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Spinal MTC National Survey

Prof. Michael McCarthy
Dr. Abdullah Jumaa Hadid
Dr. Kajanthini Suthaharan

Mr. Ravi Vemaraju
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Background and Aim 

Spinal trauma care in Major Trauma Centres (MTCs) varies widely across the UK,

particularly in team structure, consultant coverage, and access to intraoperative

technology. These differences may impact the quality and consistency of care.

This audit benchmarks the University Hospital of Wales (UHW) against national

MTC practices to identify areas of alignment and improvement.
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Methodology

All UK MTCs were contacted via email and phone to gather data on spinal service

configuration. Key metrics included consultant numbers and specialties,

senior/junior team composition, orthogeriatric input, preferred technique for pedicle

screw placement, and availability of navigation, robotics, and intraoperative

imaging. UHW’s practices were then compared against national trends.
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Questions on the survey 
-How many consultants are on the MTC Spinal on-call rota for spinal trauma?

-The MTC Spinal on-call consultants are ( Neurosurgeons, Orthopaedics, both )?
How many team members are on the middle grade covering spinal trauma? (Fellows / SpRs)

How many members at the junior grade covering spinal trauma? (ST 1-3 / FY 1-2)
Is the spinal unit covered by orthogeriatricians?

Preferred technique utilised in the unit to place pedicle screws in spinal trauma
Does the unit have navigation?

If yes, which system do you use?
Does the unit have a robot?

If yes, which system do you use?
Do you have O-arm or equivalent in theatre? If yes, which?

6
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Limitations

•Limited Accessibility to Spinal Teams:
Reaching spinal team members during working hours proved difficult due to clinical workload. Emails 
containing the survey were frequently overlooked or left unanswered.
•Alternative Contacts Offered Limited Help:
Attempts to contact other team members—including MTC coordinators, spinal nurse specialists, and 
junior doctors—often resulted in similar difficulties or uncertainty regarding specific survey questions.
•Uncertain or Incomplete Responses:
In some cases, the survey was completed by locum doctors or orthopaedic SPRs covering spinal services. 
This may have introduced inaccuracies, particularly around details of team structure and available 
systems.
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Responses

7
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Responses
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Approximately 60% of MTC centres answered 

the survey

Sales

Respon ded Did not Re spond

9
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Staffing

Metric UHW Other MTCs

Consultants on call for
Spines

6 6-13

Middle grades covering
spines

4 4-12

Juniors covering spines 2 0-9

10

10

Specialty

68%

13%

19%

Specialties

Both Neur osurge ry Orth opedics

11

11

Orthogeriatric Cover

75%

25%

Cover by orthogeriatrics

Yes No

12
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Preferred technique utilised in the unit 
to place pedicle screws in spinal trauma

• 55% of centres used Navigation 

• 30% of centres used free hands with x-ray 

• 15% of centres used other methods 

13
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Navigation

• Does the unit have access to navigation system 

• 78% of centres have access to Navigation 

• 22% of centres didn’t have it 

• UHW Spinal team doesn’t have access to navigation

14
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Systems used 

Globas Medtronic 
Stealth

Brainlab

15
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O-ARM use in theatre

• 70% used it

• 7% didn’t use it

• 23% of responders weren’t sure 
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Conclusion
The benchmarking audit reveals two key areas where the University Hospital of Wales differs from national trends:

• Junior Staffing Levels
• UHW has 2 junior doctors (ST1–3/FY1–2) regularly covering spinal trauma.

• The average across UK MTCs is approximately 4.7, indicating that UHW is staffed below the national average in this category.

• This gap may affect continuity of care, out-of-hours support, and training opportunities for junior staff involved in spinal trauma 

pathways.

• Access to Navigation Systems
• UHW does not currently have access to spinal navigation systems, whereas the majority of MTCs reported having some form of 

navigation, such as Medtronic Stealth or Globus platforms.

• This may have implications for precision in instrumentation, particularly in complex trauma cases, and could limit opportunities 

for surgical trainees to gain experience with contemporary technology.
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Suggestions

These findings highlight the need to:
• Review junior doctor allocation to the spinal rota at UHW to ensure adequate coverage 

and support.

• Explore the feasibility and clinical value of adopting navigation technology to align with 

national practice and enhance surgical capability.

18
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Plan 

Add more detailed questions regarding junior level doctors 
(Ward based vs Team based), wards covered while on call 

Gather more extensive data from all MTC centres before 
representing the findings 

Apply for NHS.Net accounts to email consultants on other 
MTCs

18
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THANK YOU!
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ENDOSCOPIC 
SPINE 
SURGERY 
DOES IT 
WORK?

- Aniruddh Agrawal 

1

ANATOMY 
OF LUMBAR 
SPINE

Skeletal anatomy looks relatively simple

2

NERVES, 
DISCS & 
LIG. 
FLAVUM

THESE ARE THE TARGETS 
OF THE SURGERY

3

MUSCLE

Stripped off in Open Surgery 

Split in MIS Surgery

4

LUMBAR 
SPINAL 
STENOSIS

• Ligamentum Flavum Hypertrophy

• Decreased Disc Height

• Facet Hypertrophy

5

TRADITIONAL 
METHODS OF 
MANAGEMENT

Open Surgery MIS -Tube 

6
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Open 
Surgery

Single midline incision 

Muscles split on either side 

Bone reached and removed 

Magnification – 0 (without microscope)

Field mostly red

7

Tube 
Surgery

Smaller Incision 

Muscle Splitting

Issues with Visualisation 

1 suction and 1  

8

9 10

WHAT IS THE 

ENDOSCOPIC 

PHILOSOPHY?

11

AVOID 
COLLATERAL 
DAMAGE

12
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TARGETTED 
APPROACH 
TO 
PATHOLOGY

Insert 8-10mm tube

Special Instruments 

Better Visualisation

14

Size of Incision 
for 2 level 
decompression

It’s not about the size of the incision, 
it is the lack of collateral damage

15

APPROACH

16

OUR 
TECHNIQUE

17

DOES IT WORK?

CLINICAL OUTCOMES RADIOGRAPHIC OUTCOMES

18
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Our Prospective Plan

RECRUIT
• 98 Patients

• 1 Level Stenosis
• No Previous 

Surgery, 
Spondylolisthesis, 
Multilevel etc.

MRI
• Measure 

Disc Height
• Measure 

Canal 
Surface Area

SURGERY
• Perform 

Endoscopic 
Surgery

MRI AGAIN
• Measure 

Disc Height 
& Canal 
Surface Area

Wait 18 
MONTHS  
Outcome & 
MRI AGAIN
• F/U of 77 

patients 

19

PATIENT DEMOGRAPHICS

98 PATIENTS (F/U n=77)
55.7 years 
ONLY 1 STENOTIC LEVEL

PAIRED T-TEST (p<0.01)

20

RADIOLOGICAL 
MEASUREMENTS

Canal Surface Area at levels A, B and C
Height of Discs at 1, 2 and 3

21

Example of 
MRI with 
Cross 
Sections

22

CLINICAL 
RESULTS

Oswestry Disability Index

Statistically significant difference 
between pre and post op 

No Statistical difference between 

post op and follow up

23

RADIOLOGICAL 
RESULTS

DISC HEIGHT ASSESMENT

Statistically significant difference 

between post-op and follow up

HOWEVER! NO CLINICALLY 

SIGNIFICANT DIFFERENCE!

24
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RADIOLOGICAL 
RESULTS

SPINAL CANAL AREA

Statistically significant difference 

between pre and post op 

No Difference between post op and 

follow up

25

IMPORTANT 
RESULTS
1)  Disc height – no clinically significant change

2) 70% improvement in canal surface area 

3) Maintenance of canal surface area at follow up 

4) Good Clinical Outcomes

26

WHAT OTHERS SAY

27

Monoportal endoscopy has the 
least radiologic dural expansion for 

equivocal clinical outcomes 

Heo DH, Lee DC, Park CK. Comparative analysis of three 
types of minimally invasive decompressive surgery for lumbar 
central stenosis: biportal endoscopy, uniportal endoscopy, 
and microsurgery. Neurosurg Focus. 2019;46(5):E9. doi: 
10.3171/2019.2.FOCUS197. PubMed PMID: 31042664. 

97 patients in 3 groups

28

Monoportal endoscopy has 
equivocal clinical outcomes 

compared to microscopic and open 
decompression

T an g  S , M o k T N , H e  Q , L i L , L a i X , S in  T H , e t a l. C o m p ariso n  o f 
c lin ic a l an d  rad io lo g ic a l o u tc o m es o f fu ll-en d o sc o p ic  ve rsus  

m ic ro sc o p ic  lum b ar d e c o m p re ss io n  lam in e c to m y fo r th e  tre a tm e n t 
o f lum b ar sp in a l s ten o s is : a  system atic  rev iew  an d  m eta -an a lys is . 

A n n  P a llia t M e d . 2 0 2 1;10 (10 ):10 13 0 -4 6 . E p ub  2 0 2 10 9 15 . d o i: 
10 .2 10 3 7/ap m -2 1-19 8 . P ub M ed  P M ID : 3 4 5 5 15 75 . 

