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Policy exclusions

e Children aged 16 years or under
e Red Flags
e Non degenerative spinal conditions (e.g. scoliosis)

Policy inclusion criteria

Exercise
Status - services not routinely commission

NHS West Yorkshire ICB (WY ICB) do not routinely commission group exercise
programmes (biomechanical, aerobic, mind—body or a combination of approaches) for
people with a specific episode or flare-up of low back pain with or without sciatica. We do
however encourage and signpost exercise programmes of this nature.

Manual therapy treatment package

Status - routinely commission

WY ICB routinely commission manual therapy (manipulation, mobilisation or soft tissue
techniques (for example, massage)) for managing low back pain with or without sciatica,
but only as part of a treatment package including exercise, with or without psychological
therapy.

Psychological Therapies Package

Status - commissioned in specific circumstances

WY ICB routinely commission psychological therapies using a cognitive behavioural
approach for managing low back pain with or without sciatica but only as part of a
treatment package including exercise, with or without manual therapy (spinal
manipulation, mobilisation or soft tissue techniques such as massage).
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Combined Physical and Psychological Programmes

Status - commissioned in specific circumstances

WY ICB routinely commission combined physical and psychological programmes,
incorporating a cognitive behavioural approach (preferably in a group context that takes
into account a person's specific needs and capabilities), for people with persistent low
back pain or sciatica:

e when they have significant psychosocial obstacles to recovery (for example,
avoiding normal activities based on inappropriate beliefs about their condition); or
e when previous treatments have not been effective.

Radiofrequency denervation

Status - commissioned in specific circumstances

WY ICB routinely commission assessment for radiofrequency denervation for people with
chronic low back pain when:

e non-surgical treatment has not worked for them; and

e the main source of pain is thought to come from structures supplied by the medial
branch nerve; and

e they have moderate or severe levels of localised back pain (rated as 5 or more on
a visual analogue scale, or equivalent) at the time of referral.

Only perform radiofrequency denervation in people with chronic low back pain after a
positive response to a diagnostic medial branch block. Imaging for people with low back
pain with specific facet joint pain must not be treated as a prerequisite for radiofrequency
denervation.

Additional Specific Treatments for Sciatica

Status - commissioned in specific circumstances

Neuropathic Pain For information on pharmacological management of sciatica, see
NICE recommendations on neuropathic pain.

Epidurals WY ICB routinely commission epidural injections of local anaesthetic and
steroid in people with acute and severe sciatica.

WY ICB does not routinely commission epidural injections for neurogenic claudication in
people who have central spinal canal stenosis.

Spinal Decompression Surgery WY ICB routinely commission spinal decompression
for people with sciatica when non-surgical treatment has not improved pain or function
and their radiological findings are consistent with sciatic symptoms.

Additional Surgical Procedures

Status - commissioned in specific circumstances

Disc Replacement - WY ICB does not routinely commission disc replacement in people
with low back pain.




Spinal Fusion

Status - not routinely commissioned

Spinal fusion - WY ICB does not routinely commission spinal fusion for people with low
back pain unless as part of a randomised controlled trial.

Spinal cord stimulation for chronic pain of neuropathic or ischaemic origin

The following recommendations are from NICE technology appraisal guidance on spinal
cord stimulation for chronic pain of neuropathic or ischaemic origin. WY ICB routinely
commission spinal cord stimulation as a treatment option for adults with chronic pain of
neuropathic origin who:

e continue to experience chronic pain (measuring at least 50 mm on a 0—100 mm
visual analogue scale) for at least 6 months despite appropriate conventional
medical management; and

¢ who have had a successful trial of stimulation as part of the assessment specified
below.

WY ICB does not routinely commission spinal cord stimulation as a treatment
option for adults with chronic pain of ischaemic origin.

Spinal cord stimulation should be provided only after an assessment by a
multidisciplinary team experienced in chronic pain assessment and management of
people with spinal cord stimulation devices, including experience in the provision of
ongoing monitoring and support of the person assessed.

When assessing the severity of pain and the trial of stimulation, the multidisciplinary team
should be aware of the need to ensure equality of access to treatment with spinal cord
stimulation. Tests to assess pain and response to spinal cord stimulation should take into
account a person's disabilities (such as physical or sensory disabilities), or linguistic or
other communication difficulties, and may need to be adapted.

If different spinal cord stimulation systems are considered to be equally suitable for a
person, the least costly should be used. Assessment of cost should take into account
acquisition costs, the anticipated longevity of the system, the stimulation requirements of
the person with chronic pain and the support package offered.

People who are currently using spinal cord stimulation for the treatment of chronic pain of
ischaemic origin should have the option to continue treatment until they and their
clinicians consider it appropriate to stop.

