

I

sodium

Use lowest dose possible to control symptoms
Avoid unplanned treatment withdrawal

Patient education essential regarding adherence

Applicable ICD 10 Coding:
* & E 23.2 Diabetes insipidus
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Note:

Medical management reasonably necessary for the delivery of treatment
described in this algorithm is included within this benefit, subject to the

application of managed health care interventions by the relevant medical
scheme,

To the extent that a medical scheme applies managed health care

interventions in respect of this benefit, for example clinical protocols for

diagnostic procedures or medical management, such interventions must -

a. not be inconsistent with this algorithm;

b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and

c. comply with all other applicable regulations made in terms of the Medical
Schemes Act, 131 of 1998

This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness and
affordability.
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DIABETES MELLITUS TYPE 1

Diagnosis of Type 1
Life style modification Disease identification card
Home glucose monitoring essential E or disc recommended

A
Monitor HbA1c at 3-6 m’onthly intervals

,

Insulin for all

Individualisafion essential
HbA1c target of <7.0 % achieved within 3 months?
|

v v

YES - NO o -
Continue If conventional regimen, an intensive insulin
management regimen may be indicated
Review by specialist physician if necessary

Glossary:
s HbA1c - Glycosylated hemoglobin

Applicable ICD 10 Coding:
& E10 Insulin-dependent diabetes mellitus

E10.0 Insulin-dependent diabetes meliifus wnth coma .

E10.1 Insulin-dependent diabetes mellitus with ketoacidosis

E10.2 Insulin-dependent diabetes mellitus with renal complications

E10.3 Insulin-dependent diabetes mellitus wnth ophthalmlc

complications

£10.4 Insulin-dependent diabetes mellitus with neurological

complications

o . E10.5 Insulin-dependent diabetes mellltus wnth penpheral cwculatory
complications

o E10.6 Insulin-dependent diabetes mellitus w1th other specified
complications

o E10.7 Insulin-dependent diabetes mellitus with multiple complications

o E10.8 Insulin-dependent diabetes mellitus with unspecified
complications

o E10.9 insulin-dependent diabetes mellitus without complications

o 000

[¢]
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Applicable ICD 10 Coding: (continued)

E12 Malnutrition-related diabetes meliitus

£12.0 Malnutrition-related diabetes mellitus with coma

E12.1 Malnutrition-related diabetes mellitus with ketoacidosis

E12.2 Malnutrition-related diabetes mellitus with renal complications

E12.3 Malnutrition-related diabetes mellitus with ophthalmic

complications

£12.4 Malnutrition-related diabetes mellitus with neurological

complications

o E12.5 Malnutrition-related diabetes melfitus with peripheral curculatory
complications

o E12.6 Malnutrition-related diabetes mellitus with other specified
complications

o E12.7 Malnutrition-related diabetes mellitus with muitiple complications

o E12.8 Malnutrition-related diabetes meliitus with unspecified
complications

o E12.9 Malnutrition-related diabetes mellitus without complications

0O QO CO0

o}

024 Diabetes mellitus in pregnancy
o 024.0 Pre-existing diabetes mellitus, insulin-dependent
o 024.2 Pre-existing malnutrition-related diabetes mellitus
o 0243 Pre-existing diabetes mellitus, unspecified

Note:

. Medical management reasonably necessary for the delivery of treatment

described in this algorithm is included within this benefit, subject to the
application of managed health care interventions by the relevant medical
scheme.

To the extent that a medical scheme applies managed health care
interventions in respect of this benefit, for example clinical protocols for
diagnostic procedures or medical management, such mterventlons must —
a. not be inconsistent with this algorithm;
b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and
c. comply with all other applicable regulations made in terms of the Medical
Schemes Act, 131 of 1998

This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness and
affordability.
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DIABETES MELLITUS TYPE 2

Diagnosis of "Type 2

l..

Address other risk factors

v oo

Lifestyle modification as part of initial management ' Disease ;
r ; identification card or ;

disc recommended
Measture HbA1c every 3 months depending on
control and changes in therapy

v

Target HbA1c should be s 7.0%

v

Have lifestyle modifications been successful?

I .
- A i 4
NO ' YES

| e
Consider oral hypoglycaemic agents - ‘ -
Is there renal and/or cardiac dysfunction Continue to monitor

l ‘'HbA1c every 6 months
|
YES NO
Is Patient's BMI > 257
|
{ ! ]
YES ‘NO " |
v v v _
Consider Use metformin Consider either metformin or a sulphonylurea
sulphonylurea " depending on plasma glucose

Adequate control?
|

4
NO YES

v

Continue to monitor blood glucose and HbA1c 3-6 monthly
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¥

Optimise dose of oral hypoglycaemic agent

v

Adequate control?

v

NO YES

r

I * ‘

If patient on
metformin
consider adding
a sulphonylurea

- Continue to monitor
if patient on sulphonylurea and has normal blood glucose and

renal function and has no cardiac dysfunction HbA1c 3-6 monthly
add metformin

If poor renal function:
Consider adding a thiazolidinedione or insulin

]
\ 4
is control adequate?
1
YES NO
Monitor HbA1¢ Consider adding /

every 3 to 6 months enhancing insulin therapy
Glossary:

+ HbA1c - Glycosylated hemoglobin
» BMi — Body mass index

O 0O 00 0O

o]

Applicable ICD 10 Coding:
¢ E11 Non-insulin-dependent diabetes mellitus

E11.0 Non-insulin-dependent diabetes meliitus with coma

E11.1 Non-insulin-dependent diabetes mellitus with ketoacidosis

E11.2 Noh-insulin-dependent diabetes meliitus with renal complications
E11.3 Non-insulin-dependent diabetes mellitus with ophthalmic complications
E11.4 Non-insulin-dependent diabetes mellitus with neurological complications
E11.5 Non-insulin-dependent diabetes mellitus with peripheral circulatory
complications ‘ B

E11.6 Non-insulin-dependent diabetes mellitus with other specified
complications ‘

E11.7 Non-insulin-dependent diabetes mellitus with multiple complications
E11.8 Non-insulin-dependent diabetes mellitus with unspecified complications
E11.9 Non-insulin-dependent diabetes mellitus without complications
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Applicable ICD 10 Coding: (continiied)

e E12 Malnutrition-related diabetes mellitus

E12.0 Mainutrition-related diabetes mellitus with coma

E12.1 Malnutrition-related diabetes mellitus with ketoacidosis

E12.2 Malnutrition-related diabetes mellitus with renal complications
E12.3 Malnutrition-related diabetes mellitus with ophthalmic complications
E12.4 Mainutrition-related diabetes mellitus with neurological complications
E12.5 Malnutrition-related diabetes mellitus with peripheral circulatory
complications '

E12.6 Malnutrition-related diabetes mellitus with other specified
complications ‘

o [E12.7 Malnutrition-related diabetes mellitus with multiple complications

o E12.8 Malnutrition-related diabetes mellitus with unspecified complications
o E12.9 Malnutrition-related diabetes mellitus without complications

O 00 00O0

o}

o 024 Diabetes mellitus in pregnancy }
o 024.1 Pre-existing diabetes mellitus, non-insulin-dependent
o 024.2 Pre-existing malnutrition-related diabetes mellitus
o 024.3 Pre-existing diabetes mellitus, unspecified

Note:

. Medical management reasonably necessary for the delivery of treatment
described in this algorithm is included within this benefit, subject to the
application of managed health care interventions by the relevant medical
scheme. :

. To the extent that a medical scheme applies managed health care interventions
in respect of this benefit, for example clinical protocols for diagnostic
procedures or medical management, such interventions must —

a. not be inconsistent with this algorithm;

b. be developed on the basis of evidence-based medicine, taking into account
considerations of cost-effectiveness and affordability; and

c. comply with all other applicable regulations made in terms of the Medical
Schemes Act, 131 of 1998

. This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-based
medicine, taking into account considerations of cost-effectiveness and
affordability.
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DYSRHYTHMIAS
Chronic Atrial Fibrillation
. Diagnosis
Anticoagulate:

warfarin (maintain INR: 2-3,5)

aspirin alone

If warfarin not tolerated, consider -

I

Monitor heart rate
Control: at rest < 80 beats/min

exercise (6 min walk test) £ 110 beats/min

l
v

3

Heart rate controlied:

“No treatment needed |

—~c

N

w

Heart rate: > 80 beats/min at rest
> 110 beats/min at exercise
Treat with:
. B-blockers e.g. Atenolol 25-50mg bd or,
. Digoxin 0,125-0,25mg daily or,
Verapamil,
Or if treatment fails or not tolerated,

Amiodarone

v

If tréatment fails or not tolerated:
Review for AV node ablation and
permanent pacemaker

Bradycardia < 60 beats/min

" Review for permanent
pacemaker




STAATSKOERANT, 6 OKTOBER 2003

No. 25537 81

Chronic Atrial Flutter

Diagnosis

v

Anticoagulate:

warfarin (maintain INR: 2-3.5)
If warfarin not tolerated, consider

aspirin alone

v

Review for cardioversion

v

Patient in sinus rhythm?

v

YES

v

No treatment
needed

- }
NO
Recurrence?

{ —
Typical flutter? '~ Not ablatable
Review for flutter flutter?

ablation

v

-Assess ventricular rate:
Clinjcally and/or Hoiter monitor
Control: at rest < 80 beats/min
exercise (6 min walk test)
< 110 beats/min

v

Heart rate inadequate?

v

Consider trial of therapy:
B-blockers (7 days) or amiodarone (14 days)

If freatment fails or not tolerated

v

Review for AV node ablation and
permanent pacemaker
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Ventricular Tachycardia

. Diagnosis

v

Review for cardioversion

v

Early recurrence post-conversion
I

v v

NO YES

. ‘

Exclude, assess and manage the - -
following: Cardioversion

e Acute myocardial infarct
o Electrolyte imbalance
o Left ventricular dysfunction

v

Ventricular tachycardia persists

v

B-blockers e.g. atenolol 50mg bd if tolerated,
or if LV function decreased or patient in heart
failure, commence amiodarone

v

Poor response?

v

Review for electrophysiological studies

Glossary:
¢ INR - International normalized ratio
e B-blocker — Beta-receptor blocker
e AV node — Atrioventricular node
e LV - Left ventricular

Applicable ICD 10 Coding:
o 47.2 Ventricular tachycardia
e |48 Atrial fibrillation and flutter
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Note:

Medical management reasonably necessary for the delivery of treatment
described in this algorithm is included within this benefit, subject to the

application of managed hea!th care mterventlons by the relevant medical
scheme.

