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Further Faster — Paediatric spinal deformity

Introduction

In my meetings with the 42 ICBs to discuss their elective
recovery programmes, | have been hugely impressed with
the commitment, innovation & drive from the clinical and
operational teams. We have made fantastic progress in
reducing 104/78 week waiters but we know we need to do

more for our patients.

What is clear is that in every Trust there are elements of
exemplar practice, which we need to learn from and
embed quickly to accelerate the reduction of our waiting lists, especially in outpatients. We are piloting

this through our 25 Further Faster Trusts, producing “best practice” guidance across 16 Specialties.

You will note on review of this document that we have been unable to tease out specific metrics in many
of the Trusts. This is because in many cases spinal data is coded incorrectly under the Treatment
Function Codes (TFC) for either Neurosurgery (TFC 150), Orthopaedics (TFC 110) or Pain Management
(TFC 191), based (incorrectly) on the main specialty designation of the consultant. It is vital that all
spinal services activity is recorded against the correct Treatment Function Code ‘Spinal Surgery
Service’ 108 so we can monitor activity consistently to drive best practice. Can | please ask that ALL

Trusts submit the data for spines under this code in the future.

| want to use the GIRFT methodology - working shoulder to shoulder with clinical leadership at the heart

- to rapidly adopt this best practice across the clinical pathway which will drive elective recovery.

This handbook is designed for the trusts taking part in the Further Faster programme and highlights key
principles and exemplars that we have already established through GIRFT experience and the open and

honest conversations we have had with senior clinical colleagues at many GIRFT visits.

Our aim is to expand the knowledge base working with these trusts and this handbook will continue to

grow and change over the next few months based on the learning from these trusts.

The aim is that by learning from each other and working in partnership with our 14 Spinal Services
Clinical Networks, harnessing the solutions that already exist in departments across the country, we can
make an incredibly positive impact for our workforce, and for our patients, on a national scale.

Professor Tim Briggs CBE
Chair of GIRFT and NHS England National Director for Clinical Improvement and Elective

Recovery
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The spinal handbooks have been separated out into:

¢ Spinal pain management services but no spinal surgical services
e Adult specialised and non-specialised spine surgical Trusts

o Paediatric spinal deformity centres (18yrs and under)

Due to this, the handbooks will not be split into regions.

I’'m delighted to put forward the best practice observed from spinal
community services, spinal secondary care providers, the spinal
networks and the spinal societies over the last 8 years, which I’'m sure
once implemented will increase the efficiency for patients undergoing

assessment and treatment for spinal conditions in a safe manner.

Since we started in July of last year we have noted that our first cohort

of trusts involved in the programme have reduced patients waiting

longer than 52 weeks for outpatients and/or surgery by around 25%,

these improvements were not seen across those trusts not involved.

Given this dramatic improvement we have decided to roll out the programme to all trusts who provide

spinal care but recognise three distinct groups.

1. Those trusts who provide spinal pain management services but no spinal surgical services
2. Adult specialised and non-specialised spine surgical Trusts

3. Paediatric spinal deformity centres (18yrs and under).

In the planned meetings we are keen to hear how trusts have made improvements and share those with

the group.

Hopefully we can continue to see the improvements made and I'd like to take this opportunity to thank all
those who have been involved in driving things in the correct direction and the hard work this will have

required.
| look forward to observing the improvements made in patient care pathways as a result.

Mike Hutton
GIRFT National Clinical Lead for Spinal Services
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How to use this Handbook

This guide is designed to provide “best practice”
across a number of important metrics to help you
on your journey to go further and faster towards
eliminating 52wk waits.

The guide is organised along key sections of the
pathway and provides checklists against which
you can assess your current practice. It is
imperative we take the best practice adopted by
trusts and implement it.

Resource links signpost you to guidance, metrics
and case studies relevant to each element of the
checklists.

Review the checklists and prioritise work
on those that you think will have the
most impact in your system.

Then use this guide to:

o Assess whether you are already doing
the right things and identify where you
have opportunities to work differently
and more effectively.

o Understand your current service’s
strengths and weaknesses compared
with peers. The guide will help you to
find and review the relevant Model
Hospital System Metrics to compare
performance.

e Prioritise improvement actions based
on your findings in relation to
weaknesses and opportunities.

e Signpost you to relevant guidance and
case study examples that will help you to
identify what changes you can make to:

o reduce demand;

o release capacity;

o increase throughput; and
o reduce length of stay

whilst maintaining and improving quality
and outcomes.

Accessing Resource Links

Many of the links in the handbook will take
you to resources on Future NHS.