Other Interventional procedures guidance

WY ICB commissions the following procedures where providers are compliant with the
arrangements and indications as set out in the NICE guidance, described in the links
below:

e Percutaneous coblation of the intervertebral disc for low back pain and sciatica
(IPG543)
Non-rigid stabilisation techniques for the treatment of low back pain (IPG366)
Interspinous distraction procedures for lumbar spinal stenosis causing neurogenic
claudication (IPG365)

e Percutaneous intradiscal laser ablation in the lumbar spine (IPG357)



https://www.nice.org.uk/Guidance/ipg543
https://www.nice.org.uk/guidance/IPG366
https://www.nice.org.uk/Guidance/IPG365
https://www.nice.org.uk/guidance/ipg357

e Percutaneous intradiscal radiofrequency treatment of the intervertebral disc
nucleus for low back pain (IPG545)

e Percutaneous electrothermal treatment of the intervertebral disc annulus for low

back pain and sciatica (IPG544)

Insertion of an annular disc implant at lumbar discectomy (IPG506)

Peripheral nerve-field stimulation for chronic low back pain (IPG451)

Automated percutaneous mechanical lumbar discectomy (IPG141)

Lateral interbody fusion in the lumbar spine for low back pain (IPG574)

Transaxial interbody lumbosacral fusion (IPG620)

Prosthetic intervertebral disc replacement in the lumbar spine (IPG306)

NICE has published guidance that epiduroscopic lumbar discectomy through the sacral
hiatus for sciatica (IPG570) should only be used in the context of research. This
procedure is therefore not routinely commissioned by WY ICB.

Acupuncture and Electrotherapy

Status - not routinely commissioned

Acupuncture - WY |ICB does not routinely commission acupuncture for managing low
back pain with or without sciatica.

Electrotherapy - WY ICB does not routinely commission ultrasound, PENS, TENS or
interferential therapy for managing low back pain with or without sciatica.

Traction, orthotics, belts and corsets

Status - not routinely commissioned

Traction — WY ICB does not routinely commission traction for managing low back pain
with or without sciatica.

Belts or corsets - WY ICB does not routinely commission belts or corsets for managing
low back pain with or without sciatica.

Foot Orthotics — WY ICB does not routinely commission foot orthotics for managing low
back pain with or without sciatica.

Rocker sole shoes - WY ICB does not routinely commission rocker sole shoes for
managing low back pain with or without sciatica.

Spinal Injections and Disc Replacement

Status - not routinely commissioned

Spinal injections — Nerve root block/epidural can be considered in the management of
back and radicular pain in line with national GIRFT guidance
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/01/Lumbar-Nerve-Root-
Block-Epidural-pathway.drawio-1.html

Summary of
evidence /
Rationale

This policy is in line with NICE guideline NG59 which covers
assessing and managing low back pain and sciatica in people aged
16 and over.
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It outlines physical, psychological, pharmacological and surgical
treatments to help people manage their low back pain and sciatica in
their daily life. The guideline aims to improve people’s quality of life
by promoting the most effective forms of care for low back pain and
sciatica.

The policy is also compliant with the National Low Back and
Radicular Pain pathway 2017 and 2023 national GIRFT pathways
and guidance: https://gettingitrightfirsttime.co.uk/wp-
content/uploads/2023/01/Lumbar-Nerve-Root-Block-Epidural-
pathway.drawio-1.html

Reference

NICE Guidance:

e Low back pain and sciatica in over 16s: assessment and
management: NG59

e Percutaneous coblation of the intervertebral disc for low back
pain and sciatica (IPG543)

e Non-rigid stabilisation techniques for the treatment of low
back pain (IPG366)

e Interspinous distraction procedures for lumbar spinal stenosis
causing neurogenic claudication (IPG365)

e Percutaneous intradiscal laser ablation in the lumbar spine
(IPG357)

e Percutaneous intradiscal radiofrequency treatment of the
intervertebral disc nucleus for low back pain (IPG545)

e Percutaneous electrothermal treatment of the intervertebral
disc annulus for low back pain and sciatica (IPG544)

e Insertion of an annular disc implant at lumbar discectomy
(IPGS506)

e Peripheral nerve-field stimulation for chronic low back pain
(IPG451)

e Automated percutaneous mechanical lumbar discectomy
(IPG141)

e Lateral interbody fusion in the lumbar spine for low back pain
(IPG574)

e Transaxial interbody lumbosacral fusion (IPG620)

e Prosthetic intervertebral disc replacement in the lumbar spine
(IPG306)

National GIRFT pathway
e Back and Radicular Pain: Lumbar Nerve Root Block/Epidural

National Low Back and Radicular Pain pathway 2017
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Appendix 1

Back pain pathway flowchart (from the National Low Back and Radicular Pain

Pathway 2017)
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Appendix 2

Radicular pain pathway flowchart (from the National Low Back and Radicular Pain

Pathway 2017)
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Appendix 3 — Red Flags

Spinal Pathway — Red Flag Signs / Cauda Equina and consequent investigations

1. Spinal Red Flags

Patient with moderate / severe back pain plus:

Previous cancer, especially breast, lung, prostate, kidney, and thyroid:
o investigations — MRI, Bloods FBC, ESR, Bone Profile, PSA etc.

Systemic symptoms, weight loss, underlying malignancy:
o investigations — MRI, Bloods FBC, ESR, Bone Profile, PSA etc.

