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BRIGHTON AND HOVE HEALTH PARTNERSHIP: THE SPINE SERVICE 

The MSK ICATS Spine service provides multi-disciplinary team clinics for the assessment, diagnosis, treatment, advice and education for all Spine referrals (including obvious disc problems).  The only exclusion is suspected cauda equina syndrome and cord compression, which should go directly to A&E / Orthopaedics as an emergency. 
The service also provides advice and education for other professional colleagues in primary care, for Spine conditions.

GENERAL INCLUSIONS:

· > 16 years of age

· Brighton and Hove GP elective referrals

· All Spine conditions

GENERAL EXCLUSIONS:

· < 16 years of age
· Cauda Equina

· Suspected inflammatory back pain

· Suspected Myelopathy with:

· Rheumatoid Arthritis and Neck Pain

· Additional neurological signs

· Downs Syndrome
· Patients not registered with a Brighton & Hove GP 

· Patients who require emergency treatment 

· Patients with post operative or post traumatic complications 

· Patients who require a second surgical opinion 

· Patients who have experienced violent trauma, for example, road traffic accident or a fall from a significant height 
· Patients who are systemically unwell (fever, malaise, rigors) 

· Patients who have weight loss or other significant systemic symptoms 

· Patients with widespread neurology conditions with or without upper motor neurone signs – refer to Neurology
· Patients with known serious pre-morbid conditions e.g. metastatic cancer should usually be reviewed by their usual specialist team.

· Clinical red flags
CONDITION SPECIFIC CRITERIA:

1 CAUDA EQUINA SYNDROME
Primary Care:
Symptoms suggestive of cauda equina syndrome (compression of the cauda equina). Back pain plus one or more of:

· loss of bowel control (faecal or flatus incontinence) and unexpected laxity of anal sphincter 

· loss of bladder control (urinary retention or incontinence) 

· severe or progressive neurological deficit in the lower extremities or gait disturbance 

· saddle anaesthesia or paraesthesia (loss or change of perianal and perineal sensation). 

Referral Criteria / Thresholds:
Immediate referral to A&E or Orthopaedics.
2 SUSPECTED SERIOUS PATHOLOGY
2.1 ACUTE MOTOR DEFICIT (i.e. foot drop)

Primary Care Management Guidelines:
Investigation:

· History

· Examination and Assessment

· Provisional / working diagnosis(es)

Diagnostics:

· None

Management:

· Explanation of cause

· Pain relief:

· paracetamol may provide pain relief 

· while often recommended for non-specific back pain, there is no evidence that NSAIDs are more effective in improving radicular symptoms than paracetamol or placebo

· moderate analgesia (paracetamol and codeine) can also be tried if paracetamol fails to control pain, though there are few direct trials supporting its use for this indication

· there is no evidence to support the use of muscle relaxants, diazepam, baclofen, antidepressants or cytokine inhibitors for relieving sciatica

· there may be a significant risk of dependence when some of these medications are used for long periods.
Referral Criteria / Thresholds:

· Completed Spine MDS Referral Form / minimum data set on referral letter

· Triage outcome: Urgent appointment at Spine Service

2.2 DORSAL / THORACIC BACK PAIN WITH SYSTEMIC SYMPTOMS (including intravenous drug users, renal and immuno-compromised patients)
Primary Care Management Guidelines:
Investigation:

· History

· Examination and Assessment

Diagnostics:

· Blood screen – full blood screen

Referral Criteria / Thresholds:

· Completed Spine MDS Referral Form / minimum data set on referral letter

· Triage outcome: Urgent appointment at Spine Service

2.3 DORSAL / THORACIC BACK PAIN WITHOUT SYSTEMIC SYMPTOMS 

Primary Care Management Guidelines:
Investigation:

· History

· Examination and Assessment

Diagnostics:

· If female > 60 years or male > 70 years:

· Blood screen – full blood screen

· If significant change in symptoms:

· Request plain film x-ray

· Request bone density scan (if indicated)
Management:

· Medical management of Osteoporosis

· Pain relief:

· Paracetamol is the first-line medication, although there is limited evidence regarding its efficacy

· if paracetamol alone does not provide sufficient pain control, offer NSAIDs and / or weak opioids

· consider potential benefits and risks of these medications and patient preference when prescribing medications

· if NSAIDs or COX-2 inhibitors are prescribed consider the concomitant use of PPI’s in patients with additional risk factors (See Guidelines for Prescribing PPI’s in Adults, BSUH, October 2009)

· consider co-prescribing a laxative with opioids to counteract the constipating effects of opioids, as straining to defecate may aggravate back pain 

· aim for the lowest dose required for relief of symptoms 

· when prescribing opioids, short-acting agents given at regular intervals, rather than on a pain-contingent basis is recommended

· evidence suggests that NSAIDs have some effect for short-term pain relief compared to placebo, but there are no benefits compared to paracetamol, narcotic analgesics or muscle relaxants.