These have been made much easier to
access because you can now use your
@nhs.net login details to sign in.

To do this you need to click on the option at
sign in:

»» FutureNHS

Existing Users - Log in

Email *

Leave this blank

Password *

Leave this blank

| forgot my passward

Or log in with these services

Log In with @nhs.net

NHS England Apps

Click this link on the login page.

You will then be taken to the nhs.net login
page. Enter details as usual and you will
then be redirected into Future NHS
automatically.

- /
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Further Faster Paediatric Spinal Deformity: Delivering Outpatients %

Context:

All the advice contained in the Further Faster Spinal Services Handbook can be applied to children and young people in some form. Iltems which require a
customised approach with children in spinal services are shown in the following tables, with relevant case studies, guidance and templates provided where

applicable. A range of resources can also be found on the Future NHS workspaces: Children and Young People Elective Recovery and GIRFT Children and

Young People's Services FutureNHS workspaces.

Surgical specialities should review GIRFT’s “Closing the gap: Actions to reduce waiting times for children and young people” guidance, alongside these
checklists. The Delivery Plan for Tackling the COVID-19 Backlog of Elective Care, published in February 2022, flagged that long waits to access planned
care can have life-long consequences on the development of children and young people. Delayed access to care for children leads to missed education and
lost ability to lead full and active lives, exacerbating existing inequalities. The NHS has made huge efforts to restore elective care, but children and young
people’s activity remains below pre-pandemic levels and behind adult services, creating a gap between recovery in children and young people’s services

compared to adults.
Providers of services for paediatric spinal deformity are currently coding outpatient and theatre activity under different specialties:

110 Trauma and orthopaedics
108 Spinal

214 Paediatric orthopaedics
218 Paediatric neurosurgery
150 Neurosurgery

Other

o~ w N~

For theatres we are able to view data by procedure, but in outpatients the patient cohort for this handbook are part of a larger group being seen with different

presentations in the same organisation.


https://future.nhs.uk/ElectiveRecovery/view?objectId=40928112
https://future.nhs.uk/GIRFTNational/view?objectId=45166032
https://future.nhs.uk/GIRFTNational/view?objectId=45166032
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Checklist: Pre-Appointment

GIRFT has observed considerable variation in the application of waiting list validation and use of specialist advice/guidance. Judicious implementation of
these often results in significant freeing of capacity and it is worth considering the potential benefits of reallocating some clinic time to enable these functions
to be carried out effectively. We have included a flowchart to explain the process for new referrals for scoliosis in healthy teenagers currently in use in
Sheffield (figure 1).

There is an effective system in place to manage referrals for specialist advice and guidance, including standard Guidance:
responses for normal variants and simple conditions.

If time to first appointment is >3months, mechanism for senior review and red flag check should be in place to sul:rz-cl;uctlon to
clinically prioritise and ensure treatment opportunities such as bracing are not missed. |= Specialist
Advice &

Good systems are in place to ensure diagnostics (Xray/MRI) are undertaken prior to first appointment:
e PA and lateral radiograph for suspicion of spinal deformity with no sinister features and significant back pain;
allow discharge for straight spines; and
s OTOWCISCTATgn 1O STAIOW spines, and | | NHSE Validation
e allow clinical prioritisation of patients with scoliosis and any required bracing, MRI, surgery. Toolkit and

Guidance

Consider reduced radiation dose imaging solutions (such as EOS pre-appointment to reduce radiation dose and Guidance
increase speed of x-ray for ambulant patient (Sheffield data shows radiation dose is 1/6 of digital radiography, and
patients per hour increases from 4 to 6).

BSS Standards
|= of care for
bracing

Follow best practice for bracing in scoliosis:

e spinal x-ray on referral should be done for patients who may be suitable for bracing;

e patients who are suitable for bracing should be seen within 6 weeks of referral; and

e once a decision is made to brace, the brace should be fitted within 8 weeks of being seen.
Patients with adolescent idiopathic scoliosis, Risser stage 0-2, Cobb angle 20-40 degrees and curve apex T7 or
below should be made aware of the national institute for health and care research (NIHR) funded BASIS study
(www.basisstudy.org)

Job plans include dedicated time for clinical triage and provision of specialist advice and guidance.