Patients who have lost height / use of long-term steroids Osteoporotic vertebral
collapse, other vertebral collapse:

o investigations — X-ray, consider MRI (+DEXA), consider Myeloma Screen

Possible infection Discitis, Tuberculosis, IV Drug users:
o investigations — consider MRI, Bloods FBC, ESR, CRP

Widespread neurological signs, Myelopathy, Cauda Equina:
o investigations — Urgent MRI

Trauma — low velocity - fracture / osteoporotic collapse / other vertebral collapse:
o investigations — X-ray, consider MRI

Severe back pain under the age of 20 should raise suspicions especially if non
sport or injury related. Underlying malignancy, investigate early:

o investigations — FBC, ESR, Bone Profile, MRI

Thoracic pain if severe — underlying malignancy, osteoporotic vertebral collapse:

o look for pointers from the history, e.g. steroid use, night pain, severe
spinal tenderness take a good history of previous medical problems

o investigations — MRI, FBC, ESR, Bone Profile, PSA



2. Suspected Serious Pathology, including Cauda Equina

GP information

Cauda Equina is a rare condition but can cause very serious harm. Where Cauda
Equina is suspected:

Refer Immediately to ED at Local DGH for same day MRI. Updated GIRFT
Guidance at Appendix 4 states that the MRI must be carried out within 4 hours of
the request.

Where MRI confirms Cauda Equina immediately to On-call Neurosurgery @LGI

e Incidence ~ 1:50,000
e Severe back pain (but not always)

o Painin one leg (unilateral) or both legs (bilateral) that starts in the buttocks and
travels down the back of the thighs and legs (sciatica)

« Numbness in the groin or area of contact if sitting on a saddle (perineal or
saddle paraesthesia)

o Lower extremity muscle weakness and loss of sensations

e Reduced or absent lower extremity reflexes

« Inability to urinate (urinary retention)

« Difficulty initiating urination (urinary hesitancy)

« Decreased sensation when urinating (decreased urethral sensation)

« Inability to stop or control urination (urinary incontinence) Inability to stop or feel
a bowel movement (faecal incontinence)

« Constipation — note on its own this is not a red flag (remember analgesia
codeine opiates)

o Loss of anal tone and sensation always do a PR

History + Examination Hints and Tips Low back pain +/- sciatica

Age:

e <20 Severe malignancy / rheumatological

e <20 Extension related + Sport Spondylolysis

e 20-55 More mechanical disc / soft tissue

o > 55 Spinal Stenosis, Facet Joint, Hip Joint Arthritis, disc

Causes:

e Any number lifting pulling bending -> More mechanical disc / soft tissue
e Sometimes no cause
o Postural / ergonomic / obesity / lack of activity

o |If associated with > 45 min am stiff > 3 months < 40 yrs at first onset possibly
rheumatologic



Duration:

« How long have you had the problem? Days, Months, Years
e Is this first time?
o Several episodes of pain before -> Disc / Mechanical

Pain location:

o Below gluteal fold Nerve root compression / lower limb problem
« Buttock + Groin referred to the knee = possible hip joint
o Above the L5 spinous process Not SIJ

e Improving / staying same? -> Wait before investigate
« Worsening? Investigate early

What makes pain better or worse?

e Worse sitting -> Disc

« Worse Standing -> Disc / Spinal Stenosis

« Worse Walking -> Disc prolapse / spinal stenosis / Hip joint
o Easier sitting -> Spinal Stenosis

« Easier walking -> Mechanical >>> Rheumatological

How far can you walk?

« Has walking distance deteriorated quickly -> Severe Stenosis / Large Disc ->
Investigate early

Neurological symptoms:

e Mild Sciatica to knee: Wait before Investigating

o Moderate Pain Dermatomal

o Severe dermatomal pain: Investigate early

e Very Severe Sciatica and bowel / urinary sx: Investigate / Refer Immediately
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Appendix 4

Suspected Cauda Equina (V\/ Bl British society o CAUDA EQUINA NATIONAL oa .

N Skeletal Radiologist 0 CHAMPIONS CHARITY i
#BestMSKHealth Y eleta. Nadivlogisis S NETWORK injuries

Syndrome Pathway Collborative association
Spinal Services

Primary & Community Care Presentation Hospital Presentation & Diagnosis Surgery Post-Operative Care

Presentation in : -
Primary & Community Presentation in ED Immed:;?:Zrﬁatrleg:'lgn ?gf::;lljtg spinal TWOC post-operatively (as soon as possible) and
Care ; 4 ) gency P E obtain pre/post void bladder scan

surgical service

2 \ 4

14

i =g If transfer required, arrange blue-light (. i ;
assessment of patient and - Triage q g 9 9 Patient mobilised (usually day 1) following surgery
symptoms* assessment of patient Category 2 ambulance transfer Information booklet provided during inpatient stay
and symptoms Surgical, medical and physiotherapy assessments
Suddep onset bilgteral radicu!ar pain Patient has recent (<2weeks) made
or u'r:llateral radlcu(ljatr ";9' ;;amlthat onset of CES symptoms i L Splints/orthotics fitted if appropriate )
as progressed 10 bilatera ; Assessment and documentation by surgical
; Patient has recent (<2 weeks) onset of CES symptoms Yy g
without CE§r symptoms team *
Onset of CES symptoms >2weeks ¢ " ) p ) ith pai
Perform bladder scan ssess requirements for ongoing support with pain,
v psychology, sexual health, bladder & bowel health
Consent
Urgent referral to Refer as an Emergency to
» MSK triage service*™* nearest hospital with : :
Emergency MRI Emergency MRI within 4 hrs * 6/8 week post-surgical _face-to-face outpatient
I provision*** of request review
<2 weeks ‘ Register patient on British Spine Registry
Deteriorating / New
CES symptoms since referral Re-assess requirements for ongoing support with
pain, psychology, sexual health, bladder & bowel
; health
Outcome_ of Imaging Catheterisation prior to surgery (if not
Triage patient for / reviewed I catheterised)
CES symptoms .
No cauda equina compression Cauda Equina ¢
but neural compression to explain I c%”;sg‘-:;s;zn —
. [ ] . . . - r .
Static / No new CES symptoms radicular pain (sciatica) No cause for Surgery performed as an emergency. ) No ongoing symptoms Yes
symptoms found CES sits between NCEPQOD levels 1 and 2. present?
It is time-sensitive and life-changing, but not
Follow pathway for Posterior - lite-threataning w 7~ "
Lumbar Decompression/ L (p":u for 6 months ) Refer to Spinal Cord
Discectomy (link) Injury Team +/-
Acquisition / urgency of MRl is Urology Team
at clinician’s discretion *

