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Changes in management of referrals to tertiary Neurosurgical services at Salford Care Organisation
From 1st July 2023, we are making some changes to how we advertise our Neurosurgical services to referrers in primary care. We will be splitting the current “Neurosurgery Service” referral option into two more specific options:
· Spinal Neurosurgery; and
· Cranial Neurosurgery
This will allow the service to make some improvements to how referrals are triaged more quickly and effectively, which in turn will help ensure that patients see the most appropriate clinician first time. 
In due course, we also aim to bring together the referral options for Spinal Neurosurgery, and orthopaedic Complex Spinal Surgery; although these remain two distinct services, we will provide a single point of referral to make things clearer for referrers. In the meantime, please only refer patients to either Spinal Neurosurgery or Complex Spinal Surgery (not both) to avoid wasted appointments and confusion for patients.  
[bookmark: _Hlk111732356]Secondly, a reminder of a previous communication sent. All Greater Manchester localities are equipped with commissioned MSK services. Many of the referrals that come directly to Neurosurgery and Spinal Surgery services are bypassing local MSK services inappropriately. The waiting time, as of June 2023, for a first appointment in Neurosurgery is 60 weeks, and for Spinal Surgery it is 70 weeks; these waiting times are still increasing. 
To support referrers, please find embedded the pathway for management of spinal / radicular pain. This pathway has been recommended by the Best MSK Health Collaborative. When triaging referrals to Spinal Neurosurgery and Complex Spinal Surgery, we will be using this pathway and may return some referrals with advice to refer to local MSK services, where this is appropriate.


NB the pathway excludes patients presenting in primary care with red flags. Red flags include: suspected cauda equina syndrome (follow Suspected Cauda Equina Pathway), unwell/fever/night sweats, immunosuppression e.g. IV-DU, HIV, steroid use, chemotherapy, history of cancer, (to be referred urgently to Triage and Treat practitioner), significant trauma – (refer to Local Emergency Department)
For those spinal cases that referrers do feel need referral to specialist neurosurgical or spinal services at Salford, we would be grateful if the attached referral proforma could be used, to help ensure we receive the information required to triage appropriately and safely. 


In support of this, we would be grateful if you can communicate these changes to GP’s and primary care colleagues within your localities; suggested key messages to be communicated can be found in the embedded document below.


Thank you for your cooperation. We believe that these changes will help ensure that patients see the right person at the right time to help them manage their spinal condition. 

Sam Dickens
Managing Director, Manchester Centre for Clinical Neurosciences (MCCN), Salford Care Organisation (sam.dickens@nca.nhs.uk) 




Spinal referral proforma V1.rtf
[image: image1.jpg]NHS

Salford Care Organisation

Northern Care Alliance
NHS Foundation Trust




[image: image2.png]N
°

Mar!chester Cen_tre for salford Royal INHS

Clinical Neurosciences @ | s Foundotion Trst




                                                                                                                 



Referral proforma for Tertiary Spinal Surgery / Spinal Neurosurgery

Consider referral to local MSK services in line with Best MSK pathway for management of radicular spinal pain


		Speciality

		     

		Priority

		ROUTINE  FORMCHECKBOX 
 URGENT  FORMCHECKBOX 




		Patient details

		GP Details



		Name

		Full Name 

		GP name

		Usual GP Full Name 



		Address

		Home Full Address (stacked) 

		Surgery address

		Usual GP Organisation Name 


Usual GP Full Address (stacked) 



		DOB

		Date of Birth 

		Tel no

		Usual GP Phone Number 



		Tel no

		Patient Home Telephone / Patient Mobile Telephone 

		Surgery email address

		     



		Email Address

		Patient E-mail Address 

		Date

		Short date letter merged 



		NHS Number

		NHS Number 

		Ethnicity

		Ethnic Origin 



		Communication & Access Requirements (e.g. Hoist / Language Interpreter / BSL Interpreter / Visual Impairment Support / Hearing Impairment Support etc.- please give specific requirements)



		     



		Referral Reason (inc. approximate date that symptoms first started / were noticed)



		     



		Has this patient been referred previously? (indicate)

		Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 






		Past Medical History



		     







		Medications



		     







		Referral Reason



		     







		Has this patient had a spinal scan?

		Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 




		If yes, where was the scan undertaken?

		     



		What were the scan findings?
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Suggested Key Messages for Communication with Primary Care Colleagues



The current referral option for “Neurosurgery” will be replaced by two more specific options:

· Spinal Neurosurgery; and

· Cranial Neurosurgery

This will allow referrals to be triaged more effectively and ensure that patients see the most appropriate clinician first time.

In future, we aim to merge Spinal Neurosurgery with Complex Spinal Surgery, to provide a single point of referral for tertiary spinal referrals. In the meantime, please only refer patients to either Spinal Neurosurgery or Complex Spinal Surgery (not both) to minimise wasted clinic capacity and patient confusion.

Referrals to Neurosurgery and Spinal Surgery will be triaged and managed in line with best practice guidance; the pathway for management of spinal / radicular pain recommended by the Best MSK Health Collaborative is included below to support referrers.





For any referrals that would be appropriately managed by local MSK services, these will be returned with advice to refer to local MSK services. These services are more accessible to patients and have access to timely imaging which will result in a shorter pathway for patients. 

NB the pathway excludes patients presenting in primary care with red flags. Red flags include: 

· suspected cauda equina syndrome (follow Suspected Cauda Equina Pathway) 

· unwell/fever/night sweats, immunosuppression e.g. IV-DU, HIV, steroid use, chemotherapy, history of cancer, (to be referred urgently to Triage and Treat practitioner)

· significant trauma – (refer to Local Emergency Department)

For those spinal cases that referrers do feel need referral to specialist neurosurgical or spinal services at Salford, we would be grateful if the attached referral proforma could be used, to help ensure we receive the information required to triage appropriately and safely. 
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Referral proforma for Tertiary Spinal Surgery / Spinal Neurosurgery


Consider referral to local MSK services in line with Best MSK pathway for management of radicular spinal pain



			Speciality


			     


			Priority


			ROUTINE  FORMCHECKBOX 
 URGENT  FORMCHECKBOX 






			Patient details


			GP Details





			Name


			Full Name 


			GP name


			Usual GP Full Name 





			Address


			Home Full Address (stacked) 


			Surgery address


			Usual GP Organisation Name 



Usual GP Full Address (stacked) 





			DOB


			Date of Birth 


			Tel no


			Usual GP Phone Number 





			Tel no


			Patient Home Telephone / Patient Mobile Telephone 


			Surgery email address


			     





			Email Address


			Patient E-mail Address 


			Date


			Short date letter merged 





			NHS Number


			NHS Number 


			Ethnicity


			Ethnic Origin 





			Communication & Access Requirements (e.g. Hoist / Language Interpreter / BSL Interpreter / Visual Impairment Support / Hearing Impairment Support etc.- please give specific requirements)





			     





			Referral Reason (inc. approximate date that symptoms first started / were noticed)





			     





			Has this patient been referred previously? (indicate)


			Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 









			Past Medical History





			     











			Medications





			     











			Referral Reason





			     











			Has this patient had a spinal scan?


			Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 






			If yes, where was the scan undertaken?


			     





			What were the scan findings?
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 National Outpatient Transformation Specialty Redesign and BestMSK Health Collaboration 
Primary and Community MSK Transformation and Digital Enabler Clinical Guidance Resource Toolkit:
Osteoarthritis hip & knee, Spinal/radicular pain and Shoulder pain

This MSK toolkit provides evidenced based resources to support best practice MSK clinical, outpatient and digital transformation opportunities across the MSK pathway for patients with hip and knee osteoarthritis, spinal/radicular pain and shoulder pain in primary and community care. The toolkit has guidance specifically for clinical services, commissioners and patients. Digital enablers and case studies are also described alongside each of the guidance tools.

