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1. PURPOSE:

1.1 To provide the fast, effective and high quality imaging services for all patients in Maternity and Children
Hospital, Hafer Al Batin, Radiology Department.

2. DEFINITIONS:

2.1 Fluoroscopy - is a study of moving body structures - similar to an X — ray "movie." A continuous X —
ray beam is passed through the body part being examined. The beam is transmitted to a TV — like monitor
so that the body part and its motion can be seen in detail.

3. POLICY:

3.1 All Fluoroscopy procedures are available by an appointment during the regular (Morning) duty only, which -
is from: Sunday to Thursday — (7:30 am to 3:30 pm), Not during weekends or official holidays.

3.2 The reporting time for Fluoroscopy procedures is 48 hours.

3.3  All Outpatients coming to the department to perform the X — ray should have companion especially the
pediatric.

34 Al Inpatients patients should a companied by staff nurse or physician (If needed).

3.5 Al fluoroscopy procedures should be documented by the "General Consent Form" from the referring
physician before scheduling the appointment.

3.6 Applying the 10 days rule for all female patients.

3.6.1 Ten Days Rule:
3.6.1.1  Arule proposed by the International Commission on Radiological Protection (ICRP) for
women reproductive age, that “whenever possible, one should confine the radiological
examination of the lower abdomen and pelvis to the 10days interval following the onset
of menstruation.”

3.7 The radiologist or radiographer will be notified if the patient is allergic or sensitive to medications, contrast
dyes or iodine. The way of administering the contrast media will be explained to the patient either via
swallowing, enema, or an intravenous (IV) line in the hand or arm.

3.8  Fluoroscopy examinations that is available in the department include:

3.8.1 Barium Studies
3.8.2 Hysterosalpingography (HSG)
3.8.3  Micturating Cystourethrogram (MCUG)
3.84 Intravenous Pyelogram (IVP), also called an Intravenous Urogram (IVU)
3.8.5 Precautions should be taken for .V contrast media injection to control life threatening reaction &
contrast induced nephropathy.
3.8.5.1 General precautions include:
3.8.5.1.1  "General Consent Form"
3.85.1.2 Arecent "Creatinine” result.
3.85.2 Strict precaution in case of :
3.8.5.2.1  Previous contrast reaction
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3.8.5.22  Asthmatics.
3.8.5.23 Renal impairment
3.8.5.24 Diabetes mellitus
3.86 Inthese cases, IV contrast should be avoided by changing to another modality & if necessary
general precautions, high risk consent from the patient must be taken , the referral physician must
attend the exam and in case of renal impairment or diabetes an internal medicine physician or
nephrologist must be consulted to take specific precautions.
3.8.7 Immediate reactions take place within an hour after injection of the contrast medium, These
reactions can be:
38.7.1 Mild Reaction: (Nausea, Vomiting, Mild Urticaria)
3.8.7.1.1 It will stop the procedure and it require monitoring the patient.
38.7.2 Moderate Reaction: (Severe Vomiting, Extensive Urticaria, Dyspnea, Rigor,
Laryngeal Edema)
3.8.7.21  The first aid will be given to the patient by Radiologist
3.8.7.22 The patient will be sent to ER immediately.
3873 Severe Reaction: (Pulmonary Edema, Cardiac Arrhythmias or arrest, Circulatory
Collapse)
3.8.7.3.1  Call for "Code Blue" (by calling emergency number#: 2222 ) after
giving the patient the first aid by the Radiologist.

4. PROCEDURE:

4.1

4.2

4.3

4.4
4.5

46

4.7
48

4.9

Fluoroscopy procedures will be performed after receiving radiology request through PACS with complete
and correct patient identification which is:

4.1.1  Full patient name.

4.1.2 Medical record or national ID number or Ilgama number.

413 Requested examination.

414 Complete and benefit clinical indications for the requested exam.

415 Name of Referring physician.

Patient identification will be verified before starting a radiological examination. The Radiographer/
Physician is responsible for correctly identifying the patient to be examined, and it is important to ensure
that it is the correct procedure like what is mentioned in the request and the general consent form .
Before performing the radiological examination, it is important to inform the patient about the procedure
and answer any questions related to the examination.