Further reading_and resources:
Aspire (benefits advice)

Signpost to patient
support groups

*Emergency referral after a telephone assessment identifying CES symptoms is BASS CES booklet
acceptable if immediate face to face review is not possible or will delay referral Cauda equina champions charity

Multidisciplinary Association of Spinal Cord Injured Professionals
**to be seen within 2 weeks, highlight referral as Urgent/Bilateral Radicular Pain and |NCEPOD Classification of intervention
document signs, symptoms, frequency, duration and progression. Time and date of NICE NG180 Consider alternative diagnoses
assessment(s). Subjective perianal sensation should be recorded. Document no CES |NICE NG59 Consider referral to other specialties
symptoms or signs. Safety net the patient with red flag cards and video. NICE TA159

Patient CES red flag cards
***Documentation: signs, symptoms, duration, frequency, progression, time and date of|patient CES red flag video

assessment(s), time of referral, person receiving referral, recommended advice Spinal Injuries Association
received and from whom. Give clinical summary/proforma to patient if referral accepted|Surgery and Opioids best practice guidance
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EI:I | Suspected Cauda Equina Syndrome Pathway

Spinal Services

CES does not have a set clinical pattern, no single red flag or combination of flags has good diagnostic accuracy.
Negative physical tests do not rule out CES if positive subjective symptoms are present.

If patient presents back or leg pain and recent onset (within 2 weeks ) of ANY of the following, further information should be gained:
New (within 2 weeks) difficulty initiating micturition or impaired sensation of urinary flow

New (within 2 weeks) altered perianal, perineal or genital sensation S2-S5 dermatomes - area may be small or as big as a horses' saddle (subjectively reports
or objectively tested)

Severe or progressive neurological deficit of both legs, such as major motor weakness with knee extension, ankle eversion, or foot dorsiflexion
New (within 2 weeks) loss of sensation of rectal fullness
New (within 2 weeks) sexual dysfunction (achievement of erection or ability to ejaculate, loss of vaginal sensation)

Note - Low back pain with sexual dysfunction as the only other feature is unlikely to be due to CES
Warning Signs

Sudden onset Bilateral Radicular Leg Pain or unilateral radicular leg pain that has progressed to bilateral leg pain (sciatica) may be a warning symptom that CES
may occur.

Sudden Onset Bilateral Radicular Leg Pain (sciatica) or unilateral radicular leg pain that has progressed to bilateral WITHOUT CES symptoms requires urgent
referral (2 week wait) to MSK triage service . Please highlight referral as Urgent/Bilateral Radicular Pain and document no CES symptoms/signs. Safety net the
patient with access to the video and card.

Please send clear details of assessment of patient and examination findings. Please document symptoms and a physical examination of power and sensation in
the lower limbs. A digital rectal examination is not necessary but subjective perianal sensation should be recorded.

Safety Netting - video and card

12


https://www.youtube.com/watch?v=FdlxfcJmn-4&t=121s
https://www.eoemskservice.nhs.uk/advice-and-leaflets/lower-back/cauda-equina

Suspected Cauda Equina Syndrome Pathway

Spinal Services

W~

Consent

Consider the following consent process:

. British Association of Spinal Surgeons (BASS) Three-legged Stool Model for Consent

Royal College of Surgeon's Consent: Supported Decision-Making checklist
Learning from Litigation Claims

Three-Legged Stool Model for Consent

. Information Booklets written and illustrated at a level a reasonable patient can comprehend, with a reading age of usually no more than 10 years. In

addition, GIRFT recommends where possible some evidence that the patient has read and understood the information be collected by the surgeon.
Patient-centred dialogue including the risks of the proposed treatment, about which a reasonable patient in this patient's position, would need and want
to know. This dialogue must be documented and recorded in the hospital records and ideally a copy in letter form sent to the patientand  General
Practitioner. GIRFT would recommend that the dialogue should also include the full list of information which should be provided by the surgeon
which incorporates the recommendations of the Royal College of Surgeons.

Procedure specific and surgeon-guided consent form, along with the NHS or individual hospital form and to gain consent for use of surgical outcome
data where appropriate. This should enable the patient to be aware of factors related to a specific procedure or specific surgical technique for a
procedure.