To the extent that a medical scheme applies managed health care
interventions in respect of this benetfit, for example clinical protocols for
diagnostic procedures or medical management, such mterventlons must -
a. not be inconsistent with this algorithm;
b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and
c. comply with all other applicable regulations made in terms of the Medicai
Schemes Act, 131 of 1998

This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account con5|derat|ons of cost-effectlveness
and affordablllty ‘ -
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EPILEPSY

Diagnosis

v

Primary « Disease identification
partial S . card or disc
seizures E recommended
Start with phenytoin or

carbamazepine or sodium
valproate or valproic acid or
phenobarbitone

v

Not tolerated or controlled?

v

Alternatives:

Phenytoin or carbamazepine or
sodium valproate or vaiproic acid or
lamotrigine or topiramate or
oxcarbazepine

v

Ongoing seizures?

v

v
Primary

generalised
seizures:

v

Start with sodium
valproate or valproic acid

v

Not tolerated or controlied?

v

Aliernatives and/or addition:
For absent seizures: ethosuximide
For myoclonic seizures: clonazepam
For tonic-clonic seizures: carbamazepine or
phenytoin or lamotrigine or topiramate or

oxcarbazepine

Ongoing seizures?

v

Add second drug’
Suggested combinations:
Carbamazepine and sodium valproate or
valproic acid, '
Phenytoin and sodium valproate or valproic
acid, ‘
Sodium valproate or valproic acid and
lamotrigine,
Anticonvulsant and topiramate

If taking sodium valproate or valproic acid for
absent seizures add ethosuximide,

If taking sodium valproate or valproic acid for
myoclonic seizures add clonazepam

If taking sodium valproate or valproic acid for
tonic-clonic seizures add lamotrigine

Add second drug:

v

Uncontrolled seizures
Review for further management

v

Review for further management

Uncontrolled seizures
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Applicable ICD 10 Coding:
¢ G40 Epilepsy
o G40.0 Localization-related (focal)(parnal) idiopathic epilepsy and epileptic
syndromes with seizures of localized onset '
o G40.1 Localization-related (focal)(partial) symptomattc epxlepsy and
epileptic syndromes with simple partial seizures
G40.2 Localization-related (focal)(partial) symptomatic epllepsy and
epileptic syndromes with complex partial seizures
(G40.3 Generalized idiopathic epilepsy and epileptic syndromes
G40.4 Other generalized epilepsy and epileptic syndromes
G40.5 Special epileptic syndromes
G40.6 Grand mal seizures, unspecified (with or without petit mal)
(G40.7 Petit mal, unspecified, without grand mal seizures
G40.8 Other epilepsy
G40.9 Epilepsy, unspecified
41 Status epilepticus -
G41.0 Grand mal status epilepticus
G41.1 Petit mal status epilepticus
G41.2 Complex partial status epilepticus
G41.8 Other status epilepticus
G41.9 Status epilepticus, unspecified

[e]

[}
OOOOOG)OOOOOOO

Note:

1. Medical management reasonably necessary for the delivery of treatment ;
described in this algorithm is included within this benefit, subject to the
application of managed health care interventions by the relevant medical
scheme.

2. To the extent that a medical scheme applies managed health care
interventions in respect of this benefit, for example clinical protocols for
diagnostic procedures or medical management, such mterventwns must —

a. not be inconsistent with this algorithm;
b. be developed on the basis of evidence-based medlcme, taking into
account considerations of cost-effectiveness and affordability; and
c. comply with all other applicable regulations made in terms of the Medical
. Schemes Act, 131 of 1998

3. This algorithm may not necessarily ailways be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness and
affordability. '
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Diagnosis

|

GLAUCOMA

r

v

Closed angle

Open angle

T

- Start with 8-
blocker eye drops

vy

~ Advanced and high-

Review for surgery

risk glaucoma

v

Contraindications?

v

Alternative first-line topical
monotherapies:
az-agonist,
carbonic anhydrase inhibitor,
prostaglandin analogue

|

v

Intolerance?

Decrease dose or
switch to alternative
~ first line agent

v

Poor response?

Check adherence
Increase dose if possible
Switch to alternative first line agent

v

" Inadequate response to monotherapy?

Check adherence
Try combination therapy, using the first line agents

v

Intolerance?

Decrease dose or switch (¢—
to alternative
combination

Inadequate response to
" combination first line agents?