Paediatric demand and capacity, performance and waiting lists are monitored separately from adults using RAIDR
data.



https://future.nhs.uk/connect.ti/OutpatientTransformation/viewdocument?docid=116337797
https://www.england.nhs.uk/publication/validation-toolkit-and-guidance/
https://britscoliosis.org.uk/resources/Documents/BSS%20Standards%20of%20Care%20for%20Bracing%20in%20Adolescent%20Idiopathic%20Scoliosis.pdf

Further Faster Paediatric Spinal Deformity: Delivering
Outpatients

Figure 1: Clinical triage process in use at Sheffield Children’s NHS Foundation Trust

Clinical triage for scoliosis in healthy teenagers
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Further Faster Paediatric Spinal Deformity: Delivering Outpatients England

Checklist: Reducing and Managing WNBs (Was Not Brought)

Was Not Brought (WNB) is a huge drain on use of clinic capacity and although some factors are outside the immediate control of providers, there are many

things that can be done to help reduce failed attendances. As demonstrated in Norfolk (see case study), taking action on areas the provider can control

makes a very tangible difference.

(o4,-Y¢ &l Good Practice Solutions & Resources

Clinics are booked with the correct number of patients, and short notice cancellations can be replaced

All patients receive appointment reminders — including letters, emails, SMS and phone call reminders.

Appointment reminders provide ‘two-way’ communication with patients and follow health literacy
principles.

WNB rates are monitored routinely and WNB audits are conducted regularly to understand potential
causes.

WNB patients’ notes are reviewed and attempts are made to contact them remotely or to write to them
with next steps copying in their GP.

Safeguarding issues and clinical risk are considered for each WNB.

Guidance:

Healthcare Travel Costs

Scheme (HTCS)

Case studies:

Reducing DNAs Norfolk &
DH Norwich

|| Alder Hey Was Not Brought
WNB) Al tool case stud

Free transport at
Birmingham and Sheffield

10


https://www.nhs.uk/nhs-services/help-with-health-costs/healthcare-travel-costs-scheme-htcs/#:~:text=You%20can%20make%20a%20postal,NHS%20treatment%20from%20NHSBSA%20website.
https://www.nhs.uk/nhs-services/help-with-health-costs/healthcare-travel-costs-scheme-htcs/#:~:text=You%20can%20make%20a%20postal,NHS%20treatment%20from%20NHSBSA%20website.
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Checklist: Remote Appointments

It is vital that we maximise use of clinical time and understand capacity, so reducing this variation, ensuring appropriate use of specialist advice and
guidance, maximising use of remote consultations and PIFU pathways (see other sections) will help trusts to consider what opportunities are available

within existing resources.

(o4,I-Y¢ &l Good Practice

Appropriate use of remote consultations, for example: discussion of management and/or treatment plans following diagnostic tests and patient-
initiated follow-up (PIFU)

Document who was at the consultation ensuring that the child’s voice is not lost by being at school (in this case, next appointment in person
should be considered).

Reassuring diagnostic tests results are delivered by letter or email wherever appropriate, in job planned administration sessions rather than clinic
appointments. Remote and virtual appointments should not be used an alternative to writing to the patient.

Consultations for consent for spinal deformity surgery should be done in person. However, where a child has begun these discussions as part of a
face-to-face consultation, consenting can then be progressed via remote appointment in a timetabled clinic

11
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Further Faster Paediatric Spinal Deformity: Delivering Outpatients England
Checklist: Outpatient Activity and Capacity

From visits and clinical discussions, we have observed that there is currently considerable variation in outpatient clinic templates at present, with some
trusts seeing >50% more children per clinic compared with others. We will be working with Further Faster trusts and the Royal Colleges to develop
guidelines for greater standardisation in these areas.

Check

Good Practice: Outpatient Activity and Capacity

All clinic templates have been reviewed and standardised since returning to business as usual after the pandemic taking = Guidance:

account of different working practices such as use of remote consultations.

-~ . . . SRTIY ; ; [®] nicE PG 765
Utilise extended scope physiotherapist/s and/or specialist nurse/s to see paediatric patients with back pain, late-onset —
idiopathic scoliosis and post-operative follow-up (example providers include Exeter and Sheffield)

Clinic models using SAS doctors/advanced care practitioners to undertake full patient work-up, with all cases discussed
with and reviewed by the consultant when definitive management plans are made. Multiple consultant presence allowed
for multi-disciplinary team (MDT) meetings.

[©]

APAGBI
quidelines

Ensure supporting services are available and have capacity e.g. imaging to support maximum throughput and decrease
clinic delays.