4 N
Bass info
booklet
\ Y
4 N
Consent
form
\ Y
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https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/good-practice-guides/consent/
https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/good-practice-guides/consent/
https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/good-practice-guides/consent/
https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/good-practice-guides/consent/
https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/good-practice-guides/consent/
https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/good-practice-guides/consent/
https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/good-practice-guides/consent/
https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/good-practice-guides/consent/
https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/good-practice-guides/consent/
https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/05/Best-practice-in-claims-learning-FINAL.pdf
https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/05/Best-practice-in-claims-learning-FINAL.pdf
https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/05/Best-practice-in-claims-learning-FINAL.pdf
https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/05/Best-practice-in-claims-learning-FINAL.pdf
https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/05/Best-practice-in-claims-learning-FINAL.pdf
https://readabilityformulas.com/free-readability-formula-tests.php
https://readabilityformulas.com/free-readability-formula-tests.php
https://readabilityformulas.com/free-readability-formula-tests.php
https://readabilityformulas.com/free-readability-formula-tests.php
https://readabilityformulas.com/free-readability-formula-tests.php
https://readabilityformulas.com/free-readability-formula-tests.php
https://readabilityformulas.com/free-readability-formula-tests.php
https://readabilityformulas.com/free-readability-formula-tests.php
https://readabilityformulas.com/free-readability-formula-tests.php
https://cdn.wildapricot.com/295625/resources/Documents/Booklets/(FINAL)%2001820-22%20BASS%20Cauda%20Equina%20Syndrome%20Surgical%20Options.pdf?version=1656418166000&Policy=eyJTdGF0ZW1lbnQiOiBbeyJSZXNvdXJjZSI6Imh0dHBzOi8vY2RuLndpbGRhcHJpY290LmNvbS8yOTU2MjUvcmVzb3VyY2VzL0RvY3VtZW50cy9Cb29rbGV0cy8oRklOQUwpJTIwMDE4MjAtMjIlMjBCQVNTJTIwQ2F1ZGElMjBFcXVpbmElMjBTeW5kcm9tZSUyMFN1cmdpY2FsJTIwT3B0aW9ucy5wZGY%7EdmVyc2lvbj0xNjU2NDE4MTY2MDAwIiwiQ29uZGl0aW9uIjp7IkRhdGVMZXNzVGhhbiI6eyJBV1M6RXBvY2hUaW1lIjoxNzI1MzU3NjE4fSwiSXBBZGRyZXNzIjp7IkFXUzpTb3VyY2VJcCI6IjAuMC4wLjAvMCJ9fX1dfQ__&Signature=FirA8%7EhCTZlCGX3nmyyZ6eJDfDxI6xOeY5LMb9721num4-uuuuyJqgK-%7EmMSatEOB0QRSzYYBFyF19HAMmdAAX4jHRYh4UI6KhuVQ9nDAxLquxILyuC7es80Z33MhLJMJaWKPNOKyRJNIc3V8YQei5EVKyDJzfOYIyQlYGXy2J69-8Ai7t8tscOchj9UXFwopgJ63m7f9GsU0FNEY6SsNDrJIss0wCQ8YB97iK2ZGXXPQ2BE%7EZRBgf702CJwWnOcC4Jho4FcfmpPao7JSLQhEAOUYq7jV5PTIS4J08dsiWT3Dq9I%7EmwPR9-eHXBFlR6fjq88Dflw4-Co1dkZltHU8g__&Key-Pair-Id=K27MGQSHTHAGGF
https://spinesurgeons.ac.uk/Sys/Login?ReturnUrl=%2fresources%2fDocuments%2fBSR%2520Members%2520Area%2fBASS%2520Cauda%2520Equina%2520Consent%2520Form%2520(v.Feb23).pdf

Spinal Services

Suspected Cauda Equina Syndrome Pathway

Bladder Scan

A bladder scan is a useful adjunct in the
assessment of a patient with suspected
CES. Bladder scans should NOT be used
in isolation or as a discriminator in deciding
to request an MRI or undertake emergency
surgery. 60% of patients that underwent
emergency decompressive surgery for
CES had a PVR of <200ml (Woodfield et
al, 2023).

If a patient is unable to void then
undertake a bladder scan and if > 600ml,
catheterise the patient and document if
sensate and perform a catheter tug.

If a patient is able to void, carefully
document the following:-

Pre void volume
Post Void Residual volume (PVR)

If PVR >200ml in a patient with suspected
CES then CES is 20 times more likely.

If PVR>600mI catheterise and document if
sensate and catheter tug. This avoids
damage to the bladder (blown bladder)

Diagnostics

Imaging

MRI Imaging is a critical diagnostic investigation in the management of patients with suspected CES, an emergency
MRI for suspected CES should be undertaken within 4 hours of referral at the hospital where the patient presented.
The following should be noted:

Woodfield et al (2023) 'Presentation, management, and outcomes of cauda equina syndrome up to one year after
surgery, using clinician and participant reporting: a multi-centre prospective cohort study’,

standard sequences should be acquired,

discussion with the on-call spinal surgical service is not required prior to the MRl and may lead to
unwarranted delay;

keep the patient to clear fluids only if requesting an emergency scan in case emergency surgery is required;
an emergency MRI scan must take precedent over any routine or elective MRI cases;

request for an MRI should be discussed in ED with a senior decision maker (SD4 or above/Consultant) before
referral;

if there is an absolute contradiction to MRI scanning, a CT scan or CT Myelogram may provide satisfactory
imaging;

if an Emergency MRI scan is to be undertaken between 12:00am and 07:00am , the regional on-call spinal
surgical team should be contacted to confirm the scan should still go ahead. If MRI is delayed between these
hours, the first slot on the scanner should be utilised;

on-Call Surgical Teams are happy to review out-of-hours MRI scans before a radiologist report;

Webpacs Links should be available to the surgical team to access imaging at different geographical sites
within their network (Image Exchange Portals can cause delay).