Check adherence

v

Review for further medication or surgery
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P

Glossary:
» [B-blocker — Beta-receptor blocker .
& as-agonist — Alpha-2 receptor agonist

Applicable ICD 10 Coding:
e H40 Glaucoma
H40.0 Glaucoma suspect -
H40.1 Primary open-angle glaucoma
H40.2 Primary angle-closure glaucoma
H40.3 Glaucoma secondary to eye trauma
H40.4 Glaucoma secondary to eye inflammation
H40.5 Glaucoma secondary to other eye disorders
H40.6 Glaucoma secondary to drugs
H40.8 Other glaucoma ..
H40.9 Giaucoma, unspecified
« Q15.0 Congenital glaucoma

OOOOOOOOO

Note:

1. Médic.almr‘ﬁ»anavlgen‘ié'ht reésonabl& "f‘l»ecessary for. the deli\)éry of treatmeni
described in this algorithm is included within this benefit, subject to the
- application of managed health care interventions by the relevant medical
scheme. :

2. To the extent that a medical scheme applies managed health care
interventions in respect of this benefit, for example clinical protocols for
diagnostic procedures or medical management, such interventions must —

a. not be inconsistent with this algorithm;
b. be developed on the basis of evidence-based medicine, takmg into
- account considerations of cost-effectiveness and affordability; and
¢. comply with all other applicable regulations made in terms of the
Medical Schemes Act, 131 of 1998

3. This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this henefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness
and affordability.
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HAEMOPHILIA

Haemophilia A

Diagnosis

Disease identification card
or disc recommended

..............................

v

Mild Disease
Factor VIl 5-40% of
the normal value

v

Moderate Disease
Factor Vil 1-5% of the
normal value

I

Desmopressin response study

Severe Disease

normal value

Factor VIl < 1% of the

:

l

v

v

All require bleeding charts -
“Home-based action plan
Factor ViiI available for self initiated therapy

Effective Ineffective l
v v If patient bleeds - initiate home-based
Desmopressin Factor Viil V action plan
prophylaxis before prophylaxis before
" surgery and dental surgery and dental
procedures procedures

y

iy

v

1

Pain:
Use appropriate
analgesics e.g.
paracetamol and opiods

Not NSAIDs or aspirin

Non-drug measures e.g. Home-based Mucous
ice packs; bed rest; no initiation of membrane only:
weight bearing if possible; Factor VI use tranexamic
elevation; splint and acid
staged mobitisation
A J
Episode aborted?
I
YES NO
Fill in bleeding chart Admit for
Review patient at next opportunity Factor Vill
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Haemophilia B
Diagnosis et ]
: . Disease identification card 1
! ordiscrecommended  }
Mild Disease Moderate Disease Severe Disease
Factor IX 5-25% of the Factor IX 1-5% of the Factor IX < 1% of the
normal value , normal value normal value
- Will require Factor IX All require bleeding charts
prophylaxis before surgery Home-based action plan
and dental procedures Factor 1X available for self initiated therapy

!

If patient bieeds - initiate home-based action plan

; i — 31 3

Pain: Non-drug measures e.g. ice Home-based Mucous
Use appropriate packs; bed rest; no weight . initiation of membrane only:
analgesics e.g. bearing if possible; Factor IX use franexamic
paracetamol and opiods elevation; splint and staged acid
- Not NSAID’s or aspirin mobilisation
1 ]
i 4
Episode aborted?
1

YES

Fill in bleeding chart , Admit for

Review patient at next opportunity Factor IX

Glossary:

e Factor Vil - Factor eight
s Factor IX — Factor nine
o NSAIDs — Non-steroidal anti-inflammatory agents

Applicable ICD 10 Coding:
¢ D66 Hereditary factor Vil deficiency
o D67 Hereditary factor IX deficiency
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Note:

. Medical management reasbnab‘ly necessary for the delivery of treatment

described in this algorithm is included within this benefit, subject to the
application of managed health care interventions by the relevant medical
scheme.

To the extent that a medical scheme applies managed health care
interventions in respect of this benefit, for example clinical protocols for
diagnostic procedures or medical management, such interventions must —
a. not be inconsistent with this algorithm;
b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and
c. comply with all other applicable regulations made in terms of the Medical
Schemes Act, 131 of 1998 ’

This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness
and affordability.
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HYPERLIPIDAEMIA

Fasting plasma
TC > 5mmolfl

I

YES

A 4

]

NO
I

E.g. diabetes, smoking, hypertension

Manifest coronary heart disease?
Other risk factors?

v

v

YES

NO

I

Characterise hyperlipidaemia

Full risk assessment, Fasting TG, TC, HDLC, LDLC

v

Lifestyle modification

Screen for secondary causes e.g. diabetes, Follow-up in 5 years
hypothyroidism

L

v

Primary hyperlipidaemia

]

Does the patient have:

v

- Secondary hyperiipidaemia
\ 4

Treat cause of secondary hyperlipidaemia
Lifestyle modification

+, Genetic dyslipidaemia Modify gg‘lﬁ)wzk factors
with LDLC > 3mmol/\? or P
¢, Established vascular ]
disease? { ¢
Persistent Resolved
hyperlipidaemia - hyperlipidaemia
YES NO i 2
10 year Ml risk > 20%
J 60 years age risk >30%
Utilise Framingham Risk Score
T
ﬁ B
]
A 4
Consider drug therapy Lifestyle modification

Life style & risk-factor modification

I

Modify other risk factors
Follow up
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!

v

Predominant
hypercholesterolaemia

v

Consider the use of a statin

Use the lowest dose
possible to achieve target
response

I

LDLC < 3mmol/l or a reduction of

Target achieved?