The toolkit also provides information for onward referral into secondary care services to link with the Getting it Right First Time pathways already in existence, to ensure end to end seamless management of patients.

The toolkit makes reference to the best practice high level clinical and commissioning principles and processes for consideration when localising care, to ensure MSK services deliver personalised care, holistic assessment and shared decision making with equity in access and equality in outcomes. 

Disease prevention and health promotion principles to help maintain and improve the musculoskeletal health of the population in England are embedded to ensure these strategies are central to local MSK improvement. 

Clinical quality standards and best practice resources are also embedded along with the digital opportunities and available digital case studies to support improvements in best practice service delivery.

This toolkit has been designed as a best practice resource and is intended primarily for use by MSK leads from across the system to assist collaborative planning and delivery of MSK services. Principles and processes should be adapted to local areas and population need to support referral optimisation in primary and community care so patients are seen by the right person, at the right time and in the right place in order to reduce variation in patient experience and outcomes and to support all opportunities for transformation, meeting the ambitions of the Long Term Plan and planning guidance for 2021/22.
 
For any queries, feedback on the toolkit or support required please contact: nhsi.outpatient-transformation@nhs.net or england.mskimprovementprogramme@nhs.net


Further information on both the National Outpatient Transformation and BestMSK Health Collaborative programmes can be found on the NHS Community of Practice platform.


This toolkit was co-produced by Sue Ward, Senior Manager, Specialty Redesign Team, National Outpatient Transformation Programme, NHS England and & Improvement, Chris Mercer, Consultant Physiotherapist , Western Sussex Hospitals NHS Foundation Trust and BestMSK Health Collaborative primary and community care workstream lead, Mel Martin, Senior Delivery Manager, NHSX and Yasmin Stinchcombe, Launchpad Lead and NHS Navigator for the Accelerator Programme, Health Innovation Network, South London as well as using feedback from stakeholders from the BestMSK Health Collaborative primary and community care workstream and delivery group, NHS England and NHS Improvement Midland Regional MSK team and MSK stakeholders from Birmingham and Solihull Integrated Care System.



 


 











Musculoskeletal: spinal/radicular pain clinical guidance within primary and community care


Red Flags








			Initial presentation in primary care			Confirmation of diagnosis/initiation of treatment in primary and community care			Conservative management in primary and community care			Clinical triage and assessment by integrated tier 2 MSK service/SPOA			MSK Specialist review			Surgical review and assessment in secondary care





























Consider alternative diagnosis if features do not fit with low back and/or radicular pain:





 Most people will tend to suffer from back pain at some point in their lives and it may recur


 Most back pain usually improves enough within a few days to a few weeks, to be able to return to normal activities


Radicular symptoms may vary from mild to severe, may be related to or triggered by a particular movement or action or it may be spontaneous





Consider use of stratification tool eg  STarT














Self referral


Primary Care:


GP, GPwER, FCP


ED/111


Other non-MSK/ MSK specialist HCP








Imaging is NOT routinely needed for spinal pain with or without leg pain in a non-specialised setting  


Pathway excludes patients presenting in primary care with red flags. Red flags include: suspected cauda equina syndrome (follow Suspected Cauda Equina Pathway), unwell/fever/night sweats, immunosuppression e.g. IV-DU, HIV, steroid use, chemotherapy, history of cancer, (to be referred urgently to Triage and Treat practitioner) Significant  trauma – Refer to Local Emergency Department


Offer tailored written and verbal  advice to include: 


Information on the nature of low back pain and radicular pain, reassure that improvement is likely.  


Encouragement to continue with normal activities and stay in work where possible. Use of Fit note is work not possible/modifications needed.