Referral Criteria / Thresholds:

· Completed Spine MDS Referral Form / minimum data set on referral letter

· Refer to General Physiotherapy / Manual Therapy

· Refer to Spine Service if pain is not adequately controlled / resolved

· Triage outcome: Routine appointment 

2.4 MYELOPATHY (i.e. loss of gait, loss of hand control)
Primary Care Management Guidelines:
Investigation:

· History

· Examination and Assessment

· Provisional diagnosis

Diagnostics:

· None

Management:

· Explanation of cause

· Pain relief:

· paracetamol may provide pain relief 

· while often recommended for non-specific back pain, there is no evidence that NSAIDs are more effective in improving radicular symptoms than paracetamol or placebo

· moderate analgesia (paracetamol and codeine) can also be tried if paracetamol fails to control pain, though there are few direct trials supporting its use for this indication

· there is no evidence to support the use of muscle relaxants, diazepam, baclofen, antidepressants or cytokine inhibitors for relieving sciatica

· there may be a significant risk of dependence when some of these medications are used for long periods.

Progression of symptoms is key to the urgency of the referral.
Referral Criteria / Thresholds:

· Completed Spine MDS Referral Form / minimum data set on referral letter

· Triage outcome: Spine Service (routine / urgent appointment)

3 NERVE ROOT PAIN (RADICULOPATHY)
3.1 Sciatica / Brachialgia - Acute (<6 weeks since onset)

Primary Care Management Guidelines:
Investigation:

· History
· Examination and Assessment

· Nerve root tension / signs

Management:

· Reassure patient

· Advise patient to keep mobile
· Pain relief:

· Paracetamol may provide pain relief 
· while often recommended for non-specific back pain, there is no evidence that NSAIDs are more effective in improving radicular symptoms than paracetamol or placebo
· Tramadol (as likely to be least constipatory opiate)

· Local Neuropathic Pain Guidelines

· there may be a significant risk of dependence when some of these medications are used for long periods.

DO NOT give codeine (especially if suspected disc prolapse, as secondary constipation and straining may exacerbate disc herniation).
Referral Criteria / Thresholds:

· Completed Spine MDS Referral Form / minimum data set on referral letter

· Refer if patient is in very severe pain or is not responding to analgesia

· Triage outcome: Spine Service (routine / urgent appointment)

3.2 Sciatica / Brachialgia - Chronic (>6 weeks since onset)
Primary Care Management Guidelines:
Investigation:

· History

· Examination and Assessment

· Nerve root tension / signs

· Ability to work or ADLs affected?

Management:

If pain is not severe, continue to manage in Primary Care:

· Reassure patient

· Advise patient to keep mobile

· Exercise plan

· Self management plan

· Education – Back Book

· Pain relief:

· Paracetamol may provide pain relief 

· while often recommended for non-specific back pain, there is no evidence that NSAIDs are more effective in improving radicular symptoms than paracetamol or placebo

· Tramadol (as likely to be least constipatory opiate)
· Local Neuropathic Pain Guidelines

· there may be a significant risk of dependence when some of these medications are used for long periods.
DO NOT give codeine (especially if suspected disc prolapse, as secondary constipation and straining may exacerbate disc herniation).

Referral Criteria / Thresholds:

· Completed Spine MDS Referral Form / minimum data set on referral letter

· Refer if patient is in very severe pain and / or continue to require high levels of analgesics
· Triage outcome: Spine Service (routine / urgent appointment)

4 MECHANICAL BACK PAIN
4.1 Mechanical back pain - Acute (<6 weeks since onset)

Primary Care Management Guidelines:
Symptoms:

· Flare ups

Investigation:

· History

· Examination and Assessment

· If signs start to demonstrate neuropathic pain or nerve root pain – follow nerve root pain pathway in section 6
Management:

· Reassure patient

· Exercise plan

· Self management plan

· Use patient outcome tool (i.e. the combined VAS and PCS tool)
· Pain relief:

· Paracetamol is the first-line medication, although there is limited evidence regarding its efficacy
· if paracetamol alone does not provide sufficient pain control, offer NSAIDs and / or weak opioids

· consider potential benefits and risks of these medications and patient preference when prescribing medications
· if NSAIDs or COX-2 inhibitors are prescribed consider the concomitant use of PPI’s in patients with additional risk factors (See Guidelines for Prescribing PPI’s in Adults, BSUH, October 2009)