MRI safety checks,
protocols, reporting and

The Lancet, 24 (100545). provision

DOI: https://doi.org/10.1016/j.lanepe.2022.100545
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Suspected Cauda Equina Syndrome Pathway

Spinal Services

MRI safety checks, protocols,
reporting and provision

MRI Safety Checks

MRI Protocol

Reporting

Service provision and development

Patient should arrive in the MRI
department with all necessary information
to allow a final MR safety check to take
place

The MRI department should be informed
about all previous surgeries, implants and
metallic foreign bodies that the patient has
at the earliest opportunity so that the
safety of these can be established:

MHRA Implant

safety guidance

MRI department should have a procedure
in place to establish patient safety when
the patient is unable to complete their own
safety questionnaire

Where a patient has a contraindication to
MRI (e.g., an MR unsafe implant) the
hospital should have a local policy for
managing these patients without an MRI
scan. CT might be a contingency imaging
strategy

A local policy should also be in place to
cover scanning of pregnant patients.
Further guidance on scanning pregnant
patients is available in the MHRA
guidelines.

A sagittal T2 weighted sequence is the
single MRI sequence needed to screen for
and demonstrate cauda equina
compression. The 24/7 Cauda Equina
Syndrome MRI screening protocol should
prioritise this sequence. This is typically a
2D turbo spin echo sequence. There is
indication in the literature that a limited
emergency MRI protocol is effective for
safely excluding compressive CES. Further
imaging within the scan session should not
be required for screening purposes.

If CE compression identified:

acquire additional images, axial T2 weighted
and sagittal T1 weighted sequences

If no CE compression identified: perform
a single T2 sagittal sequence covering the
cervical and thoracic spine

MRI units should have:

Shorter sequences CES MRI protocol for
patients unable to lie still for a standard scan
Low Specific Absorption Rate (SAR)
protocol set up to reduce SAR levels for
those patients with MR Conditional implants
and a Metal Artefact reduction protocol
(MAR) set up to reduce the artefact from any
metal within the imaged area

To avoid delay On-call surgical teams are happy to
review out of hours MRI scans without a radiologist
report.

Webpacs Links should be available to the surgical
team to access imaging at different geographical sites
within their network (Image exchange portals can
cause delay).

The reporting of these examinations needs to be
clearly defined in the SOP, either using on call local
radiologists or reporting radiographer of an
appropriate competence to sign off the examination or
where no local service is provided, clear local
protocols with outsourcing reporting companies need
to be established. This will allow a rapid 24/7
production of the report, which should be made
available to the referring clinical within 1 hour.

[ Suspected Cauda Equina Syndrome ]

Y Y

If contraindicated,
consider

Sagittal T2 of

Lumbar spine

CT or CT myelogram
if available

+ve -ve

Axial images Carry out screening
at appropriate sagittal cervical and
level thoracic spine

J +ve J— -ve 1

Axial images -
g Clinical

at appropriate Review
level

A gap analysis should be undertaken which includes
a plan to progress from whichever level of service
the department is providing currently to the
provision of a 24/7 service

In the first instance there should be protected daily
slots to scan patients with suspected cauda equina
syndrome, or other emergency scans.

Gold Standard - MRI 24/7 service, 365 days/year

*

Service maximised via clinical hours 7 days a week
0800-2000 with increased ability to accommodate
emergency patients

A

(~ R
Increased weekend hours shift or on-call (0800 - 2000)
with increased ability to accommodate emergency
patients in next slot

A

4 N\
Provision of and Protected Emergency slot/s during

weekend lists/on-call radiographer Sat/Sun 9-5pm
|\ J

A

arly morning slot/on-cam
radiographer - ability to
see an emergency
patient <8.30am Monday

4 Evening list/on-call
radiographer - ability to
see an emergency
patient 5-8pm Monday to

\_ Friday to Friday Y,
|
9-5pm service Monday to Friday
No formal emergency provision
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https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/958486/MRI_guidance_2021-4-03c.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/958486/MRI_guidance_2021-4-03c.pdf

Spinal Services

Suspected Cauda Equina Syndrome Pathway

f

U

Surgical assessment,
documentation, timing &
technique

\

J

Assessment & Documentation by Surgical team

Surgical timing

Surgical technique

Post-operative management

It is imperative that a time-stamped,
documented review of history and
examination is made by the surgical team
prior to surgery.

Consent patient for surgery (the BASS
information booklet on CES and consent
form are helpful).