45%

I

v

Predominant
hypertriglyceridaemia
(triglycerides > 5mmol/l)

'

Consider fibrate
therapy

v

NO

v

v

YES

3

Review
management

Follow up 6-12
monthly

v

Poor response

v

Review

| Glossary:

¢ & & o

TC — Total cholesterol
TG — Triglycerides

HDLC — High density lipoproteins cholesterol
LDLC - Low density lipoproteins cholesterol

M! - Myocardial infarct

Applica

ble ICD 10 Ceoding:

E78.0 Pure hypercholeéterolaemia
E78.1 Pure hyperglyceridaemia

E78.2 Mixed hyperlipidaemia
E78.3 Hyperchylomicronaemia
E78.4 Other hyperlipidaesmia

E78.5 Hyperiipidaemia, unspecified
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Note:

Medical management reasonably necessary for the delivery of treatment
described in this algorithm is included within this benefit, subject to the

application of managed health care interventions by the relevant medical
scheme.

To the extent that a medical scheme applies managed health care
interventions in respect of this benefit, for example clinical protocols for
diagnostic procedures or medical management, such interventions must -
a. not be inconsistent with this algorithm;
b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and
c. comply with all other applicable regulatlons made in terms of the Medical
Schemes Act, 131 of 1998 -

This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectlveness
and affordablhty
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HYPERTENSION

Measure BP in
sitting position

v

Systolic<130mmHg and
diastolic< 85 mmHg

—» YES

—» Recheck in 1 year

v

Systolic 140-159mmHg or
diastolic 90-99mmHg
Recheck within 2 months

v

Systolic >140mmHg
or diastolic > 90mmHg

v

Target organ disease

Diabetes? Start drug treatment
CCF? YES T
‘Systolic>160mmHg
and diastolic
>100mmHg
YES
A 4

Start drug Systolic >140mmHg |
treatment ‘ or diastolic > 90mmHg

Lifestyle modifications

I

Review in 6 months

Initial drug choices For uncomplicated hypertension
(unless contraindicated) » Start with diuretic
Compeilling »
Indications

v
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|

Angina: B-blocker, CCB

Prior myocardial infarct or CAD: f-blocker and ACE inhibitor

Post MI: B-blocker or ACE inhibitor (in patients with systolic dysfunction)
Heart Failure: ACE inhibitor, B-blocker, diuretics (furosemide or
spironolactone)

Left ventricular hypertrophy: ACE inhibitor

Stroke: Low dose diuretic, ACE inhibitor

Type 1 Diabetes with proteinuria: ACE inhibitor, usually in comblnation with
diuretic

Type 2 Diabetes with microalbuminuria: ACE inhibitor or ARB, usually in
combination with diuretic

Type 2 Diabetes without proteinuria: ACE inhibitor, usually in combination
with a diuretic

Type 2 Diabetes with proteinuria: ACE inhibitor or ARB usuany in
combination with diuretic

Isclated systolic hypertension (elderly): diuretic preferred (low dose
thiazides), long-acting CCB

Prostatism: a-blocker (this should not be used as monotherapy)

v

Start with low dose
and titrate if necessary

Goal BP not achieved:

<140/90 mmHg in uncomplicated cases,
<135/85mmHg in diabetes

L
v | v

No response Inadequate
or adverse response but
event drug tolerated

L !

Substitute another Add second agent from
drug from different different class (especially

class diuretic if not already used)

1 |
R

Goal BP not achieved

v

Add agent from different class or review
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} Glossary:
a-blocker — Alpha-receptor blocker
ACE inhibitor — Angiotensin converting enzyme mhlbltor
ARB - Angiotensin receptor blocker
BP — Blood pressure :
B-blocker — Beta-receptor blocker
CCB — Calcium channel blocker
CCF - Chronic / Congestive cardiac failure
CAD — Coronary artery disease
LV -~ Left ventricular
- Myocardial infarct