Explain to people that if they are being referred to specialist triage, they may not need imaging


Indications for early clinical review and emergency attendance


Engage with wider primary care team such as social prescribing, clinical pharmacist as needed


Consider directing to voluntary sector /third sector self-management resources








Early clinical review: 


 Review clinical presentation, stratification tool, medication and reassess for any urgent and emergency conditions. 


Consider directing to voluntary sector /third sector self-management resources














Pain relief:


Consider oral non-steroidal anti-inflammatory drugs (NSAIDs) , consider oral NSAIDs at the lowest effective dose for the shortest possible period of time, consider weak opioids (with or without paracetamol) only if an NSAID is contraindicated, not tolerated or has been ineffective


For severe neuropathic pain:


Offer choice of amitriptyline, duloxetine, gabapentin or pregabalin as initial treatment, if initial treatment is not effective or not tolerated, offer one of the remaining 3 drugs, and consider switching if the second and third drugs tried are not effective or not tolerated, consider tramadol only if acute rescue therapy is needed, consider capsaicin cream for people with localised neuropathic pain who wish to avoid, or who cannot tolerate, oral treatments


 Where there is no neuropathic component:


Do not: 


Offer paracetamol alone, routinely offer opioids, offer selective serotonin reuptake inhibitors, serotonin–norepinephrine reuptake inhibitors or tricyclic antidepressants, offer anticonvulsants








Holistic assessment including mental health, social and work status, sleep, weight, comorbidities, pain and function and collection of PROM and PREM data. Shared decision making supported by relevant decision support tools to be used at all stages of the pathway


Clinical assessment and screening for serious pathologies: exclude red flags


Back pain history, management and outcome, pain severity and % back and leg pain, impact on family, social and work ability, observation of spine, lower limbs, gait, pain behaviour , neurological examination.


Identification of patients with good prognosis who can self-manage








Clinical triage at SPOA:


Identification and referral of emergency spinal presentations





Identification, investigation and referral of urgent spinal presentations





Identification and discharge of patients who can self-mange





Identification, investigation and referral of radicular pain





Identification and referral of inflammatory disorders





 Identification and referral of back pain related disability





Identification, investigation and referral of potential spinal surgical candidates











Package of care tailored to the individual for up to 12 weeks from initial management:


Advice and promoting self-management


Analgesia and other pain management strategies


Exercise


Psychological therapy


Manual therapy


 Low intensity Multi-disciplinary Combined Physical and Psychological Programme (CPPP)


Consider directing to voluntary sector /third sector self-management resources











ED review if suspected Cauda Equina Syndrome/Metastatic Spinal Cord Compression


SPOA/Tier 2 MSK service review 


Refer to pain management/CPPP/MDT as appropriate


Consider referral to primary/community care and 3rd sector/voluntary sector for ongoing management rehabilitation and support


Consider imaging for people with low back pain with or without radicular pain only if the result is likely to change management.


Imaging indicated if a suspicion of serious pathology or unusual pain/significant neurological deficit


Refer to pain management/CPPP/MDT as appropriate


Link to GIRFT pathways:


Refer back to primary/community as needed


Shared decision making should occur at each stage


Optimise patient for surgery and manage comorbidities: 


Consider prehab referral, psychological support,  pain management 


As part of  SDM conversation, discuss referral/self referral for conservative treatment /physiotherapy if not improving. Trial of appropriate conservative treatment, including strengthening and aerobic exercise, but consider referral if symptoms worsening despite treatment


Consider referral for spinal injection if indicated and agreed with patient through shared decision making conversation


Consider PIFU 


Review by appropriate professional following transfer out of  ED


Consider onward referral to other specialities if symptoms not MSK in origin
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 National Outpatient Transformation Specialty Redesign and BestMSK Health Collaboration 
Primary and Community MSK Transformation and Digital Enabler Clinical Guidance Resource Toolkit:
Osteoarthritis hip & knee, Spinal/radicular pain and Shoulder pain

This MSK toolkit provides evidenced based resources to support best practice MSK clinical, outpatient and digital transformation opportunities across the MSK pathway for patients with hip and knee osteoarthritis, spinal/radicular pain and shoulder pain in primary and community care. The toolkit has guidance specifically for clinical services, commissioners and patients. Digital enablers and case studies are also described alongside each of the guidance tools.