Meta analysis

1727 patients in 10 Studies

29

Less post-op back pain, leg pain 
and lower complications

No difference in operative time and 
ODI

Pairuchvej S, Muljadi JA, Ho JC, Arirachakaran A, Kongtharvonskul J. Full-endoscopic 
(bi-portal or uni-portal) versus microscopic lumbar decompression laminectomy in 

patients with spinal stenosis: systematic review and meta-analysis. Eur J Orthop Surg 

Traumatol. 2020 May;30(4):595-611. doi: 10.1007/s00590-019-02604-2. Epub 2019 
Dec 20. PMID: 31863273.

Meta analysis

994 patients in 9 Studies

30
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THANK 
YOU

Aniruddh Agrawal 
MBBS, MS, MRCS (Eng)
Spine Fellow 
UHW

32



1

The Scoliosis 
list: Then and 
Now
David Lowes

1

The problem - cancellations

Scoliosis correction 
surgery is a major 

surgical intervention

Syndromic patients in 
particular often have 

additional medical 
comorbidities

Considerable 
resources go into the 
workup, surgery and 
post operative care

Cancelled patients 
mean resources are 
wasted, and there is 
opportunity loss for 

other patients

Considerable burden 
on patients and family 
both emotionally and 
potentially financially

2

Timeline

Peri-COVID-19 pandemic there was impression of a 
high number of cancellations

Post operative bed on Paeds HDU/ICU was a 
common problem

In 2023 the ‘Dragonfly’ beds were opened – HDU 
beds in the existing surgical ward footprint

This work has assessed the causes of cancellations, 
and the impact of opening the Dragonfly beds

3

Methods
• Retrospective review of Thetreman, Welsh clinic portal, and Bluespier

4

First data 
collection:
 Jan 2016 – 
June 2017

119 scheduled 
procedures

48 (40%) procedures 
cancelled
•47% due to no PHDU/PICU 

bed availability

5

Second data 
collection Jan 

2018-June 
2021

276 scheduled procedures

47 (17%) procedures cancelled 

• 63% due to no PHDU/PICU bed available

In addition to this, 66 lists were not 
utilised in this time period
• Only 3 directly related to no PICU bed 

availability

6
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Third data 
collection 

May 2023- 
April 2024

56 scheduled 
procedures

4 (7%) procedures 
cancelled
• 2 (50%) due to no PICU bed 

availability. No cancellations 
due to HDU bed availability 

7

Fourth data 
collection August 
2024 – Feb 2025

77 scheduled procedures

24 (31%) procedures cancelled
• 17% due to PICU bed availability
• Other cause for cancellations :

• 2 – equipment not ready
• 4 – no surgeon availability
• 2 – no anaesthetist availability
• 2 – patients not pre-assessed
• 1 – patient unwell

8
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Limitations

• Retrospective data collected by different people

• Relys on accurate information inputted to bluespear/theatreman

10

Discussion

• HDU bed availability no longer an issue 
• PICU bed availability still accounts for some 

cancellations, but this has dropped from 40% to ~15 %

• Some room for improvement in avoidable causes of 
cancellation

11

What have I 
learnt

• Progressing through training, the 
clinical management of patients 
becomes easier, the clerical 
management becomes harder

• Organisation of the Dragonfly 
beds would have been a big 
undertaking

• The more people who are 
involved, the more likely it is 
there will be an oversight

12
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Many Thanks
• Prof. Ahuja

• Abdullah Hadid

• Zoe James

• Riaz Mohammed

• Pranav Shah

• Kajanthini Suthaharan

• Ravi Vemaraju
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2 and 5 Year Revision Rates Following 
Primary Spinal Surgery

Ella Shore-N ye, 3rd Year C ardiff M edical Student

Tutor: M r Alexander D urst, C onsultant Spinal Surgeon

1
4/2/26

              
2

The aim of the service evaluation is to find the 2 and 
5 year revision rates for common spinal operations 

that took place within the CAV Health Board.

2 Year Follow  U p: 01/01/2013 to 

31/12/2022

5 Year Follow  U p: 01/01/2013 to 
31/12/2019 

2

Methods
The Bluespier Database was cross referenced with Welsh Clinical Portal to determine whether 
a patient has had a revision surgery, following a primary spinal surgery that took place within the 
allocated time frame.

Revision rates of common spinal operations within a 2 and 5 year follow up period were 
calculated. 

4/2/26
              

3

2 Year Follow Up: 01/01/2013 to 31/12/2022                                            5 Year Follow Up: 01/01/2013 to 31/12/2019 

3

Inclusion and Exclusion Criteria
Inclusion C riteria 2 Year Follow  U p

• Patient had prim ary spinal operation between 01/01/2013 and 31/12/2022 in the C ardiff and Vale N H S H ealth board.

• Revision operation is classed as another operation that took place w ithin 2 years of the original operation.

Exclusion C riteria 2 Year Follow  U p

• Patient has had prior spinal surgeries before 2013.

• Patient has died before 2 years has passed since their prim ary surgery.

• Insufficient evidence available on patient records to determ ine an accurate surgical history.

4/2/26
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Inclusion C riteria 5 Year Follow  U p

• Patient had prim ary spinal operation between 01/01/2013 and 31/12/2019 in the C ardiff and Vale N H S H ealth board.

• Revision operation is classed as another operation that took place w ithin 5 years of the original operation.

Exclusion C riteria 5 year Follow  U p

• Patient has had prior spinal surgeries before 2013.

• Patient has died before 5 years has passed since their prim ary surgery.

• Insufficient evidence available on patient records to determ ine an accurate surgical history.

4

Flow Chart Summarising 
Excluded Operations from 

2013-2022 Data Set.

4/2/26
              

5

5471 operations

3543 operations

5

Results

4/2/26
              

6

Categorised based on location and type of operation.

In bar chart as well as table format with a breakdown of the 
results.

6
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Cervical Operations

4/2/26
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Cervical Operations

4/2/26
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Operation Eligible No of Operations No of Revisions Revision Rate

ACDF(Anterior Cervical Decompression and Fusion) 449 31 6.90%

PCDF (Posterior Cervical Decompression and Fusion) 77 7 9.09%

Operation Eligible No of Operations No of Revisions Revision Rate

ACDF(Anterior Cervical Decompression and Fusion) 598 20 3.34%

PCDF(Posterior Cervical Decompression and Fusion) 130 12 9.23%

2 Year Follow Up

5 Year Follow Up
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Lumbar Decompression

4/2/26
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Lumbar Decompressions

4/2/26 10

Operation Eligible No of Operations No of Revisions Revision Rate

Lumbar Decompression 505 40 7.92%

Lumbar Decompression + Discectomy 220 23 10.45%

Lumbar Laminectomy 48 2 4.17%

2 Year Follow Up

Operation Eligible No of Operations No of Revisions Revision Rate

Lumbar Decompression 367 62 16.89%

Lumbar Decompression + Discectomy 187 38 20.32%

Lumbar Laminectomy 39 5 12.82%

5 Year Follow Up
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Lumbar Discectomies

4/2/26
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Lumbar Discectomies 

4/2/26
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Operation Eligible No of Operations No of Revisions Revision Rate

Lumbar Microdiscectomy 168 19 11.31%

Lumbar Discectomy 187 16 8.56%

2 Year Follow Up

5 Year Follow Up

Operation Eligible No of Operations No of Revisions Revision Rate

Lumbar Microdiscectomy 134 24 17.91%

Lumbar Discectomy 153 22 14.38%

12
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Interbody Fusions

4/2/26 14

Operation Eligible No of Operations No of Revisions Revision Rate

ALIF 31 3 9.68%

PLIF 14 2 14.29%

Posterior Lumbar Decompression and Instrumented Fusion 93 14 15.05%

Posterolateral Lumbar Fusion with Instrumentation 63 6 9.52%

TLIF 117 16 13.68%

XLIF 16 1 6.25%

2 Year Follow Up

Operation Eligible No of Operations No of Revisions Revision Rate

ALIF (Anterior Lumbar Interbody Fusion) 30 6 20.00%

PLIF (Posterior Lumbar Interbody Fusion) 13 3 23.08%

Posterior Lumbar Decompression and Instrumented Fusion 81 18 22.22%

Posterolateral Lumbar Fusion with Instrumentation 55 7 12.73%

TLIF (Transforaminal Lumbar Interbody Fusion) 103 20 19.42%

XLIF (Extralateral Lumbar Interbody Fusion) 13 2 15.38%

5 Year Follow Up
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Stabilisation and Fusions
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Trauma related
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Operation Eligible No of Operations No of Revisions Revision Rate

Posterior Lumbar Stabilisation 90 12 13.33%

Posterior Thoracic Fusion 30 1 3.33%

Posterior Thoracic Stabilisation 84 8 9.52%

Posterior Thoracolumbar Fusion 25 0 0.00%

Posterior Thoracolumbar Stabilisation and Fusion 67 8 11.94%

Posterolateral Lumbar Stabilisation with Instrumentation 90 5 5.56%

2 Year Follow Up

5 Year Follow Up
Operation Eligible No of Operations No of Revisions Revision Rate

Posterior Lumbar Stabilisation 66 11 16.67%

Posterior Thoracic Fusion 19 1 5.26%

Posterior Thoracic Stabilisation 40 5 12.50%

Posterior Thoracolumbar Fusion 20 1 5.00%

Posterior Thoracolumbar Stabilisation and Fusion 44 6 13.64%

Posterolateral Lumbar Stabilisation with Instrumentation 73 16 21.92%

16
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Operation Eligible No of Operations No of Revisions Revision Rate

Idiopathic Scoliosis Correction 225 13 5.78%

Neuromuscular Scoliosis Correction 54 1 1.85%

Operation Eligible No of Operations No of Revisions Revision Rate

Idiopathic Scoliosis Correction 143 14 9.79%

Neuromuscular Scoliosis Correction 32 2 6.25%

2 Year Follow Up

5 Year Follow Up

18
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Limitations
Insufficient 
Documentation

There were patients who needed to be excluded due to insufficient documentation. As these 
patients’ surgical history could not be confidently determined, they were excluded from the 
data as to reduce the risk of inaccuracy in revision rates.