South Tees
Patients should only be added to the waiting list if they are ready for pre-assessment and their curve is of a size where pre
surgery would be considered, not in anticipation of curve progression. Once on the waiting list, the patient should be assessment
monitored dependent on likelihood of rapid curve progression, especially if this would change the surgical procedure. quidelines

All surgical cases should be discussed and documented at a monthly (minimum) Surgical Planning Meeting at time of

listing: JPO: Dass et al

e Attendance — Surgeons (2+), specialist nurses, theatre rep, administrative support. With the following on a case- (2021) Minimising
by-case basis: radiology, operational management, anaesthetics, neuromonitoring; HDU support in
o Clinical prioritisation (urgent or routine at time of surgical planning meeting); AIS
e Consider if priority re-assessment is needed whilst on waiting list (based on curve size and growth potential);
e Post-op X-rays reviewed, (In press) Bone&JointJ:
e To take place monthly as a minimum. Patel et al (2024)
. . . Predictive factors for
Pre-op assessment (at 2-3 months prior to surgery) for all cases with attendance from: critical care dependency
o Patient and person with parental responsibility; after PSF for AIS

e Preassessment nurse;
¢ Anaesthetist (from paediatric spinal deformity anaesthetist group in provider);
e Surgeon performing the case;
Consider — intensivist, paediatrician, pain management, physiotherapy, dietician, neuromonitoring

Adolescent idiopathic scoliosis should not require a high dependency unit (HDU) bed as routine.

12


https://pubmed.ncbi.nlm.nih.gov/32694433/
https://pubmed.ncbi.nlm.nih.gov/32694433/
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Checklist: PIFU

PIFU is a way of managing follow up for many patients, reducing the need for unnecessary appointments whilst ensuring that those patients who do need
to be seen can access the service easily.

For post-operative pathway following adolescent idiopathic scoliosis correction: Guidance:
o 8-week follow-up (face to face - f2f);at OPRT PIFU paediatric
o safety netting with access to healthcare professionals via phone; = resources
e 1-year follow-up (f2f) with Xray on the day;
e 1-year of PIFU with telephone access into service;
e 2-year Xray (without f2f) and letter to communicate results;
Close of PIFU.

= Mixed methods evaluation

of PIFU

PIFU is used whenever clinically appropriate, as detailed above.

Children and their families are provided with easy access to PIFU via locally agreed protocols (e.g.,
digitally or via dedicated telephone service) and appropriate safety netting is in place.

Appropriate administrative support is available to support PIFU with open appointment follow-ups
being recorded accurately.

Open and PIFU pathways are not used as an alternative to discharge.

13


https://future.nhs.uk/connect.ti/OutpatientTransformation/view?objectID=756324
https://www.nuffieldtrust.org.uk/sites/default/files/2024-01/NIHR%20RSET%20-%20Evaluation%20of%20PIFU%20for%20outpatient%20services%20-%20full%20results.pdf
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Context:

Surgical specialities should review GIRFT’s “Closing the gap: Actions to reduce waiting times for children and young people” guidance, which the checklists
below have been taken from. The Delivery Plan for Tackling the COVID-19 Backlog of Elective Care, published in February 2022, flagged that long waits to
access planned care can have life-long consequences on the development of children and young people. Delayed access to care for children leads to
missed education and lost ability to lead full and active lives, exacerbating existing inequalities. The NHS has made huge efforts to restore elective care,
but children and young people’s activity remains below pre-pandemic levels and behind adult services, creating a gap between recovery in children and
young people’s services compared to adults.

Ideally, day case units and surgical hubs should treat patients of all ages, and the most efficient model for this is to run dedicated paediatric-only days.
Some of the longest waiters are 16-18 year olds, and it is important not to leave these young people behind. Where units are currently set up for adult
surgery, many teenage patients can be treated safely in adult settings and the decision should be on an individual patient needs basis without age
exclusions. GIRFT can support development of pathways to enable children’s and young people's surgery in both hub and day case settings.

Checklist: Theatre capacity and utilisation

Determine the rate-limiting step to increase productivity — spinal consultant sessions, anaesthetic = Guidance:

consultant sessions, theatre access. From this, optimise activity considering when to do dual NHS Enaland service specification
spinal consultant operations, more than one instrumented spinal deformity operation on a list, etc.
Consider extra sessions / weekend working. BSS Guidance and standards
Ensure surgeons and anaesthetists are familiar with the requirements of the NHSE service —
specification (see link on right of page), including: Closing the aap: Actions to reduce
Paediatric Spinal Deformity (pg 5) waiting times for children and

o There must be 3 consultant spinal surgeons trained in paediatric spinal deformity surgery young people

to provide case discussion and joint operating where necessary.
e Each surgeon must regularly perform paediatric spinal deformity scoliosis surgery.
To maintain high quality decision making, each patient must be reviewed by the consultant

paediatric spinal deformity surgeon at a minimum of alternate clinic visits, or on a 6-monthly
basis.
Follow the British Scoliosis Society (BSS) guidance and standard for post-operative level of care:
e the NHSE service specification must be fulfilled for all centres undertaking paediatric
scoliosis surgery;

|= CYP Elective Recovery toolkit

14
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e scoliosis services need to work with anaesthetic, intensivist, paediatric and nursing
colleagues to achieve safe levels of postoperative care;
e Clear escalation pathways must be in place for patients managed in non-intensive care Case studies & resources:

DHMilton Keynes paeds super da

environments.
¢ In general terms patients with the following risk factors should be considered for
postoperative management in a level 2 OR 3 (HDU or intensive care) environment:

o preoperative respiratory issues (clinical, radiological or identified on respiratory
function testing); L——I

o known cardiac comorbidities;

o

non-ambulatory neuromuscular or syndromal causes for scoliosis (if ambulatory

and physiologically well and no other risk factors then can be individually risk

assessed for ward-level care); Metrics:
procedures that may result in high blood loss e.g., hemi vertebrectomy;

severe developmental delay;

low weight or requiring nutritional support preoperatively;

combined anterior and posterior reconstruction (single staged surgery)

>270 minutes duration of surgery;

physiological instability during surgery;

long-acting opioid use during surgery;

anterior only or posterior surgery with additional rib surgery are relative indications
for level 2/3 care if the appropriate skill and competency for chest drain and
respiratory observation are not present on the ward OR other risk factors are also
present.

Patients without these risk factors could be considered for level 1 or ward level care with the

appropriate nursing and medical support, analgesia and escalation pathways. There should be
on-site level 2 care for escalation if required for these patients.

case study

NCIP Metrics for early onset, late

'III onset and insertion of growing rods

0 O O 0 O O O O
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https://future.nhs.uk/GIRFTNational/view?objectID=180851653
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2022/09/Spinal-Services-Report-July19-N.pdf#page=62
https://future.nhs.uk/GIRFTFurtherFaster/view?objectId=212151525
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Checklist: Theatres and perioperative care

Parental or carer presence in recovery is encouraged and part of routine. Further Faster Children & Youn
| People Handbook

Proactive theatre list management regarding leave with 6-4-2 process.

Further Faster Anaesthesia &
Perioperative Medicine &
Theatres

Consider resources required to do more than one paediatric spinal deformity surgery in a day. |=

Apply ERAS principles of pre-operative education, pain management and early mobilisation.

Information provided to patients and carers, such as:

British Scoliosis Society - Patient Area (britscoliosis.org.uk)

British Scoliosis Society - Adolescent Idiopathic Scoliosis (britscoliosis.org.uk)
Home - Scoliosis Support & Research (ssr.org.uk)

Know The Facts 2024 by Scoliosis Support and Research - Issuu

16


https://britscoliosis.org.uk/Patient-Area
https://britscoliosis.org.uk/Adolescent-Idiopathic-Scoliosis
https://ssr.org.uk/
https://issuu.com/scoliosisassociationuk/docs/know_the_facts_ssr_2024_final?fr=sMDgyZjcxOTYyMjc
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Context:
The improvements and changes recommended in this checklist vary from quite small to much larger multi-dimensional changes, involving numerous

stakeholders, and you are encouraged to use your team or Trust’s preferred improvement approach to help you on your journey.

Within the GIRFT Academy, we have found a number of practical applications from behavioural and neuroscience, which you may find helpful at different
stages of your preferred change process, which we will be introducing to you as the programme progresses including resistors to change/addressing
‘threat’, recognising ‘unwritten rules’ at the heart of organisational culture, persuasion and influence, goal setting and habit formation. The GIRFT Academy

has also developed a pathway gap analysis process designed to shorten the improvement process and help teams to take ownership of change.

For more information on applying behavioural science you can contact Ruth Tyrrell, GIRFT Academy Director via girft.academy@nhs.net.

Applying Behavioural Science — SCARF® Resistors to Change Toolkit
Checklist: Addressing Resistors to Change

Not everyone perceives change as positive and welcome, therefore, to increase acceptance, it is good practice to understand where resistance to change

may come from, the cause of the resistance and what actions to take to address it.

Undertake a stakeholder analysis SCARF®
=] Multi Stakeholder Assessment Tool

SCARF® Model
vZ] Basic Worksheet

Undertake a SCARF® analysis — understanding fundamental threats of the proposed
change & how to address them

SCARF®

Resistors to Change Toolkit Guide

17


mailto:girft.academy@nhs.net
https://future.nhs.uk/GIRFTNational/view?objectID=171344677
https://future.nhs.uk/GIRFTNational/view?objectID=171344645