Register patient on British Spine Registry

Consent
( )
BASS info
booklet
\ y
g D
Consent
form
\ y

Surgery for patients with MRI-proven Cauda Equina
Syndrome incomplete symptoms (CESI) should be
undertaken as quickly as possible as an NCEPOD
E1/E2 emergency. It is time-sensitive and life-
changing but not life-threatening. Any reason for
delay should be documented.

Timing of surgery for patients who present with
painless urinary retention and overflow incontinence
is at the discretion of the operating surgeon.
Surgery should still in this instance be undertaken
within 24 hours of MRI imaging.

Whilst it is accepted that patients with painless
urinary retention and overflow incontinence have a
poorer prognosis around 70% of these patients will
benefit from decompression.

Patients should be catheterised before the start

of surgery avoiding distention of the bladder
which can cause damage.

Total laminectomy / Hemilaminectomy &
Laminotomy techniques are all acceptable.

Complication rates in CES decompressive
surgery are 6 times higher than non-CES
decompressive surgery. Therefore, surgeons in
training undertaking this surgery should have
appropriate levels of supervision related to their
level of training and competency.

Surgery undertaken where anaesthesia would
start between the hours of midnight and 07:30
must have consultant on-call sanction.

Post-operative care
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https://spinesurgeons.ac.uk/Sys/Login?ReturnUrl=%2fresources%2fDocuments%2fBSR%2520Members%2520Area%2fConsent-posterior-lumbar-surgery%2520(new%2520logo).pdf
https://spinesurgeons.ac.uk/Sys/Login?ReturnUrl=%2fresources%2fDocuments%2fBSR%2520Members%2520Area%2fConsent-posterior-lumbar-surgery%2520(new%2520logo).pdf
https://cdn.wildapricot.com/295625/resources/Documents/Booklets/(FINAL)%2001820-22%20BASS%20Cauda%20Equina%20Syndrome%20Surgical%20Options.pdf?version=1656418166000&Policy=eyJTdGF0ZW1lbnQiOiBbeyJSZXNvdXJjZSI6Imh0dHBzOi8vY2RuLndpbGRhcHJpY290LmNvbS8yOTU2MjUvcmVzb3VyY2VzL0RvY3VtZW50cy9Cb29rbGV0cy8oRklOQUwpJTIwMDE4MjAtMjIlMjBCQVNTJTIwQ2F1ZGElMjBFcXVpbmElMjBTeW5kcm9tZSUyMFN1cmdpY2FsJTIwT3B0aW9ucy5wZGY%7EdmVyc2lvbj0xNjU2NDE4MTY2MDAwIiwiQ29uZGl0aW9uIjp7IkRhdGVMZXNzVGhhbiI6eyJBV1M6RXBvY2hUaW1lIjoxNzI1MzU3ODc2fSwiSXBBZGRyZXNzIjp7IkFXUzpTb3VyY2VJcCI6IjAuMC4wLjAvMCJ9fX1dfQ__&Signature=l08fCg8KuhimdNBF1sSLlICtqYcIvS6sVG-NAPYxOVSjbZz2ejUtCEUs%7E2Y-2SRWGhjYXj3sAP35YSf3hEfTYMUgAWAYW6ukzTUtB5pNO1cN6GNL93DcEhbRGggM-GdwignDMmWBI33lubptI9e91lJLyp0JpD5xxQclO30HtrObWPG8LnMSoE7vvXDgIOGyAl85Z325g%7EXQmhhITiyQN%7Ek1X-3FjrOdI1dCOMyPhpdXwt5pTwREGYMNz3WmoIutq%7EboRWXE-3fm96NK3g8NvrLGedEYUXVS3lHSz9F8VYfpZ8E2bNpXtY9AvvMqxuqLrCmmggcjxyeCgF4Op7M8wA__&Key-Pair-Id=K27MGQSHTHAGGF

Spinal Services

('

.

Management of
ongoing symptoms

Suspected Cauda Equina Syndrome Pathway

\ All patients undergoing surgical intervention for cauda equina
syndrome that have ongoing symptoms post-operatively should
be referred to the regional spinal cord injury unit through the
The National Spinal Cord Injury Database
_/ https:/lwww.nscisb.nhs.uk/

Pain

Urinary Function

Bowel function

Psychological support

Sexual function

Post-op pain management
after cauda equina
surgery

Acute Phase <3months

" J

Chronic Phase >3months

& J

v

v

e R
Exclude further disc prolapse if
appropriate with an MRI

\ J

~ )
Exclude further disc prolapse if
appropriate with an MRI

. J

v

/ Regular paracetamol \

NSAID with Gl protection

Consider strong or weak
opioids after pain assessment

with adjuvants to avoid

_ constipation
' ™
GP to assess drugs in 1-2
weeks
| _/

/ Regular paracetamol \

NSAID with GI protection

Do not offer opioids
Do not offer gabapentinoids,
anti epileptics, oral steroids
and benzodiazepines

Consider root block if
appropriate (link to root block)

Refer for SCS if persistent

neuropathic pain as per NICE
\ TA159 j

All patients should be catheterised as
soon as possible following decision to
operate

Trial without catheter (TWOC) as soon
as possible post-operatively and
pre/post void bladder scan obtained.