Private Health Care The accuracy of revision rates may be affected by a patients’ choice to receive private health 
care.

Patients who move If a patient has moved out of the Cardiff and Vale Health board, there may be no indication of 
this on their records and follow up information may be missing.

COVID-19 The pandemic impacted all aspect of healthcare, and it is reasonable to assume that this 
could have altered revision rates and follow up treatment in ways we are unable to 
determined.

Risk Factors Analysis into the risk factors associated with the patients who underwent revision operation 
has not been done as part of this service evaluation. Further analysis to identify contributing 
risk factors will provide interesting information on the potential causes of these revision 
operations.
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Thank you!
Any Questions?
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The Central Vale Early Intervention Pain Clinic: 
An Evaluation 

Francesca Fulthorpe- Advanced Pain Management Practitioner

1

What if there isn’t a target for 
spinal intervention? 

2

3 4

5

Clinic Aims 

• Reduce inappropriate prescribing for persistent pain 
• Improve quality of life for people living with persistent pain

- Improve patient experience 
- Make primary care clinicians’ lives easier 

6
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The clinics
• Advanced Pain Management Practitioner
• Based in GP practices across Central Vale Cluster
• Clinician emails admin to refer, once seen patients can 

book directly as needed 
• 45-minute holistic assessment, 30-minute follow ups 
• >100% utilization 
• >21 new patient assessments/week 

7 8

Conditions seen n=248

Widespread pain 

Non-MSK 
pain

Persistant 
Spinal Pain 

Other MSK 
pain

9

Assessment Outcome (n=77)
Expedite secondary care referral: 3%
Neurology referral: 3%
Bloods 3%
Refer Back in Action: 1%
Desensitisation: 1%
Refer Living Well with Pain: 1%
Self-refer ESCAPE pain: 1%
MDT with Anaesthetist: 1%
Refer Orthotics: 1% 
CAVDAS: 1%
FCP: 1%
GP Review: 1%
Corticosteroid Injection with GP: 1%
Refer Psychosexual Counselling: 1%

 

Self-management advice: 85%
Pain Education: 82%
Resources Given: 32%
Medication advice: 31%
Prescription change: 31%
Flare-Up Plan: 24%
Opioid Taper: 16%
Exercise Prescription: 16%
CORE Physio Referral: 11% 
Refer to anaesthetists for intervention: 8%
Communicate with MSK Physios: 6%
OT self-referral 6%
Imaging: 6%
Primary Care Mental Health Gateway 6%
Pain Management Programme: 6%
Hand Therapist  3%

 

10

Secondary Care Pain Referrals 

• Approx 150 secondary care pain referrals from central vale 
cluster every year 

• Proactively reviewing referrals to secondary care pain and 
seeing in primary care wherever appropriate.

• Since initiation of primary care pain clinic- referrals have gone 
up! 

- June 2023 13 referrals 
- June 2025 17 referrals 

11

Cost per Appointment

Advanced Pain Management Practitioner: £54.40

Secondary Care Outpatients: £160-180

12
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Clinician Feedback (n=11) 

• 100% felt pain clinic had improved patient experience 
• 100% felt the pain clinic had made clinician’s lives easier 

“We have had a number 
of chronic pain patients 
reduce their pain 
medication burden. This 
has been something we 
have struggled to 
achieve”

“A few very complex 
patients have been seen 
and they have had a 
good outcome, very 
comprehensive and 
professional 
assessment”

“Many patients have 
accepted someone 
independent and more 
specialised advising 
about non-
pharmacological 
management options” 

13

Clinician 
Feedback: 
What could have 
been better?

14

Patient Feedback (n=17)

• 100% felt they were always listened to 
• 100% felt that staff were always kind and caring 
• 100% felt that the person they saw today was the right 

person to help them understand and manage their pain
• 100% felt they were always involved in decisions about 

their care 
• 88% gave their overall experience 10/10, 12% gave it 9/10 

15

Patient Feedback 

“I felt listened to 
and believed”

“Everything was explained and 
discussed in detail, I left feeling all 
my questions/worries were 
answered”

“I should have seen 
someone like you a 
long time ago”

“So kind, you made me feel 
normal, we were amazed that 
we got an appointment so 
quickly and that you sorted us 
out”

16

17 18
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19 20

Clinical 
Outcomes 

21

Wider Impact 

• Interprofessional Learning 
• Patient Education 
• Conference 

22

What next?

• Psychologist Recruitment 
• 12-week exercise intervention 
• Care Home Training 
• Group Interventions 
• Spread and Scale 

23
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Questions or Suggestions?

francesca.fulthorpe@wales.nhs.uk
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Audit of NICE Guidelines NG59:
Low back pain and sciatica in over 
16s: assessment and management
CAV Integrated OP physio service

Jo Hutchings
Advanced Physio Practitioner

Cardiff Spinal Surgery Research Symposium
11 Jul 2025

1

What is NG59?

• NG59 are guidelines for assessing and managing low 
back pain and sciatica in people aged 16 and over

• Outlines physical, psychological, pharmacological and 
surgical treatments to help people manage in their 
daily life

• Aims to improve people's quality of life by promoting 
the most evidence based, effective forms of care 

2

What did we do?

Reviewed NG59
Set target standards 

and create AMaT 
Performa

Data collection (Jul 
24):

Audited 120 notes 
of physios in C&V 
from Oct 23 to Jan 

24.

Data analysis:
Compared 

Performance to 
standards using 

AMaT

Presented results
Implemented 

changes and plan 
care

Cycle repeated

The steps in the audit cycle (BMJ 
2012)

3

120 patients

Urgent referral 33%

Routine referral 67%

Prioritisation of referral

RESULTS

4

Undergoing ongoing treatment with 
physio OP

Discharged from Physio OP

21% 79%

38

22
18

9

5

Documented Red flag screening

6
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PROMs

Has a more complex intervention been 
considered for a complex presentation, 
ie psychological therapy/mental health 

support?

Yes 6%

No 94%
2

98

0

100

0
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Ha s a STa rT Ba ck  qu es tion na ire b ee n
c om ple ted ?

Ha s a PSF S s co re b ee n co m ple ted ?

% age of physios w ho used STarTback or PSFS

7

Use of Imaging

8

Options talk, advice and self-
management

Advice and inform ation 
provided about low  back pain 

to support self-m anagem ent?

Advice given on continuing 
w ith norm al function?

D iscussion of various options 
available w ith evidence of 
patient choice?

87% of physiotherapists 
discussed options with 
evidence of patient 
choice

70% of physiotherapists 
gave advice on normal 
function

87% of physiotherapists 
provided information to 
support self-
management

9

Exercise program

10

Manual therapy

11

Alternative treatments
Treatment Was this treatment offered?

Yes No

Corset or support belt X

Foot Orthotics X

Rocker Shoes X

Traction X

Acupuncture X

TENs X

Interferential Therapy X

X = 100%

12
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Combined Physical and Psychological 
Program (Back in Action)

17% offered 
BIA

13

Referrals for invasive management

Referral for a 
radiological guided injection

3% referred

Referral for a 
spinal surgeon or 

virtual clinic discussion

5% referred

14

Summary

• Relatively low levels of referral for imaging and injection/surgical 
consideration
• Generally follow NG 59 recommendations for conservative care
• Could improve on use of PROMs – SB helpful to explore yellow 

flags and ID patients who may benefit from CPPP
• Low use of manual therapy

15

Current position

Reviewed NG59
Set target standards 

and create AMaT 
Performa

Data collection:
Audited 120 notes 
of physios in C&V 
from Oct 23 to Jan 

24.

Data analysis:
Compared 

Performance to 
standards using 

AMaT

Presented results
Implemented 

changes and plan 
care

Cycle repeated

16
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An audit to compare whether spinal assessment in trauma patients at 
Prince Charles Hospital meet the standards set by BOAST guidelines.

Supervisors: Miss Aureola Tong (consultant foot and ankle surgeon, Prince Charles Hospital)

  Mr Arash Ghoroghi (core surgical trainee, Prince Charles Hospital)

Project lead: Catherine Henderson (year 4 medical student, Cardiff University)

IS THAT SPINE 
DEFINITELY FINE?