Applicable ICD 10 Coding:
¢ 110 Essential (primary) hypertension
" o |11 Hypertensive heart disease
" o 111.0 Hypertensive heart disease with (congestive) heart failure
o 111.9 Hypertensive Heart disease without (congestive) heart failure
¢ |12 Hypertensive renal disease . '
o 112.0 Hypertensive renal disease with renal failure
o 112.9 Hypertensive renal disease without renal failure
« 113 Hypertensive heart and renal disease
o 113.0 Hypertensive heart and renal disease with (congestive) heart faiture
o 113.1 Hypertensive heart and renal disease with renal failure
o 113.2 Hypertensive heart and renal disease with both (congestive) heart
failure and renal failure
o 113.9 Hypertensive heart and renal disease, unspectﬂed
¢ {15 Secondary hypertension

o 115.0 Renovascular hypertension

o 115.1 Hypertension secondary to other renal disorders
o 115.2 Hypertension secondary to endocrine disorders
o 115.8 Other secondary hypertension

o 115.9 Secondary hypertension, unspecified

3 e 010 Pre-existing hypertension complicating pregnancy, childbirth and the puerperium
o 010.0 Pre-existing essential hypertension complicating pregnancy, childbirth
and the puerperium
o 010.1 Pre-existing hypertensive heart disease complicating pregnancy,
childbirth and the puerperium
o 010.2 Pre-existing hypertensive renal disease complicating pregnancy,
childbirth and the puerperium
o 010.3 Pre-existing hypertensive heart and renal disease complicating
pregnangy, childbirth and the puerperium
o 010.4 Pre-existing secondary hypertension complicating pregnancy, childbirth
and the puerperium
o 010.9 Unspecified pre-existing hypertension complicating pregnancy,
childbirth and the puerperium
o 011 Pre-existing hypertensive disorder with superimposed proteinuria
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Note:

1. Medical management re‘asonébly necessary for the delivery of treatment
described in this algorithm is included within this benefit, subject to the
application of managed health care interventions by the relevant medical
scheme. ‘ Co

2, To the extent that a medical scheme applies managed health care
interventions in respect of this benefit, for example clinical protocols for
diagnostic procedures or medical management, such interventions must -

a. not be inconsistent with this algorithm;

b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and

c. comply with all other applicable regulations made in terms of the Medical
Schemes Act, 131 of 1998

3. This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, aiternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness
and affordability. ‘ ‘
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HYPOTHYROIDISM

Clinical sympbms suggestive of:
hypothyroidism ’

v

Serum TSH

|
v v

Normal Elevated TSH
No further testing | ) v Do FT4

{ | }

Normal Decreased FT4
But TSH > 10 ¢
! . .
Consider sub-clinical vert hypothyroidism
hypothyroidism *
{ Start thyroxine 50pg/day for : |
2 weeks :
4 and |
Repeat FT4 and TSH Then 100ug/day N
‘ In elderly and patients with ‘
cardiac disease use low
If TSH persistently dose thyroxine
elevated and patient
symptomatic consider v
treating :as for -
o Monitor TSH and FT4 every
hypothyroidism 3 months for first year, then
annually

Glossary:
e TSH ~ Thyroid stimulating hormone
e FT4 - Free thyroxine

Applicable ICD 10 Coding:
o [E01.8 Other iodine-deficiency-related thyroid disorders and allied conditions

o E02 Subclinical jodine-deficiency hypothyroidism
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Applicable ICD 10 Coding: (continued)
e EQ03 Other hypothyroidism
o ED3.0 Congenital hypothyroidism with dn‘fuse ‘goitre
E03.1 Congemtal hypothyroidism without goitre
E03.2 Hypothyroidism due to medicaments and other exogenous
substances
E03.3 Postinfectious hypothyroidism
E03.4 Atrpphy of thyroid (acquired)
E03.5 Myxoedema coma
E03.8 Other specified hypothyroidism
E03.9 Hypothyroidism, unspecified
e [E89.0 Postprocedural hypothyroidism

o 0

O 0 00O

Note:

1. Medical management reasonably necessary for the delivery of treatment
described in this algorithm is included within this benefit, subject to the

application of managed health care interventions by the relevant med|cal
scheme ,

2. To the extent that a medical scheme applies managed health care
interventions in respect of this benefit, for example clinical protocols for
diagnostic procedures or medical management, such interventions must ~

a. notbe inconsj‘stent with this algorithm;

b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and

c. comply with aillother applicable reguiations made in terms of the Medical
Schemes Act, 131 of 1998

3. This algorithm may not necessarily always be chmcally appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness and
affordability.
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MULTIPLE SCLEROSIS
Diagnosis
Relapsing-remitting ‘ Chronic progressive
¢ ‘ Supportive
Benign Active disease therapy
Reassure v v
(‘:Dontlnultgd Frequent - _ Acute
observation relapse Symptomatic treatment: refapse
Secondary .
progressive Spasticity
Consider: baclofen
l Hyperreflexic bladder IV methylprednisolone
e i Consider: oxybutinin or for 5 days
Consider immuno- - . e :
suppressive therapy 4— imipramine or amitriptyline —» (500mg to 1g daily)
e.g. methotrexate or Pai :
cyclophosphamidé Consider: an
or azathioprine onsider: amitriptyline or
carbamazepine or opiod
analgesic
Response?
NO YES
Review Continue therapy
Glossary:

e [V —Intravenous

Applicable ICD 10 Coding:
« G35 Multiple scierosis
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Note:

. Medical management reasonably heéeséary for the delivery of treatment

described in this algorithm is included within this benefit, subject to the

application of managed heaith care interventions by the relevant medical
scheme.