The toolkit also provides information for onward referral into secondary care services to link with the Getting it Right First Time pathways already in existence, to ensure end to end seamless management of patients.

The toolkit makes reference to the best practice high level clinical and commissioning principles and processes for consideration when localising care, to ensure MSK services deliver personalised care, holistic assessment and shared decision making with equity in access and equality in outcomes. 

Disease prevention and health promotion principles to help maintain and improve the musculoskeletal health of the population in England are embedded to ensure these strategies are central to local MSK improvement. 

Clinical quality standards and best practice resources are also embedded along with the digital opportunities and available digital case studies to support improvements in best practice service delivery.

This toolkit has been designed as a best practice resource and is intended primarily for use by MSK leads from across the system to assist collaborative planning and delivery of MSK services. Principles and processes should be adapted to local areas and population need to support referral optimisation in primary and community care so patients are seen by the right person, at the right time and in the right place in order to reduce variation in patient experience and outcomes and to support all opportunities for transformation, meeting the ambitions of the Long Term Plan and planning guidance for 2021/22.
 
For any queries, feedback on the toolkit or support required please contact: nhsi.outpatient-transformation@nhs.net or england.mskimprovementprogramme@nhs.net

Further information on both the National Outpatient Transformation and BestMSK Health Collaborative programmes can be found on the NHS Community of Practice platform.

This toolkit was co-produced by Sue Ward, Senior Manager, Specialty Redesign Team, National Outpatient Transformation Programme, NHS England and & Improvement, Chris Mercer, Consultant Physiotherapist , Western Sussex Hospitals NHS Foundation Trust and BestMSK Health Collaborative primary and community care workstream lead, Mel Martin, Senior Delivery Manager, NHSX and Yasmin Stinchcombe, Launchpad Lead and NHS Navigator for the Accelerator Programme, Health Innovation Network, South London as well as using feedback from stakeholders from the BestMSK Health Collaborative primary and community care workstream and delivery group, NHS England and NHS Improvement Midland Regional MSK team and MSK stakeholders from Birmingham and Solihull Integrated Care System.


 

 







Musculoskeletal: spinal/radicular pain clinical guidance within primary and community care

Red Flags





		Initial presentation in primary care		Confirmation of diagnosis/initiation of treatment in primary and community care		Conservative management in primary and community care		Clinical triage and assessment by integrated tier 2 MSK service/SPOA		MSK Specialist review		Surgical review and assessment in secondary care



















Consider alternative diagnosis if features do not fit with low back and/or radicular pain:



 Most people will tend to suffer from back pain at some point in their lives and it may recur

 Most back pain usually improves enough within a few days to a few weeks, to be able to return to normal activities

Radicular symptoms may vary from mild to severe, may be related to or triggered by a particular movement or action or it may be spontaneous



Consider use of stratification tool eg  STarT









Self referral

Primary Care:

GP, GPwER, FCP

ED/111

Other non-MSK/ MSK specialist HCP





Imaging is NOT routinely needed for spinal pain with or without leg pain in a non-specialised setting  

Pathway excludes patients presenting in primary care with red flags. Red flags include: suspected cauda equina syndrome (follow Suspected Cauda Equina Pathway), unwell/fever/night sweats, immunosuppression e.g. IV-DU, HIV, steroid use, chemotherapy, history of cancer, (to be referred urgently to Triage and Treat practitioner) Significant  trauma – Refer to Local Emergency Department

Offer tailored written and verbal  advice to include: 

Information on the nature of low back pain and radicular pain, reassure that improvement is likely.  