1

Introduction
Spinal injury? Immobilisation Imaging 

2

Objectives

3

To develop an intervention to improve current practise

To assess whether current practise at Prince Charles 
Hospital adheres to the new BOAST guidelines 

To identify any areas for improvement in current practise 

To use this audit as a pilot study with the intention of 
making this a multicentre project 

1
2
3

4

4

Method 

5 6
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no 
ankylosing 
spondylitis 
patients in 

sample

audit focus on 
assessment NOT 

management 
and follow up

7

Sample 
demographics

8

Average 
age: 61.6 
years old 

Age range: 
3-98 years 

old

m/c 
mechanism 

of injury: 
fall

53.7% 
female

9

Results and 
discussion  

10

11

Part A: initial 
assessment 

12
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13

Part A: initial assessment 
Criteria N.o of 

patients
%

Age and comorbidities 75/123 61
Mechanism of injury 100/123 81.3
Pain/neurological symptoms on sitting/standing/walking 
if no other symptoms/signs

41/123 33.3

Presence or absence of an inability to rotate the cervical 
spine 45 degrees

2/123 1.6

General clinical/neurological assessment 63/123 51.2

14

Part B: imaging

15 16

Part B: imaging

45 patients had 
imaging investigations

44 patients had 
CT imaging

100% met slice 
thickness 

recommendations 

38 patients had C 
spine imaging, whole 
body trauma CT and 

brain CT 

2 patients had C spine 
fractures 

CT 
angiography

6 patients had C spine 
imaging only 3 patients 

had no 
rationale

3 patients 
had isolated 

C spine injury

2 patients had MRI

17

Part C: imaging 
reports 

18
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19

Part C: imaging reports 
44 patients 

had CT scans 

Time of injury 
recorded in 27 

cases

N.o of reports 
available <1hr of 

injury

N.o of reports 
available <24hr 

of injury3 patients did not p/c 
at the time of injury

24 patients

21
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Interesting observation
Criteria N.o of patients %

Report of spine imaging available within 1hr of ED arrival 32/44 72.7

Report of spine imaging available within 24hrs ED arrival 42/44 95.5

0. 00% 25. 00% 50. 00% 75. 00% 100 .00 %
Re por t avai la ble  w it hi n 24 hr s ED  a rr i val Re por t avai la ble  w it hi n 1h r of  ED  a rr i val

21

Limitations 

Retrospective 
study design 

Don’t have 
other 

hospitals 
compliance 

22

Conclusions 

23

To assess whether current practise at 
Prince Charles Hospital adheres to the 
new BOAST guidelines 

To identify any areas for improvement 
in current practise 

1
2

Poor adherence to BOAST 
2025 guidelines at Prince 
Charles Hospital 

Inadequate 
documentation

To develop an intervention to 
improve current practise

To use this audit as a pilot study with 
the intention of making this a 
multicentre project 3

4

Multicentre project is 
required 

Intervention is required

24
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Recommendations 

25

Standardised 
spinal 

assessment 
protocol 

Targeted 
clinician 

education

Re-auditMulticentre 
project

26

Miss Aureola Tong 
(consultant foot and 

ankle surgeon)

Many thanks to…

… for being the most marvellous mentors and 
supporting me with this project! J

Mr Arash Ghoroghi 
(core surgical 

trainee)

27

Thank you for 
listening!  

Any questions?
28

References 
1. National Institute for Health and Care Excellence (NICE). Spinal Injury: Assessment and Initial 

Management (NICE Guideline, n.o 41). 2016 [accessed 02 Jun 2025]. Available from: 
https://www.ncbi.nlm.nih.gov/books/NBK367841/#ch7.s1 

2. Sandean D. Management of acute spinal cord injury: A summary of the evidence pertaining to the acute 
management, operative and non-operative management. World J Orthop. 2020; 11(12):573-583. doi: 
10.5312/wjo.v11.i12.573

3. WHO. Spinal cord injury. 2024 [accessed 02 Jun 2025]. Available from: https://www.who.int/news-
room/fact-sheets/detail/spinal-cord-injury 

4. British Orthopaedic Association Standards for Trauma (BOAST). Assessment of the spine in the trauma 
patient. 2025 [accessed 02 Jun 2025]. Available from: https://www.boa.ac.uk/resource/boast-
assessment-of-the-spine-in-the-trauma-patient.html 

5. Tzatzairis T, Firth G, Loke WJ, et al. Does compliance with BOAST guidelines matter? A review of spinal 
trauma management. J Pediatr Orthop B. 2020. doi: 10.1097/BPB.0000000000000770 

6. Khirsheh O, Yusuf K, Dutta A, et al. Education and Training to Improve Compliance with BOAST 
Documentation Standards. Br J Surg. 2023. doi: 10.1093/bjs/znad258.65 

7. Trockels A, Ahluwalia A, Harris J, et al. Spinal clearance and management of spinal cord injury in the 
emergency department. Br J Hosp Med. 2020. doi: 10.12968/hmed.2020.0131

8. South Wales Trauma Network. Quality Statement. [accessed 06/07/2025]. Available from: 
https://trauma.nhs.wales/about-us/quality-
statement/#:~:text=It%20is%20estimated%20there%20are%20approx.%202%2C500%20cases,around%
20700%20major%20trauma%20cases%20in%20North%20Wales. 

29

https://www.ncbi.nlm.nih.gov/books/NBK367841/
https://www.who.int/news-room/fact-sheets/detail/spinal-cord-injury
https://www.who.int/news-room/fact-sheets/detail/spinal-cord-injury
https://www.who.int/news-room/fact-sheets/detail/spinal-cord-injury
https://www.who.int/news-room/fact-sheets/detail/spinal-cord-injury
https://www.who.int/news-room/fact-sheets/detail/spinal-cord-injury
https://www.who.int/news-room/fact-sheets/detail/spinal-cord-injury
https://www.who.int/news-room/fact-sheets/detail/spinal-cord-injury
https://www.who.int/news-room/fact-sheets/detail/spinal-cord-injury
https://www.who.int/news-room/fact-sheets/detail/spinal-cord-injury
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://www.boa.ac.uk/resource/boast-assessment-of-the-spine-in-the-trauma-patient.html
https://trauma.nhs.wales/about-us/quality-statement/
https://trauma.nhs.wales/about-us/quality-statement/
https://trauma.nhs.wales/about-us/quality-statement/
https://trauma.nhs.wales/about-us/quality-statement/
https://trauma.nhs.wales/about-us/quality-statement/
https://trauma.nhs.wales/about-us/quality-statement/


1

3D-PRINTED GUIDES VS FREEHAND PEDICLE 
SCREW PLACEMENT IN THE SURGICAL 
TREATMENT OF PAEDIATRIC SPINAL 

DEFORMITY

BY LOUIS CLAYTON W ith special thanks to Michael McCarthy, Alwyn 

Jones, Sophie Griffiths and Nicole Lau

1

BACKGROUND

- Paediatric spinal deformities

 - Freehand Vs 3D-printed guides (3DPGs)

 - The pros and cons?

 - Current challenges

 - The importance of  accurate and efficient 
screw placement

Jones J, Idiopathic scoliosis with posterior spinal fusion. Case 
study, Radiopaedia.org https://doi.org/10.53347/rID-89552
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AIMS & METHODS

AIMS: TO COMPARE THE SURGICAL, CLINICAL AND 
RADIOLOGICAL OUTCOMES

HYPOTHESIS: IMPROVED ACCURACY AND EFFICIENCY, 
WITH SOME DRAWBACKS 

PICO FRAMEWORK:
Patient/Problem
Investigation
Comparison
Outcome(s)

TIMEFRAME

This study used cases from a 7 year period between 2018 
and 2025

WHERE

University Hospital of  Wales

WHO

Inclusion/exclusion criterion

OUTCOMES

Clinical, radiological and surgical parameters

NUMBER OF CASES

N = 144 (freehand = 70, 3DPG = 74) 

3

METHODS
Records identified 
through database 

(n=155)

Records after 
eligibility criteria 
applied (n=144)

Record breakdown 
(freehand = 70, 

3DPG = 74)
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RESULTS – CLINICAL OUTCOMES
OUTCOMES: P-VALUE:

Age On Day of  Surgery 0.412

Operation Time 0.492

Blood Loss 0.528

Length of  Post-Operative Hospital Stay 0.011

CT Dose DLP <0.001

Post-Operative CT Required? 0.731

Return to Theatre (RTT) 3/12 0.592
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RESULTS – RADIOLOGICAL OUTCOMES
OUTCOMES: P-VALUE:

Pre-Operative Cobb Angle 0.565

Post-Operative Cobb Angle 0.591

Change in Cobb Angle 0.810

Malplaced Screws on Post-Operative 
Imaging

0.045

Long Screws on Post-Operative Imaging 0.032

% of Screws Missed 0.281

Image Intensifier Dose 0.282
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RESULTS – SURGICAL OUTCOMES
OUTCOMES: P-VALUE:

Number of  Levels Instrumented 0.210

Time per Screw <0.001

Time per Level Instrumented 0.137

Total Number of  Screws <0.001

Screws Malplaced Intraoperatively 0.054

Osteotomies 0.069
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A GRAPH TO SHOW THE TIME TAKEN PER SCREW IN 
FREEHAND VS 3D PRINTED GUIDE APPROACHES 

11

DISCUSSION & CONCLUSION
FREEHAND: 3D-PRINTED GUIDES:

Lower radiation exposure Less time per screw (efficiency)

Less malplaced screws on post-operative 
imaging (accuracy)

Less long screws on post-operative 
imaging (accuracy)

Shorter post-operative hospital stay***

12
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SO, WHAT’S NEXT?