To the extent that a medical scheme applies managed heailth care
interventions in respect of this benefit, for example clinical protocols for
diagnostic procedures or medical management, such interventions must ~
a. not be inconsistent with this algorithm;
b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and

c. comply with all other applicable regulations made in terms of the Medical
Schemes Act, 131 of 1998

This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness and
affordability.
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PARKINSON'’S DISEASE

Diagnosis

v

Cognition intact

v

YES

v

v

NO.

v

.Consider selegiline or

dopamine agonist

Functionaily
disabled

v

v

Functionally disabled

Levodopa with carbidopa in

Review combination and/or dopamine
¢ agonist
Age < 60 v
T Failed therapy:
¢ ‘ - Review
YES NO ,
i
¢ 1 Levodopa with carbidopa
Tremor Levodopa with in combination
predominant ggggggg;: Consider addition of
¢ ’ amantadine
Consider Consider addition of v
; dopamine agonist — - .
:rzzggg‘;‘n’g%& Advancing disease

!

Add dopamine agonist

0.0 0 00O

Applicable ICD 10 Coding:
o G20 Parkinson's disease
+ (21 Secondary parkinsonism
G21.0 Malignant neuroleptic syndrome
G21.1 Other drug-induced secondary parkinsonism
G21.2 Secondary parkinsonism due to other external agents
G21.3 Postencephalitic parkinsonism
G21.8 Other secondary parkinsonism
G21.9 Secondary parkinsonism, unspecified
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Note:

. Medical management reasonably necessary for the delivery of treatment

described in this algorithm is included within this benefit, subject to the
application of managed health care interventions by the relevant medical
scheme.

To the extent that a medical scheme applies managed heaith care
interventions in respect of this benefit, for example clinical protocols for
diagnostic procedures or medical management, such mterventlons must -
a. not be inconsistent with this algorithm; ~ '
b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and
¢. comply with all other applicable regulations made in terms of the Medical
Schemes Act, 131 of 1998 .
This algorithm may not necessarily always be clinically appropriate for the _
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness and
affordability. ‘
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- RHEUMATOID ARTHRITIS

Diagnosis
Active erosive disease?
]

YES

and add NSAID

Non drug measures (rest,
range-of-motion exercises)

Non drug measures (rest,
range-of-motion exercises)
and add NSAID

v

Adequate response?

YES

Continue therapy

Y

Therapy fails

3

NO- YES

'

Continue
therapy

4

Add a DMARD
e.g. methotrexate or sulphasalazine

Corticosteroids may be necessary at all of
these levels, to enable patient to be more
functional while waiting for the DMARD to be
effective

v

Adequate response?

Continue Review
therapy

e.g.
penicillamine, azathioprine,
cyclophosphamide, leflunamide

Consider other DMARD therapies:
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Glossary:
' o DMARD - Disease modlfymg antirheumatic drugs
o NSAID - Non-steroidal anti-inflammatory agents

Apphcable ICD 10 Coding:
e MOS5 Seropositive rheumatoid arthritis

o MO05.0 Felty's syndrome
MO05.1 Rheumatoid lung disease (J99.0%)
MO05.2 Rheumatoid vasculitis
M05.3 Rheumatoid arthritis with involvement of other organs and systems
M05.8 Other seropositive rheumatoid arthritis

o M05.9 Seropositive rheumatoid arthritis, unspecified

s MO06 Other rheumatoid arthritis
M06.0 Seronegative rheumatoid arthritis
M06.1 Adult-onset Still's disease
M06.2 Rheumatoid bursitis
M06.3 Rheumatoid nodule
M06.4 Inflammatory polyarthropathy
MO06.8 Other specified rheumatoid arthritis
M06.9 Rheumatoid arthritis, unspecified
o M08.0 Juvenile rheumatoid arthritis

(o] o 0 0O

OO0 00 OGCC

Note:

1. Medical management reasonably necessary for the delivery of treatment
described in this algorithm is included within this benefit, subject to the
application-of managed health care interventions by the relevant medical
scheme.

2. To the extent that a medical scheme applies managed health care
interventions in respect of this benefit, for example clinical protocols for
' diagnostic procedures or medical management, such interventions must -

a. not be inconsistent with this algorithm; )

b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and

c. comply with all other applicable regulations made in terms of the Medical
Schemes Act, 131 of 1998

3. This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness and
affordability.




106 N0.25537  GOVERNMENT GAZETTE, 6 OCTOBER 2003

SCHIZOPHRENIA

Make Diagnosis

v

Typical antipsychotic or atypical
antipsychotic agent most appropriate and
cost effective to suit patient's need

v

No response to one?

v

Check adherence
Use another typical antipsychotic or atypical antipsychotic

r

Adherent but no response?

'

Use another typical
antipsychotic or
atypical antipsychotic

v

No response?

v

Non-a_dherence?

v

Use depot formulation

v

No response?

v

Use another depot formulation

y

No response?