· consider co-prescribing a laxative with opioids to counteract the constipating effects of opioids, as straining to defecate may aggravate back pain 

· aim for the lowest dose required for relief of symptoms 

· when prescribing opioids, short-acting agents given at regular intervals, rather than on a pain-contingent basis is recommended

· evidence suggests that NSAIDs have some effect for short-term pain relief compared to placebo, but there are no benefits compared to paracetamol, narcotic analgesics or muscle relaxants.
Referral Criteria / Thresholds:

· Completed Spine MDS Referral Form / minimum data set on referral letter

· Refer to General Physiotherapy / Manual Therapy if:
· high levels of pain
· functionally impaired
· off work or severely affecting ADLs.
4.2 Mechanical back pain - Persistent (> 6 weeks to < 12 months since onset)

Primary Care Management Guidelines:
Investigation:

· History

· Examination and Assessment

Management: 

· Develop a management plan to aid the patient in understanding what to expect and their role and responsibilities in managing the pain

· Continue to offer reassurance and positive messages that encourage the patient to return to normal activities

· If signs of serious disease are still absent, consider initially offering one of the following:

· Physical activity and exercise programmes

· Referral for manual therapy

· Acupuncture

· Further drug therapy

· Consider a different option from the list above if the response to the first-line therapy is not satisfactory

· Brief educational interventions aimed at reducing sick leave and disability may be useful although NICE do not recommend education as a sole intervention

· Clinicians need to be aware of the importance of the patient’s employment – options for a ‘phased return’ should be explored in each case

· Patients dealing with disability and loss of employment should be directed to specific areas of support e.g. through an occupational health department and specially trained staff.

Referral Criteria / Thresholds:

· Completed Spine MDS Referral Form / minimum data set on referral letter

· Refer to Spine Service if:

· non responsive to Manual Therapy
· no response to analgesia
· worsening pain
· unable to cope at home or work
· diagnostic confirmation is required
4.3 Mechanical back pain - Acute on chronic (chronic patients with flare up)
Primary Care Management Guidelines:
Investigation:

· History

· Examination and Assessment

Management:

· Develop a management plan to aid the patient in understanding what to expect and their role and responsibilities in managing the pain

· Continue to offer reassurance and positive messages that encourage the patient to return to normal activities

· If signs of serious disease are still absent, consider initially offering one of the following:

· Physical activity and exercise programmes

· Referral for manual therapy

· Acupuncture

· Further drug therapy

· Consider a different option from the list above if the response to the first-line therapy is not satisfactory

· Explore psychosocial factors
· Brief educational interventions aimed at reducing sick leave and disability may be useful although NICE do not recommend education as a sole intervention

· Clinicians need to be aware of the importance of the patient’s employment – options for a ‘phased return’ should be explored in each case

· Patients dealing with disability and loss of employment should be directed to specific areas of support e.g. through an occupational health department and specially trained staff.

Referral Criteria / Thresholds:

· Completed Spine MDS Referral Form / minimum data set on referral letter

· Refer to Spine Service if:
· previous poor response to Manual Therapy, a Pain Management Programme or Functional Restoration Programme

· refusal to go to Physiotherapy
· non response to analgesia
· worsening pain
· unable to cope at home or work
· diagnostic confirmation

4.4 Mechanical back pain - Chronic (> 12 months)

Primary Care Management Guidelines:
Investigation:

· History

· Examination and Assessment

Management:
· Develop a management plan to aid the patient in understanding what to expect and their role and responsibilities in managing the pain
· Continue to offer reassurance and positive messages that encourage the patient to return to normal activities
· If signs of serious disease are still absent, consider initially offering one of the following:

· Physical activity and exercise programmes

· Referral for manual therapy

· Acupuncture

· Further drug therapy

· Consider a different option from the list above if the response to the first-line therapy is not satisfactory
· Brief educational interventions aimed at reducing sick leave and disability may be useful although NICE do not recommend education as a sole intervention
· Clinicians need to be aware of the importance of the patient’s employment – options for a ‘phased return’ should be explored in each case
· Patients dealing with disability and loss of employment should be directed specific areas of support e.g. through an occupational health department and specially trained staff.
Referral Criteria / Thresholds:

· Completed Spine MDS Referral Form / minimum data set on referral letter

· Refer to Spine Service if:
· presentation worsening and unable to manage in primary care

· for diagnostic confirmation

· no response to previous Manual Therapy, a Pain Management Programme or Functional Restoration Programme 
· complex bio-psychosocial co-morbidities.
HOW TO REFER:

· GPs: Spine MDS Referral Form, or GP referral letter to BICS including the completed minimum data set