 - Comparison of  3D guide systems (Medacta Vs Firefly)
  - Is there potential to combine 3D guides with robotics

  - Cost, access and learning curve considerations

13

THANK YOU! ANY QUESTIONS?
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Evaluating The Use Of 
PROMs In The Spinal 
Outpatient’s Department At 
University Hospital Wales

(1)

(2)

1

Introduction

Patient reported outcome measures (PROMs) assess health, disability and quality 
of life. They provide a holistic view of patients and assess treatment outcomes. 

In UHW, patients respond to PROMs using the online British Spine Registry. The 
most recent annual review showed:

u 53% preoperative forms completed 

u 28% postoperative forms completed

How can completion rate be improved?

2

Objectives

To analyse PROMs data from patients attending the spinal outpatients’ 
department at UHW

To understand whether PROMs are useful and assess if in person, paper 
questionnaires yield a higher completion rate

3

Methods

uA prospective study 
uPatients were given a paper questionnaire to 

complete 
uA variety of PROMs were used: EQ5D VAS, NDI, 

ODI, GAD7, PHQ9, and questions about 
demographics and life satisfaction

uResponses manually recorded in excel and 
analysed using SPSS statistics

uA literature search was conducted

4

Results- Sample analysis

100 patients, mean age of 56

36.1% of patients had to cut down on their usual 
activities

Only 2% reported their quality of life as very good.

48.5% reported it as bad or very bad. 

5

Results- Sample analysis
uA selection of the PROMs were compared to normative data.
uThey were significantly worse than the normative (p<0.05).

PROMs Sample (n) Normative (n) T score P value

EQ5D VAS 44.67 (SD 24.77) 82.5 (SD 17)  -14.73 <0.00001

NDI 48.4% (SD 24.6) 33%  5.008 <0.00001

GAD7 10.79 (SD 6.49) Women= 3.2 Men= 2.7 Women= 10.908 
Men= 11.627

<0.00001

PHQ9 13.06 (7.26) Women= 3.1 Men= 2.7 Women= 12.802 
Men= 13.316

<0.00001

6
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Results- Completion

u 85% of the forms 
were completed 
either fully or with 
only 1 or 2 
questions missed.

u Most common 
skipped questions 
were the BRS and 
PHQ9. 

7

Discussion

u Spinal patients at UHW had worse PROMs scores than average
u Literature has described an association between worse PROMs scores 

and recovery
u Therefore: PROMs can be useful to: 

u help predict recovery
u Assess success of surgery/treatment

u Paper questionnaires filled out in clinic have a higher completion rate 
than PROMs answered online using the BSR
u Practicalities of forms

8

Areas for 
improvement

u All patients who attended the outpatient's 
department were asked to complete a form

u Most patients were new, some were follow up

u If further work was done on this project, I would 
investigate new patients and follow up patients 
separately. I would also like to follow up with the new 
patients, to see how their PROMs scores progress.

9

Conclusions

Spinal patients at UHW have worse PROMs scores than 
the average population
Useful to implement

In person, paper questionnaires yield higher completion 
rates

10
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Cervical Fractures and Fixation
Literature Review- Michael Wahba

Long Term Employment and 
Functional Outcomes following: 

1

Introduction

The average incidence of 
cervical spine fractures 

ranges from 4-17 
individuals in every 

100,000 per year, within 
general western 

populations 

• Of all blunt force/polytrauma patients 10% have 
spinal fractures, one-fourth of which are located in 

the cervical spine.

• Of the cervical spine injuries ≈due to the 
neurovascular anatomy of 50% develop spinal cord 

injuries the cervical region.

• Falls account for the most common cause, followed 
by motor vehicle accidents, biking, and driving

• Mortality ranges from 5-10%

• These injuries can be devastating—up to 10% of 
trauma patients with cervical fractures sustain 

neurological deficits 

These segments are susceptible to injury because 
they transmit significant motion and weight whilst 

housing both the spinal cord and vertebral 
arteries. The result is long-term disability, loss of 

work capacity, and social and financial hardship.

2

Hanover
and Tyke

AIMS & Rationale

To evaluate: Long-term functional recovery 
following cervical fractures and fixation

To evaluate: Long-term employment 
outcomes following cervical fractures and 
fixation 

To identify: Positive and negative predictive 
factors influencing RTW rates

To Address: The current gaps in literature 

Why was this important:

• Return to work is a crucial and measurable 
outcome reflecting not just physical recovery, 
but social reintegration, economic 
independence, and psychological well-being

• Existing literature disproportionately 
emphasizes short-term outcomes such as 
hospital length of stay and complication rates.

• Cervical spine injuries are commonly cited in 
disability benefit applications, workers’ 
compensation claims, and litigation related to 
motor vehicle accidents or workplace trauma.

• Quantifying Economic Damages and Loss of 
Future Earnings

3

Methodology

Search criteria: keywords 
such as “traumatic spinal 

injury” “long-term outcomes,” 
“functional outcomes,” 

“chronic pain,” “post-fixation,” 
“long-term employment,” and 

“return to work,” 

Filters were applied to prioritise 
primary studies, systematic reviews, 
cohort studies and meta-analyses 
published within the last 20 years. 

Furthermore, some references were 
chosen manually from the 

bibliographies of relevant articles. 

Search strategy: A Structured search 
was conducted primarily using 
PubMed, Medline, and Elsevier, 
focusing on studies related to long-
term outcomes following cervical 
fracture fixation. 
: 

Stage Details

Identification - Databases searched: PubMed, MEDLINE, Embase, Google Scholar 
- Years covered: 2004–2025

Screening
- Title and abstract screening conducted 
- Duplicates removed 
- Exclusion: Paediatric studies, short-term thoracolumbar studies, irrelevant outcomes

Eligibility

- Full-text articles assessed for relevance 
- Inclusion: Adult patients with cervical fractures (± spinal cord injury), predictors for return-to-
work
- Minimum 6-month follow-up with employment or functional outcomes

Included
- Final studies included: 13 peer-reviewed articles 
- Study types: Retrospective cohorts, prospective studies, meta-analyses, reviews

4

Conservative- Non-operative management

 
Conservative (Nonoperative)

Indications
Stable, well-aligned fractures in neurologically intact 
patients

Technique External immobilisation for 6–12 weeks, using a hard collar 
or Halo Vest. Strict compliance and frequent monitoring

Pros
Avoids surgery and anaesthesia; good for comorbid 
patients; even if bone healing fails, stable fibrous healing is 
often achieved 

Cons
Discomfort, skin sores, muscle deconditioning; halo risks 
(pulmonary issues, mortality); risk of delayed surgery due 
to impaired healing/union

Outcomes

Functional outcomes often turn out similar to those after 
surgery for comparable injuries – multicentre study of 
elderly odontoid fractures found no difference in long-term 
neck disability or recovery between surgical and collar-
treated groups, (De Bonis et al. 2019).

Surgical Management (Operative)

Surgical (Operative)

Indications Unstable, displaced, or neurologically compromised fractures; SLIC 
≥5; failed conservative care

Technique
C1–C2- posterior fusion, anterior odontoid screw, occipito-cervical 
fusion
C3-C7- Anterior cervical discectomy and fusion (ACDF) 

Pros

Immediate stability; allows earlier mobilisation. Fusion rates are 
higher than nonoperative care (e.g. ~80% vs ~37% for odontoid 
fractures in one series (Harris et al. 2021)
 

Cons

Operative risks: infection, anaesthesia, bleeding. Longer hospital 
stay with adjacent higher in-hospital complications, e.g 
pneumonia and wound-site infections (Jiang et al. 2024)

Outcomes
Higher fusion, the surgery group had significantly lower mortality 
rates 5.52% vs 9.6% (De Bonis et al. 2019), however, long-term 
function is often comparable when injury and age are matched.

5

Employment Outcomes Post-Injury and Surgery

Return-to-Work (RTW) Rates: Highly variable across studies (range ~37% to 80%)

Study RTW Rate Follow-up 
Duration

Notes

Tang et al. (2024) 58% Meta-analysis >11,000 spinal surgery patients

Alhabeeb et al. (2024) 38% 2-year follow-up
Saudi centre; 173 surgically-treated 
traumatic spine fractures. 59% of that 
group were neurologically intact

Keihanian et al. (2023) 79% 3-year follow-up
Iranian cohort; mixed fractures ± SCI. 
75% returned by 10 months

Jaffe et al. (2024) 52% 5 years
RTW dropped from pre-injury 79%; 
avg. income loss: CAD $20,275/year

Ramakrishnan et al. 
(2011)

78.7% 2 years
Shift to self-employment (from 9% to 
64.6%)

6
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Functional Outcomes – Short-Term vs Long-Term

Short term outcomes: 3-6 months

• Acute phase: Patients typically have severe neck 
pain, muscle spasm, and very limited motion 
immediately after surgery.

• By ~3 months, most fractures show solid healing on 
imaging and immobilisers can be removed- gradual 
reactivation of daily tasks begins.

Intermediate outcomes:1 year

• Most neurologically intact patients are back to 
near-normal function.