Provide a private place for the patient for changing and keep the door close during the examination.
The patient is appropriately prepared by removing clothing, jewellery, and /or other articles from the body
that may obstruct the interesting area to be examined.
The patient will be positioned on the X-ray table. Depending on the type of procedure, the patient may be
asked to assume different positions, move a specific body part, or hold the breath at intervals while the
fluoroscopy is being performed.
Wear the lead aprons during the examination for (Radiographer — Physician — Nurse) and companion for
OPD paediatric patients.
Give the clear and correct instructions before the exposure to the physician and ensure that it is the correct
positioning for the patient.
After performing the examination, all images will be delivered to PACS and reviewed by radiologist for
reporting.

5. MATERIAL AND EQUIPMENT:

5.1
52
5.3
54
5.5

Fluoroscopy machines

HSG set

Catheters

Contrast media

Barium sulphate or Gastrografin
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8.

RESPONSIBILITIES:

6.1 Allradiology staff
6.2 Physicians
6.3 Nurses
APPENDICES:
7.1 MOH General Consent Form: GDOH-COR-GC-351
REFERENCES:
8.1  https://lwww.hopkinsmedicine.org
APPROVALS:
Name Title _Signature |  Date
Prepared by: | \rs, Ghadeer Rakad Aldhafeeri |  Radiology Specialist Ja“é‘g% 0,
. ) , Head of Radiology January 07,
Reviewed by: | Mr. Abdullah Ganam Almuteri o L % uary
: January 08
: : : Head of Radiology \ !
Reviewed by: | Dr. Ahmad Al Nussairy Db AT . - 2025
I January 09,
Reviewed by: | Mr. Sabah Turayhib Al Harbi Director of Nursing H 2025
! January 12,
Reviewed by: | Dr. Tamer Mohamed Naguib Medical Director{__—~ 2025
™~
Reviewed by: | Mr. Abdulelah Ayed Almutairi QM&PS Director T’é/\ Jan;g% 3,
Approved by: - tal D January 20,
PP ¥: | Mr. Fahad Hazam Alshammari Hospital Director /P 2095
N ————
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| {for Named Patient) signed below. authorize and
give consent to my attending physician and/or histher
assistant to provide medical, nursing care and other
dinical diagnostic or therapeutic procedures with the
exception of surgical and invasive procedures, induction
of anesthetics, infusion of blood and blood products and
other procedures that require special consent.

KINGDOM OF SAUDI ARABLA I I i | | I | | I | I

o MRN: ‘yuhll alall a8,

TRC ame. —

L el aylyqg Nationality: ‘Azaaiall

; s s e iuw T o5

Hosoital: ST Age: Years |:I Months Days :jacll

Region: :abalaalliashiall | Date of Birth: L 714 H £ /20 t2dlall 3y
Dept./Unit: baaglliauwall Gender: D Male D Female :uiall

GENERAL CONSENTS d__ole Jiljlyal

alaall bl uddige (ahclg olisi gagall (Lasall) Ui yagal
A 5ig a5 Auh Ailic a,abil lidg aisclual B3, Galy
adslaall Silelpa g dnlpall Sldael bt aaic §yb i g Ay s

ol a88Igs walhiy T Jac i gi alhiides gi pall paa

| understand that Dr.

- allzall casahll i a0 e @3 280

is attending physician and is the person responsible for
the assessment of my medical condition & my care plan &
he/she will have the responsibility according to my medical
condition, to Discharge or Transfer.

laale gaig (pailc ahag Auhll il uls oo Joduuall padrdiadl ga
gy & Il g g radcumall Go (n39p ol addgbuus lgals
Asnaall il uriiis 10 b slis EUSG (501 430 &,lic

| understand that the hospital and its employees will
respect my rights and privacy at all times and that the
confidentiality of my medical information will be guarded
carefully and released only to authorized person.

eagal y9oia; Bgw aaBeny dduwall yi (uely agel
Bals, cbguu g slll auhll Giloglzall & oly cilsgdil Js o
Bbas  phai iy 2dlall Jall Luasg hAS paNiiwd Aguwg &sliz, l.,.l.:
iloglzall slhc] Al Glg sl (ke 990981 aill yoli bl cliggl
oAl analgs gi mdlwlpubwﬂ]a.pglua;mull

agis Juasd apaall

I shall abide by the hospital rules and regulations.

il alil ahillg Gulgall JS gablg o5l Bga

| understand that the hospital is not responsible for the
loss or damage of my money, valuables and other personal

property and that in case of emergency or no akernative
situations the items should be handed aver to the security
for safekeeping.