· TRIAGE GPs: Refer on via C&B
BICS Appointment Line: 0300 3030500
CLINIC INFORMATION:

Clinics are held weekly on:
DAY: Tuesday (am)
TIME: 9.30am – 1.30pm (1 clinic)
VENUE: 175 Preston Road, Ground Floor, Shared Services
DAY: Tuesday (pm)
TIME: 1.00pm – 5.30pm (2 clinics)
VENUE: Hove Polyclinic
DAY: Wednesday (am)
TIME: 9.30am – 1.30pm (2 clinics)
VENUE: Carden Surgery 
DAY: Wednesday (pm)
TIME: 1.30pm – 5.30pm (1 clinic)
VENUE: Hove Polyclinic
DAY: Thursday (am)
TIME: 8.30am – 12.30pm (1 clinic)
VENUE: Hove Polyclinic

DAY: Thursday (am)
TIME: 9.00am – 1.00pm (1 clinic)
VENUE: Carden Surgery

DAY: Thursday (pm)
TIME: 1.30pm – 5.30pm (1 clinic)
VENUE: Hove Polyclinic
DAY: Friday (am)
TIME: 9.30am – 1.30pm (2 clinics)
VENUE: Carden Surgery.
APPENDIX 2: Spine MDS Referral Form
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NOTE: Patients with symptoms of cauda enquina compromise should go to A&E and NOT to the Spine Service.
	Referral for (please tick)
	ICATS
	
	Physio
	


	Referral Date 
	
	Referral Time
	

	NHS No 
	
	UBRN
	

	Urgent referral
	No
	
	Yes 
	
	If urgent please state reason 
	

	Patient Full Name  
	

	Patient Address
	

	Postcode 
	
	DOB
	DD / MM / YYYY
	Male 
	
	Female 
	

	Registered GP Practice   (Name & Address)  
	

	Referring GP Name 
	

	Interpreter Required?
	No
	
	Yes 
	
	Which language?  
	

	Best telephone contact no.
	
	Alternate contact no.
	

	Best time to call? 
	Office hours 
	
	Early evening 
	
	Other (Please state) 
	

	Consent to leave message?
	No 
	
	Yes 
	
	 

	Ambulance transport? 
	No 
	
	Yes 
	
	Details 
	

	Referral Type 

(Please tick one box only)
	Investigation / diagnosis and treatment
	
	For treatment
	

	
	Reassurance for patient/ referring doctor
	
	For investigation / diagnosis
	

	Reason for referral (Please provide a 1 line summary of the presenting problem / concern / issue)

	

	Date of onset of this episode:
	DD / MM / YYYY
	Date of onset 1st episode:
	DD / MM / YYYY

	History of presenting complaint (Including site / location, duration / time course and symptoms)

	

	Due to this episode:

	Is sleep disturbed? 
	No
	
	Yes
	
	Is the pain severe?
	No
	
	Yes
	

	Is the pain worsening?
	No
	
	Yes 
	
	Inhibiting ADLs / off work? 
	No
	
	Yes
	

	Details 
	

	Additional relevant information: (Including any patient issues, social, psychosocial or employment circumstances and/or special needs)

	

	GREEN FLAGS
	
	RED FLAGS
	

	Back / buttock pain
	
	
	Age < 20 or > 55 1st episode
	
	

	Worse with movement
	
	
	Non mechanical pain
	
	

	Patient generally well
	
	
	Unexplained weight loss
	
	

	Onset > 6/52
	
	
	Steroids
	
	

	ORANGE FLAGS
	
	Immunosupressed (other than by steroids)
	
	

	Leg / Arm  Pain
	
	
	History of ca.
	
	

	Paraesthesia 
	
	
	Thoracic pain
	
	

	Foot weakness / Objective muscle weakness
	
	
	Malaise / systemically unwell 
	
	

	Pain unresponsive to analgesia
	
	
	Unremitting night pain  
	
	

	
	> 1 hour morning stiffness
	
	

	Physical Signs (Including SLR, Reflexes, Sensation, Myotomal weakness)

	

	Diagnostic Imaging to date:
	

	Blood tests undertaken to date?
	No 
	
	Yes 
	
	Details 
	

	Previous treatment
	Pain Clinic
	
	Manual Therapy 
	
	Orthopaedics
	

	Rheumatology 
	
	Other (Please state)
	

	Outcomes (Including who seen and when)
	

	Current Medication
	

	Relevant medical history
	

	Pre-Screening Information
	BMI
	
	BP
	

	Cardiac History 
	

	Respiratory Problems (e.g. Sleep apnoea)
	

	Clinical Warnings (e.g. allergies, blood-borne viruses)
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