• Typically experience mild residual neck pain or 
stiffness, but these are minor—manageable with 
intermittent therapy or pain relief.

Long-term outcomes: 2-5 years

• In one retrospective study following subaxial fractures and fixation, 51.4%  of patients improved by at least one AIS 
Impairment Scale (AIS) grade and 15.5%  improved by two or more AIS grades on long-term follow-up (Fredø et al. 2016).

• A 5-year follow-up study of 168 patients assessing functional outcomes using standardised measures (the Activity Measure 
for Post-Acute Care),  found that on average, patients had only mild-to-moderate limitations in mobility and daily 

activities (Filiberto et al. 2022).

• However, following Jefferson burst fractures and surgical fixation, patients’ self-assessed health-related quality of life at 
follow-up was significantly below  both population norms and their pre-injury perception (Dvorak et al. 2005).
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Key 
Predictors of 
RTW & 
Functional 
Recovery

Positive predictors:
• Health and support- Full coverage health insurance coverage and strong social 

support network positively influence RTW (Keihanian et al. 2023)

• Higher education level- Higher education was strongly associated with greater 
RTW rates, since those individuals often had jobs with lighter physical demands 
compared heavy manual labour.

• Male sex- Males more likely to RTW than females (meta-analysis: 68% of men vs 
42% of women returned after spine surgery (Tang et al. 2024)

• Surgical outcome- In operative cases, shorter operative time and less blood loss 
are linked to higher RTW rates – each additional 100 mL blood loss and hour of 
surgery was associated with a significant reduction in RTW odds (suggesting more 
complex surgeries = worse outcomes) (Alhabeeb et al. 2024).

Negative predictors:
• Severity of spinal cord injury- : This is arguably the most critical factor. If a 

patient has a complete SCI, their chances of returning to their prior employment 
(especially if it was physical work) are slim to none.

• Fear of disease progression-  Worrying that work will aggravate their illness, will 
reduce the possibility of patients returning to work.

• Older Age- Younger patients tend to heal faster and have fewer comorbidities, 
and importantly, they are often at a stage of life where work and career are a 
priority (they need to get back to work to support families or advance careers)
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Future 
Perspectives 

Gaps in the 
Literature &

Limited High-Quality Evidence and Heterogeneity- 
• Most outcome studies for cervical fractures are Level IV case series with small 

sample sizes
• Existing studies often lump diverse injuries together (e.g. any “spinal fracture”) 

Outcomes Measures Variability

Prospective Cohort Studies/ Service evaluation

Standardise Outcome Measures:
• Use validated PROMs (QOL measures- SF-36, Neck Disability Index) and clear definitions 

(e.g. RTW = return to pre-injury job vs any employment) to improve comparability

Qualitative Research: Consider patients’ perspectives
• Qualitative studies on barriers to return to work or quality of life challenges, such as 

psychosocial factors like fear of re-injury or workplace discrimination, need exploration.

Include SCI Patients
• Specifically study patients with cervical fracture + SCI for tailored post-op reintegration 

measures 

• Many reports rely on non-standardized or subjective outcomes, surgeon 
reported “success” outcomes. 

• Return-to-work definitions vary (any job vs. pre-injury job, full-time vs part-time)

Short Follow-up or Loss to Follow-up: 
• Long-term data (≥5 years) are relatively scarce. Some studies report 1-year 

outcomes but not beyond.

• Long-term cohort studies for cervical spine fractures to track standardized outcomes (pain, 
function, RTW, QoL)

9

Conclusion- Clinical Implications

• Holistic Rehab & Support: Treat recovery as multidisciplinary – physical healing and 
social/vocational reintegration

• Patient Counselling: Use evidence-based data to set realistic expectations. Reassure 
neurologically intact patients of a generally good prognosis but also prepare them for 
some persistent symptoms.

• Policy/System Changes: Advocate for workplace accommodation programs and 
insurance policies that facilitate gradual return.

• Disability Benefits & Compensation Mapping: Results from future studies would 
identify what types of disability benefits and compensation patients with cervical 
fractures (with or without SCI) may be eligible for.

Thanks 
for Listening
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Defining what Constitutes a ‘Healed’ Spinal 
Fracture in a Patient Managed with Non-

Operative Treatment

M O I Z A  A S I F ,  M R .  S A V I T H R U  P R A K A S H

C A R D I F F  S C H O O L  O F  M E D I C I N E

1

Background

• There is no national standard which defines a “healed” 
spinal fracture

• The “healing” is based on clinicians’ expertise

• This can lead to inconsistent management across the UK

• Delays/discrepancies in care

2

Project Aims
Explore clinical and imaging 

features clinicians use to 
define healed fractures

Identify common trends 
through a national survey

Compare with existing 
literature

Assess consensus on healing 
times

3

Methodology

Created a survey using Google Forms

Questions based on literature + supervisor 
input
Sent to 130 clinicians (spinal surgeons & 
radiologists)
Responses obtained: 32

Responses were analysed using graphical 
summaries generated by Google Forms

4

Results
Clinical Findings 

Common clinical signs used to identify healed fractures:

Resolution of pain- Most common

No percussion tenderness

No pain on axial loading of the spine

Preferred healing timeframe: 3–6 months

2.

1.

3.
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Results
Radiological Findings 

X-Ray:

• Arrest of progressing kyphosis

• Arrest of progressive vertebral body height loss

CT:

• Bridging callus

• Visible trabeculation

MRI:

• Resolution of bone marrow oedema

• Loss of persistent fracture line

7

CT scan features

MRI scan features

8

Comparison with Literature

Literature supports these key signs:

• Absence of fracture line

• Bridging callus

• Resolution of oedema

• Matches expert responses!

9

Lane-Sandhu score

10

Limitations

• Small sample size (32 responses)

• Radiologists underrepresented

• Limited statistical power
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Conclusion

• Clear patterns of clinical and radiological signs are present despite no formal guidelines

• Resolution of pain, bridging callus formation and absence of a fracture line were the most 
commonly associated features of a healed spinal fracture

• The results support the need for national criterion to guide assessment and management

• Survey will be refined and redistributed to build a more accurate  and representative 
consensus

12
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Thank you!

• Any questions?

13
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A Retrospective Review of Posterior 
Cervical Spine Surgery in Cardiff from 

2013-2023 (Part 1)

Miss T K Lau, Miss S J Griffiths, Prof M J McCarthy, Mr I Chopra, Mr A Jones,        
Mr P Davies, Mr S Ahuja, Mr S James, Mr F Brooks, Mr N Moideen, Mr J Howes

1

Why Study Cervical Spine Surgeries?

• Cervical spine pathologies can cause pain, motor weakness and 
sensory loss, negatively impacting quality of life

• Surgeries are becoming more common due to ageing 
populations

• Posterior approaches are associated with higher infection rates 
and complex revisions. (1)

2

Our Objectives

• Frequencies of different anterior and posterior 
cervical spine procedures

• Rates, reasons and patterns of revision 
surgeries

3

Methods Overview
Anonymised surgical data collected (BlueSpier + Welsh Clinical Portal).

Microsoft Excel for cleaning and filtering

SPSS for statistical analysis:

4

Posterior Cervical Decompression (PCD)

• Involves removing bone 
(lamina) or soft tissue to relieve 
pressure on the spinal cord or 
nerves.

Figure 1: Posterior cervical decom pression approach. Shows 

surgical exposure through posterior neck. Source: NeupsyKey, 
2023. 

5

Posterior Cervical Fusion (PCF) 
• The stabilisation of cervical 

spine using rods, screws, and 
bone grafts.

Figure 2: Post-operative cervical posterior fusion with screws and rods. Depicts 
posterior instrumentation for spinal stability. Source: Mayo Clinic, 2015. 

6
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Posterior Cervical Decompression and Fusion (PCDF)

• Combines decompression with fusion in a single 
operation.

7

Primary Surgeries – procedures

• Total posterior approach-related primary surgeries: 282
• PCDF: 133 (47.2%)
• PCF: 49 (17.4%)
• PCD: 38 (13.5%)
• Occipitocervical fusions: 13 (4.6%)
• Other: 41 (17.3%) – including combined (done with 

both anterior and posterior approach, posterior 
procedures which extends to the thoracic or lumbar 
region, excision of lesion, haematoma evacuation.

8

Elective vs Non-Elective

• Elective: 187 surgeries (66.3%)
• Non-Elective: 95 surgeries (33.7%)

9

Primary Surgery – Age

• Mean: 62.71 years
• Youngest: 18
• Oldest: 94

Age at Procedure
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Figure 3. Age distribution of primary posterior cervical surgeries in Wales from 2013-2023

10

Indications for Primary Surgery

• Degenerative (disc disease, cervical stenosis etc): 
171 (60.6%)

• Trauma: 84 (29.8%)
• Tumour: 10 (3.5%)
• Inflammatory (ankylosing spondylitis): 7 (2.5 %)
• Infection: 6 (2.1%)

• Congenital: 2 (0.7%)
• Iatrogenic: 1 (0.4 %)
• Idiopathic: 1 (0.4 %)

11

Approach for Primary Surgery

• Posterior neck only: 252 (89.4%)
• Anterior neck with Posterior neck: 20 (7.1%)
• Posterior neck with Posterior thoracic: 5 (1.8%)

12
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Was there a revision?