' .
> Clozapine ]

: v

v I 4
If partial response try adding No response or refusal to
augmentation agent e.g. mood use cfozapine?

stabiliser, antidepressant or ECT

' v

Review for combination therapy of atypical antipsychotic
as well as typical antipsychotic agents and ECT
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Glossary:
e ECT - Electroconvuisive therapy

Applicable ICD 10 Coding:
e F20 Schizophrenia
F20.0 Paranoid schizophrenia
F20.1 Hebephrenic schizophrenia
F20.2 Catatonic schizophrenia
F20.3 Undifferentiated schizophrenia
F20.4 Post-schizophrenic depression
F20.5 Residual schizophrenia
F20.6 Simple schizophrenia
F20.8 Other schizophrenia
F20.9 Schizophrenia, unspecified

O 00 0000 O0O0

Note:

1. Medical management reasonably necessary for the delivery of treatment
described in this algorithm is included within this benefit, subject to the
application of managed health care interventions by the relevant medical
scheme.

2. Tothe extentthata medncal scheme applies managed health care
interventions in respect of this benefit, for example clinical protocols for
diagnostic procedures or medical management, such mterventlons must -

a. not be inconsistent with this algorithm; ‘

b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and

c. comply with all other applicable regulations made in terms of the Medical
Schemes Act, 131 of 1998

3. This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness and
affordability. '
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SYSTEMIC LUPUS ERYTHEMATOSUS

Diagnosis

v

Education and appropriate

lifestyle modification, no smoking

I

Symptomatic SLE?

YES

Mild to moderate disease,
non-organ threatening

Ly Photosensitivity?

| No | YES

Consider:

Low dose corticosteroids
prednisone 5mg/day

NSAIDs for symptomatic
musculoskeletal manifestations
Topical corticosteroids for skin disease

< Sunscreen

e.g.

v

Severe life-threatening or
organ-threatening disease

l

Consider:
High dose corticosteroids

orally or pulse IV or cytotoxic
drugs e.g. cyclophaspharnide

or methotrexate

‘Antiphospholid antibodies?

YES

1

Consider low dose aspirin

v

Disease controlled and in remission?

v

!

«— |

YES

Consider the need for continued therapy

NO

Review for alternative therapy
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Glossary:

¢ |V ~intravenous
« NSAIDs — Non-steroidal anti-inflammatory agents
o SLE - Systemic lupus erythematosus

Appilicable ICD 10 Coding:

o M32 Systemic lupus erythematosus
o MB32.0 Drug-induced systemic lupus erythematosus
o M32.1 Systemic lupus erythematosus with organ or system involvement
o M32.8 Other forms of systemic lupus erythematosus
o WM32.9 Systemic lupus erythematosus, unspecified
» L93 Lupus erythematosus
o L93.0 Discoid lupus erythematosus
o L93.1 Subacute cutaneous lupus erythematosus
o L93.2 Other local lupus erythematosus

Note:

Medical management reasonably necessary for the delivery of' treatment

described in this algorithm is included within this benefit, subject to the

application of managed health care interventions by the relevant medical
scheme.

To the extent that a medical scheme applies managed health care
interventions in respect of this benefit, for example clinical protocols for
diagnostic procedures or medical management, such interventions must -
a. not be inconsistent with this aigorithm;
b. be developed on the basis of evidence-based medicine, taking into
account considerations of cost-effectiveness and affordability; and
c. comply with all other applicable regulations made in terms of the Medical
Schemes Act, 131 of 1998

This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical
management is included within this benefit if it is supported by evidence-
based medicine, taking into account considerations of cost-effectiveness
and affordability.
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Glossary:
e 5-ASA - 5-Aminosalicylic acid
e [V —Intravenous

Applicable ICD 10 Coding:

o K51 Ulcerative colitis
K51.0 Ulcerative (chronic) enterocolitis
K51.1 Ulcerative (chronic) ileocolitis
K51.2 Ulcerative {chronic) proctitis
K51.3 Ulcerative (chronic) rectosigmoiditis
K51.4 Pseudopolyposis of colon
K51.5 Mucosal proctocolitis
K51.8 Other ulcerative colitis
K51.9 Ulcerative colitis, unspecified

O 0000 O0O0O0

Note:

. Medical management reasonably necessary for the delivery of treatment described

in this algorithm is included within this benefit, subject to the application of
managed health care interventions by the relevant medical scheme.

To the extent that a medical scheme applies managed health care interventions in
respect of this benefit, for example clinical protocols for diagnostic procedures or
medical management, such interventions must - ‘
a. not be inconsistent with this algorithm;
b. be developed on the basis of evidence-based medicine, taking into account
considerations of cost-effectiveness and affordability; and
c. comply with all other applicable regulations made in terms of the Medical
Schemes Act, 131 of 1998

This algorithm may not necessarily always be clinically appropriate for the
treatment of children. If this is the case, alternative paediatric clinical management
is included within this benefit if it is supported by evidence-based medicine, taking
into account considerations of cost-effectiveness and affordability.