Encouragement to continue with normal activities and stay in work where possible. Use of Fit note is work not possible/modifications needed.

Explain to people that if they are being referred to specialist triage, they may not need imaging

Indications for early clinical review and emergency attendance

Engage with wider primary care team such as social prescribing, clinical pharmacist as needed

Consider directing to voluntary sector /third sector self-management resources





Early clinical review: 

 Review clinical presentation, stratification tool, medication and reassess for any urgent and emergency conditions. 

Consider directing to voluntary sector /third sector self-management resources









Pain relief:

Consider oral non-steroidal anti-inflammatory drugs (NSAIDs) , consider oral NSAIDs at the lowest effective dose for the shortest possible period of time, consider weak opioids (with or without paracetamol) only if an NSAID is contraindicated, not tolerated or has been ineffective

For severe neuropathic pain:

Offer choice of amitriptyline, duloxetine, gabapentin or pregabalin as initial treatment, if initial treatment is not effective or not tolerated, offer one of the remaining 3 drugs, and consider switching if the second and third drugs tried are not effective or not tolerated, consider tramadol only if acute rescue therapy is needed, consider capsaicin cream for people with localised neuropathic pain who wish to avoid, or who cannot tolerate, oral treatments

 Where there is no neuropathic component:

Do not: 

Offer paracetamol alone, routinely offer opioids, offer selective serotonin reuptake inhibitors, serotonin–norepinephrine reuptake inhibitors or tricyclic antidepressants, offer anticonvulsants





Holistic assessment including mental health, social and work status, sleep, weight, comorbidities, pain and function and collection of PROM and PREM data. Shared decision making supported by relevant decision support tools to be used at all stages of the pathway

Clinical assessment and screening for serious pathologies: exclude red flags

Back pain history, management and outcome, pain severity and % back and leg pain, impact on family, social and work ability, observation of spine, lower limbs, gait, pain behaviour , neurological examination.

Identification of patients with good prognosis who can self-manage





Clinical triage at SPOA:

Identification and referral of emergency spinal presentations



Identification, investigation and referral of urgent spinal presentations



Identification and discharge of patients who can self-mange



Identification, investigation and referral of radicular pain



Identification and referral of inflammatory disorders



 Identification and referral of back pain related disability



Identification, investigation and referral of potential spinal surgical candidates







Package of care tailored to the individual for up to 12 weeks from initial management:

Advice and promoting self-management

Analgesia and other pain management strategies

Exercise

Psychological therapy

Manual therapy

 Low intensity Multi-disciplinary Combined Physical and Psychological Programme (CPPP)

Consider directing to voluntary sector /third sector self-management resources







ED review if suspected Cauda Equina Syndrome/Metastatic Spinal Cord Compression

SPOA/Tier 2 MSK service review 

Refer to pain management/CPPP/MDT as appropriate

Consider referral to primary/community care and 3rd sector/voluntary sector for ongoing management rehabilitation and support

Consider imaging for people with low back pain with or without radicular pain only if the result is likely to change management.

Imaging indicated if a suspicion of serious pathology or unusual pain/significant neurological deficit

Refer to pain management/CPPP/MDT as appropriate

Link to GIRFT pathways:

Refer back to primary/community as needed

Shared decision making should occur at each stage

Optimise patient for surgery and manage comorbidities: 

Consider prehab referral, psychological support,  pain management 

As part of  SDM conversation, discuss referral/self referral for conservative treatment /physiotherapy if not improving. Trial of appropriate conservative treatment, including strengthening and aerobic exercise, but consider referral if symptoms worsening despite treatment

Consider referral for spinal injection if indicated and agreed with patient through shared decision making conversation

Consider PIFU 

Review by appropriate professional following transfer out of  ED

Consider onward referral to other specialities if symptoms not MSK in origin
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