• No: 256 (90.8%)
• Yes: 26 (9.2%)

Figure 4. Proportion of cases requiring revision surgery.

13

Independent t-Test: Age at Procedure 
vs Revision Surgery

Objective: 
• To assess if there is a significant difference in patient age between those who required revision 

surgery and those who did not.

Group comparison:
• No revision group: Mean age = 63.17 years (n = 256)

• Revision group: Mean age = 58.15 years (n = 26)

• Patients who underwent revision were significantly younger than those who did not.

• Mean difference = 5.02 years
• 95% CI = 0.514 to 9.522 years

14

Revision vs Procedure types

• Posterior Occipitocervical Fusions (23.1% revision), appear to carry 
higher revision risks

• PCDF (10.5% required revision) and PCF (8.2% revision)
• The low revision rate in PCD (2.6% revision rate)

15

Revision Surgeries Overview

• 26 patients out of 282 patients needed 
revision surgeries

• Total revision surgeries: 32

Age at Procedure
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Figure 5: Age distribution of revision 
posterior cervical surgeries in Wales 
from 2013-2023
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Revision Surgeries—Procedures
• Wound washout: 10 (31.2%)
• ACDF: 7 (21.8%)
• Extension of PCDF: 5 (15.6%)
• Removal of metalwork (ROM): 3 (9.3%)

• The following procedures has 1 procedure (3.1%) each: 
1. Cervival foraminotomy, 
2. Extension posterior occipitocervical fusion
3. Revision of screw
4. posterior occipitocervical fusion
5. wound debridement
6. wound debridement + washout + ROM
7. wound washout + Halo application + ROM
8. wound washout + cervical laminectomy + ROM
9. wound debridement + PICO application

17

Revision Surgeries—Indications

• Wound infection: 14 (43.8%)
• Continued Pathology: 4 (12.5%)
• Adjacent Segment Disease: 3 (9.4%)
• Metalwork failure: 3 (9.4%) 
• New symptom (e.g. deformity/neurology/ pain): 3 

(9.4%)

• Inadequacy of primary procedure: 2 (6.3%)
• Wound Dishiscence: 1 (3.1%)
• Failure of fusion: 1 (3.1%)
• Trauma: 1 (3.1%)

18
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Revision Surgery Timing
• Immediate (<24h): 0 (0%)
• Early (1–30 days): 12 (37.5%)

• Delayed (31–90 days): 4 (12.5%)
• Late (>90 days): 16 (50.0%)

Figure 6: Timing of revision procedures post-surgery.

19

Conclusion

• Wound complications are the leading cause of 
revision surgery in posterior approaches. 
Stricter perioperative infection control 
protocols needed

• Many patients have their revision surgeries 
late, post-operative complications might 
appear late, follow-up appointments over a 
longer period of time are needed.

20

• Certain posterior procedures may have higher 
revision likelihood. Targeted audits can help 
identify risks and areas for improvement.

21
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Being a Spinal 
Registrar is not 
Easy 
Peter Rageeb MRCS, MSc

T&O Spinal Registrar 
University Hospital of Wales 

1

Joining the Spine Team 
UHW
• Started spinal rotation with enthusiasm (and 

nerves!)

• Highly collaborative and supportive team
• Busy Centre- Great opportunity for 

exposure 
• MTC all Wales – South Wales Spinal Network

• 1st 3 Months àPaediatric Spines
• 2nd 3 Months àAdult Spines

2

The Team is 
Different!!

• Spinal Surgeons are great Surgeons, but they are 
different. 

• Lovely Nurse practitioners

• Theatre Scrub team is also different.

• Don’t forget we have Neurosurgeons

• Free morning coffee treat from the boss

• Too many meetings.

3

Job Description 
• Spinal Registrar! – Also, Cover the 

T&O Oncalls

• In fact: 
• SHO
• Senior Fellow
• Secretary 
• Email Referrals.

4

My Recent Experience in Spinal Surgery- 5 Months

COMBINED ON-CALLS T&O AND 
SPINES, INCLUDING AMBER: 42 

SHIFTS

THEATRES: 14(6 WERE 
CANCELLED)

CLINICS: 7

5

Operating Experience

• From Retractors to Suction to 
Closing Skin!
• Lumbar decompressions/ Fusions
• ALIFs
• ACDFs and posterior fusions
• Complex deformity and trauma 

cases

6
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MDT Meetings

Weekly Radiology, Oncology and PT 

7

Nutshell- What I have done 

LOGBOOK CASES: 20 
SPINE CASES- 11 

ORTHOPAEDIC CASES

RESEARCH/ AUDITS: 
NIL

2 ORTHOPAEDIC 
COURSES

SYMPOSIUM/

PRESENTATION 

LEADERSHIP COURSES TEACHING: ATLS 
INSTRUCTOR- MEDICAL 

STUDENT TEACHING

8

It was not Easy
• Complex Cases

• Long Surgical Procedures
• Long working hours

• Teamwork and Collaboration
• Pressure and Stress

9

Reflections 
and 
Takeaways

Spinal surgery has challenged me 
technically and intellectually.

High precision, high responsibility.

I’ve developed a deeper appreciation for 
patient-centred, multidisciplinary care.

The work is demanding, but the outcomes 
can be life-transforming.

"You may not remember every patient, but 
they’ll always remember how you made 
them feel."

10

Thank You

Thank you to spine team for 
your support

Happy to take any questions!

11
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WOODGROVE
BANK

DATA STILLBIRTH: ANALYZING 
CODING GAPS IN SPINAL 

TRAUMA SURGERY

4th Annual Cardiff Spinal Surgery 
Research Symposium
R. Vemaraju, S. Prakash (lead)
July 2025

1

WOODGROVE 
BANK

INTRODUCTION & BACKGROUND 
• Despite significant spinal trauma surgical activity, 

the Welsh health dashboard showed zero cases last 
year.
• This discrepancy prompted an investigation into 

coding practices and data capture.

2
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WOODGROVE 
BANK

INTRODUCTION & BACKGROUND 
• Despite significant spinal trauma surgical activity, 

the Welsh health dashboard showed zero cases last 
year.
• This discrepancy prompted an investigation into 

coding practices and data capture.

3

3

WOODGROVE 
BANK 4

4

WOODGROVE 
BANK

OBJECTIVE

• Investigate the reasons behind the 
underreporting of spinal trauma surgeries.
• Perform a retrospective analysis of coding 

practices for spinal trauma surgeries during 
FY 2023/2024.

5

5

WOODGROVE 
BANK

STUDY DESIGN 

• Retrospective analysis of coding data.
• Identification of key issues.
• Implementation of prospective interventions 

to improve coding accuracy.

6

6
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WOODGROVE 
BANK

SUBJECTS & DATA 

• All patients who underwent instrumented spinal 
trauma surgeries in FY 2023/2024 and FY 
2024/2025.

• Excluded procedures: discectomies, decompressions 
for cauda equina, etc.

7

METHODS
• Data comparison using Microsoft Excel.
• Review of operative notes and coding processes.
• Monthly audits with senior reviewers.

7

WOODGROVE 
BANK

RESULTS – FY 2023/2024 

• 110 instrumented spinal trauma cases 
identified.
• Only 6 cases had relevant ICD 10 and OPCS 

codes recorded.
• Coding delays (>6 months) led to the cases 

not being registered on the dashboard.
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WOODGROVE 
BANK

RESULTS – FY 2024/2025 

• 122 cases identified.
• Proper coding applied after audits.
• 4 cases could not be coded due to inadequate 

operative notes.

10
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WOODGROVE 
BANK

FINANCIAL IMPACT & CONCLUSIONS 

• Basic HRG code (HC20H) study indicates 
minimum revenue of GBP 7,651 per case.
• Estimated loss: GBP 841,610 in FY 

2023/2024 due to undercoding.
• Highlights the importance of resource 

allocation for accurate coding.

12
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WOODGROVE 
BANK

KEY TAKEAWAYS 

• Accurate coding is essential for proper 
hospital reimbursement.
• Dedicated audits and review can improve 

data capture.
• Investment in staff and infrastructure is 

critical to prevent data loss.

13
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WOODGROVE 
BANK

RECOMMENDATIONS 

• Multidisciplinary approach is needed for 
improvement.
• Regular audits and targeted training.
• Improving IT infrastructure and staffing in 

coding departments.
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Impact of the 20mph Speed 
Limit on Spinal Trauma 
Admissions to the Major 
Trauma Centre for Wales

Sanjana Purbhoo1, Michael McCarthy2

1Cardiff University School of Medicine 
2University Hospital of Wales

1

• Motor vehicle collisions (MVCs) are a common cause of spinal trauma

• Introduction of new speed limit in Wales on 17th September 2023

• Aim to reduce incidence, related injury and burden on NHS

Background

2

• Injury probability increases with crash speed

• Limited studies on effectiveness of speed limits

• Insufficient literature on 20mph speed limits and spinal trauma

Current Literature

3

1. To assess the number of MVC-related spinal trauma admissions to 

the MTC for Wales 1-year before and 1-year after implementation of 

the new 20mph speed limit.

2. To analyse the data including demographics, mechanism of injury, 

management and location. 