Sbaiiball aghill olads Audgbus Jaii J (aadiwall o agol
P Al b gl Alhll A (ab Ul Qs Sllias & 9i aisaill
ol v Glikisall 0o gl Gua (pililian (alc Blaall Jaas 3939

Agale Bl pddcuwall ub Godll gdaal ahsi

If it is found that | am not eligible for free treatment,
| am obligated to pay for all services rendered as per
my healthcare needs, | agree that the authorities and
Kingdom’s courts will decide any dispute in connection
with such costs.

283 lho | agail uld priliall piall Jado st yu] it 13
@dlaally duazsall Silgall ol galgly yile, aaleiall ayslaall J$
ally b goall adgdao i il (pa &s3g2ull dupell allaall

8 -lgass calgll caujlaall Jga ol 2939

In case of emergency, where | am not coherent or
conscious and unable to make my healthcare decision,
| hereby grant the following person (s} the right to take
decision of my medical treatment on my behalf:

33] e L8 put uidg judys pac 9 Aigast Al 9i g5yl i IS 1]
Oliies uic Alilly 0l 303] §a a.ml wuld auall palla Gliss jla
Agilaswi adtll palid il ] &all s

e il

‘al,all ala

YT Y S S—. VT

1. Name:
Relation to the Patient
Date: / / Time:
GDOH-COR-GC-351 ISSUED DATE:09/02/2013 10F2 II
0
RD-MPP-005 Fluoroscopy Policy

Ry |

003513“

Page 4 of 5




LT [ I I I I PPN TDUT PN s

I acknowledge that my signature on this form signifies
that | am in agreement with all the statements.

Signature of Patient:

Date: i Time:

Lasgis S (ale Balga (nis] (i 8jlatawdll ota (ale a2e895 ol 480

Jia  azusSed Jaad JolL g3  adils

“wauall za895

W / / Al

Substitute Decision Maker

(Jaaa8 Jisdt gila gi) payall (o giy (o

In case of emergency and the patient & unable to make
decision and not granted any person to sign on his behalf

Substitute Decision Maker Name

Relation to the Patient

Signature:

Date: i / Time:

Reason for Patient not signing tc Consent:

2o @la jhall Mad] (ads jold e aupadl ody Geag &djladl allall o2

.aiz &btk zusgull §a sl

iotupadl gL gy GO Al

‘&lall als

walig J. J.

Maker and patient not grantad any person to sign on
his behalf

We certify that, we have examined the patient and it is
our professional opinion that this patient lacks decision
capacty to take health care decsion and any delay

2ias @l pasall 840 walall Gl gy Go Llgia AULRE SILI . ad

1sa of rigall byl cawss pagall ads i @l Gigie 3t g
b 3l sl Gle Leall @iy gLasy jadl 315 (ale IS st payall
wdl g a8 gl jhall ails Apes Bges Lojlll Auhll &Lzl ayaBT

i &Ll 2:8938 g2 aai

providing medical treatment will endanger his life or lead letn 2o
to serious body harm. o i
raubgll sl bl asal
1. Physician Name & ID No.:
:E-A-AQ:“ daaubg
Posttion: Signaturs
a8 S :e.a__‘i.?
Date: f Time:
b apllg ahll
2. Physician Name & ID No..: PR e
Position: Signature ‘gatoall diaghg
Date: / / Time: Y. J /. Al
WITNESS ambis
Signature Date & Time
Name (i) (padoill) (Crsgllg aylill)
1)
2)
3.)
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