If the post void bladder scan is
<100ml: no catheter required at
discharge

If pre void bladder scan is >500ml
(with no sensation to void) OR
patient hasn't voided for 6 hours: re-
catheterise with long term catheter

(flip/flow) and referral to local services
to learn self-catheterisation

DO NOT TWOC AGAIN at this stage

Flip/flow should be opened as a
minimum every 4 hours including
overnight (shorter time frames may be
necessary drinking dependent, aiming
for a bladder volume <500ml). DO
NOT rely on sensation/urge to void as
a trigger to open flip/flow/self-
catheterise

Best practice is to teach a patient
(where possible) ISC as quickly as
possible post-surgery

Failed TWOC must have follow-up with
regional SCI or locally agreed urology
service

All patients should be advised by
medical/nursing team about
potential for bowel issues.
Immediate use of an information
booklet as an inpatient is advised.

Prescribe bowel stimulants and a
softener in the acute postoperative
phase e.g., senna (stimulant) &
sodium docusate (softener)

Patients should be educated to
undertake digital rectal stimulations
(DRS) followed by digital rectal
evacuation (DRE)

Published Guidelines should be
followed

Patients who have bowel issues
must have follow-up with SCI
service

All patients must have bowel
function re-assessed as part of
their surgical outpatient
appointment and referral to local
services or SCI service if an issue

MACSIP
Guidelines

All patients should be
advised by medical/nursing
team about how cauda
equina syndrome can
affect other areas of life.
Immediate use of an
information booklet as an
inpatient is advised:

BASS info
booklet

Patients should be

signposted to support
groups:

a4 Y
Spinal Injuries
Association
(SIA)

\ J
a4 Y
Aspire
(Benefits
Adyvice)

\. S
a4 Y
Cauda Equina
Champions
Charity
\. y

Patients with ongoing
cauda equina symptoms
should be contacted by
SCI psychology services.

All patients should be advised by
medical/nursing team about
potential for sexual dysfunction

Patients should be signposted to

support groups
4 N
Cauda Equina
Champions
Charity

4 D
Spinal Cord
Injury
Association

(SIA)

\ S

Patients who have sexual

dysfunction must have follow-up

with SCI service

All patients should have sexual
function re-assessed as part of

their surgical outpatient

appointment and referral to local
services or SCI service if an

issue

It is worth trialling a

Phosphodiaesterase-5 inhibitor
such as Tadalafil/Sildenafil in

both men & women
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https://www.mascip.co.uk/wp-content/uploads/2015/02/CV653N-Neurogenic-Guidelines-Sept-2012.pdf
https://www.ihavecaudaequina.com/
https://spinesurgeons.ac.uk/resources/Documents/Booklets/(FINAL)%2001820-22%20BASS%20Cauda%20Equina%20Syndrome%20Surgical%20Options.pdf
https://www.mascip.co.uk/wp-content/uploads/2015/02/CV653N-Neurogenic-Guidelines-Sept-2012.pdf
https://spinal.co.uk/
https://www.aspire.org.uk/
https://www.ihavecaudaequina.com/
https://spinal.co.uk/
https://www.mascip.co.uk/wp-content/uploads/2015/02/CV653N-Neurogenic-Guidelines-Sept-2012.pdf
https://cdn.wildapricot.com/295625/resources/Documents/Booklets/(FINAL)%2001820-22%20BASS%20Cauda%20Equina%20Syndrome%20Surgical%20Options.pdf?version=1656418166000&Policy=eyJTdGF0ZW1lbnQiOiBbeyJSZXNvdXJjZSI6Imh0dHBzOi8vY2RuLndpbGRhcHJpY290LmNvbS8yOTU2MjUvcmVzb3VyY2VzL0RvY3VtZW50cy9Cb29rbGV0cy8oRklOQUwpJTIwMDE4MjAtMjIlMjBCQVNTJTIwQ2F1ZGElMjBFcXVpbmElMjBTeW5kcm9tZSUyMFN1cmdpY2FsJTIwT3B0aW9ucy5wZGY%7EdmVyc2lvbj0xNjU2NDE4MTY2MDAwIiwiQ29uZGl0aW9uIjp7IkRhdGVMZXNzVGhhbiI6eyJBV1M6RXBvY2hUaW1lIjoxNzI1MzU4NzIzfSwiSXBBZGRyZXNzIjp7IkFXUzpTb3VyY2VJcCI6IjAuMC4wLjAvMCJ9fX1dfQ__&Signature=IgGBDGEqnROEsgGqh-lUk6MJjmJgr3%7EWefhGX92ZBnnKxL05Pe7uJ5%7ElTUWK7B6IUZeeRkoFvKk-%7Ehh41YPWCsptniP%7EDoq3fnqhuuk76UrmdW9ZPPdPNA9FQk8eFVBIcc8c0Hq-Fs07wnkyU0LlO4DBLiRDzQb5UtI7UbAUpFeoFTQkQblXgHuamkwZ-1udwybOL6HO9r%7EQAUMv9lDmElWIZsEAIKw8P1q2NtX2DR19TSp6%7EPdiqbmKB4yh-GYsAsL29Ogrni%7E6jPx8dt8a3yblAXqJux2hnPfsJfyX4NtU1rtc4XFmcWAmtXi1z2jtbFcnBGSLYjYFH5ihKf6TFw__&Key-Pair-Id=K27MGQSHTHAGGF
https://www.championscharity.org.uk/
https://www.championscharity.org.uk/
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