Aims

4

Patients admitted to the MTC with ‘vehicle incident’ and who sustained spinal trauma.

Methods
Study Design

Inclusion Criteria

SWTN database produced for all patients admitted to the MTC from 17/09/22-04/01/25 with 

mechanism of injury recorded as ‘vehicle incident’.

1. Patients admitted between 17/09/22-16/09/23 = ‘pre-20mph’

2.Patients admitted between 17/09/23-01/01/25 = ‘post-20mph’

5

• 1,306 patients admitted with ‘vehicle incident’

• 306 patients sustained spinal trauma

• 276 patients included in study

• 136 patients admitted pre-20mph 

• 140 patients admitted post-20mph

Results

6
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Results

Variable
Pre-20mph 

(n=136) 
Post-20mph

(n=140)

Age
Paediatric (<18) 3% 7%
Adult (18≤ x≤ 64) 78% 76%
Geriatric (≥65) 19% 23%

Gender
Male 74% 66%
Female 26% 34%

Anatomical region

Cervical 18% 20%
Thoracic 28% 26%
Lumbar 27% 29%
=2 regions 24% 21%
=3 regions 3% 4%

Road user

Car 45% 48%
Motorbike 24% 17%
Bicycle 7% 4%
Pedestrian 15% 16%
Other 9% 15%

Management
Conservative 84% 84%
Surgical 12% 14%
Conservative and surgical 4% 2%

7

Number of Patients admitted to the MTC as ‘Vehicle 

Incident’ before and after the 20mph Speed Limit

8

• 20mph speed limit has had no significant impact on spinal trauma 

admissions to the MTC for Wales

• Road safety campaigns and stricter police enforcement are required 

to improve driver compliance with speed limits

• Further studies over a longer period would be beneficial

Conclusions
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Preventing Pressure Sores in Spinal 
ICU Patients: A Re-Audit Following 

Guideline Implementation
Sarah Mohamed, Michael McCarthy

1

What are Pressure Sores?
• ‘An area of skin and the tissues below that are damaged as a 

result of being placed under pressure sufficient to impair its 
blood supply.’
⚬ Occurs in patients confined to bed or chair (e.g. SCIs).

• Graded from 1 to 4 based on tissue depth. 
⚬ Commonly affected sites:
￭ Occiput
￭ Sacrum 
￭ Heels

Background

2

3

Pressure Sores in Spinal Patients

• 2022 audit in UHW: 15.5% of spinal patients admitted to ICU developed pressure 

sores
⚬ Common causes: 

⚬ Immobility

⚬ Spinal precautions

⚬ Co-morbidities.

• No standardised manual handling protocols at the time

• New guidelines introduced in July 2023 to improve care and reduce incidence. 

4

5

Aims

To assess the impact of 
protocol changes on 

pressure sore incidence.

To examine pressure sore 
frequency in spinal ICU 

patients.

To analyse patient 
demographics and 

relevant risk factors.

6
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4 : Co lle ct Key  D a ta  +  A na lyse

Demographics, sore grade/location, guideline adherence. Data analysis performed using SPSS.

3 : C rea te  Sp ina l ICU  D a tabase

All ICU spinal admissions during the same timeframe (regardless of pressure sore)

2 : Iden tify  Sp ina l Pa tien ts

Reviewed notes/discharge summaries to flag spinal pathology.

1 : DATIX  Reports

ICU pressure incidents (Jan 2023 -  Dec 2024).

Methodology

7

Criteria

Inclusion
• ICU admission with spinal injury/pathology 

between Jan 2023-Dec 2024

• Grade 2 or above pressure sores

• Sores over bony prominences (occiput, 

sacrum, heel)

Exclusion
• Admission outside this timeframe

• Pressure sores Grade 1 or below

• Sores over non-bony areas or caused by 

intubation (e.g., mouth). 

8

• 84 Spinal ICU patients included
• 12 patients (14.3%) developed pressure sores
• Most common locations:

⚬ Occiput (35.3%)
⚬ Sacrum & heel (23.5% each)
⚬ Lower neck (5.9%)

Results

9

Results 
Aim: To assess the impact of protocol changes on pressure sore incidence.

10

Results 
Aim: To analyse patient demographics and relevant risk factors.

11

• Spinal ICU patients remain at high risk for pressure sores. 

• Pressure sore incidence slightly reduced (15.5% →  14.3%) after 
guideline implementation.
⚬ Improved outcomes and compliance seen in those adhering to 

guidelines.
⚬ Limitations:
￭ 30 patients with unclear documentation or not under spinal 

precautions.
• Occiput = most common sore site →  collar care may need review. 

Conclusions

12
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Unlocking AI’s Potential in Diagnostic and 
Treatment practices

Setareh Majidian

2nd year Ph.D. Student 
Cardiff Business School, Cardiff University

Majidians@cardiff.ac.uk

Maneesh Kumar

Professor in Service Operations 
Cardiff Business School, Cardiff University

KumarM8@cardiff.ac.uk

1

Cancer diagnosis

Treatment risk model 
development

Identifying 
abnormal 

cases

Ambient AI 
transcription

Mass screening

Case prioritization

Individual 
screening

Personalized 
treatment

The AI Boom in 
Healthcare – But How 
Is It Used in Practice?

2

Previous research

Exploring how discrepency resolved 
between AI diagnosis and clinicians’ insight.

Exploring how intra-professional groups 
make sense of AI and how it reshapes their 
roles.

Evaluating diagnostic performance: AI vs. 
clinicians (accuracy, specificity, recall). AI vs. Clinician 

AI-Clinician
collaboration

Role identity

3

Research questions

RQ2)

How are the perceived AI’s 
potential actualized in disease 
diagnosis and treatment? 

RQ1)

How do clinicians make-sense the 
potential of AI in disease diagnosis 
and treatment?

4

Semi-structure interview with clinicians
ü Alan Turing Institute
üNHS Fellowship in Clinical AI
üOrthopaedic Research UK
üBritish Society of Breast Radiology
üRoyal College of Radiology (RCR)
ü…

Methodology

Analysis

Thematic analysis of ~25 interviews
Qualitative coding using Nvivo12

5

AI appreciation- affordance actualization

6
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AI aversion- affordance actualization

7

Primary, secondary, or tertiary care
Radiology and imaging, case prioritization, AI 
automatic transcription....

Case analysis
How clinicians use AI tools in disease diagnosis and 
treatment practices.

Benefits, challenges, and risks
Identify potential drawbacks or challenges, and benefits.

Determine 
Potential cost savings 

Impact on service quality and workforce productivity

2-3 live application 
of AI cases

Analysis

Explore

Service evaluation

What do I need?
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Thank You 
Majidians@cardiff.ac.uk
KumarM8@cardiff.ac.uk
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A Retrospective Review of 
Cervical Spine Surgery in 

Cardiff – Anterior Approach
Miss S J Griffiths, Miss T K Lau, Prof M J McCarthy, Mr I Chopra, Mr A Jones,        

Mr P Davies, Mr S Ahuja, Mr S James, Mr F Brooks, Mr N Moideen, Mr J Howes

1

Introduction

• Cervical spine pathologies can cause pain, motor weakness and 
sensory loss, negatively impacting quality of life

• Surgeries are becoming more common due to ageing populations

• Posterior approaches are associated with higher infection rates and 
complex revisions1

• Similar studies have found revision rates between 1.2% and 7.9%2-7

1. Aleem IS, Pakala K, Khanna R, Kerezoudis P, Gandhoke GS. Infection prevention in cervical spine surgery. J Spine Surg. 2020;6(Suppl 1):S106–S117. 

2

Aims

• To categorise primary cervical spine surgical procedures 
carried out within a 10-year period

• To identify rate, cause and timing of revision surgery

3

Method

1st January 2013 à  31st December 2023

• Clinic Letters
• Discharge Advice Letters (DALs)

2013 2014 2015 2016 2017 2018 2019 2020 20222021 202320122011

2013 2014 2015 2016 2017 2018 2019 2020 20222021 202320122011

4

Results

• 796 patients had primary operations,  846 surgical procedures included 
overall.

• 42 patients (5.3%) had at least one unplanned revision
• 50 revision procedures took place
• Maximum number of revisions for a single patient was 3

• Mean age at primary procedure was 54 years (SD±13.0, range 18-94)

5

Anterior Approach - Procedures

6
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Anterior Approach – Approach and Timing

• 772 (97.0%) anterior approach
• 20 (2.5%) combined anterior and posterior approach
• 4 (0.5%) anterior approach and incision to approach another 

aspect of the spine

• 618 (77.6%) procedures were elective
• 178 (22.4%) procedures were non-elective

7

Anterior Approach – Cause for Surgery

8

Anterior Approach – Revisions

• Mean time between primary and revision operation is 909 days 
(SD±920, range 3-3150)

9

Anterior Approach – Revisions

10

Anterior Approach – Revisions

11

Anterior Approach - Conclusions

The rate of revision for an anterior approach is 5.3%

Approximately three quarters of primary operations were elective

The most common reason for revision surgery to take place was an 
inadequacy of the primary procedure

Most revision surgeries took place more than three months after the 
primary operation

12
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Combining Both Approaches
• 1057 patients had primary operations, 1153 surgical procedures 

included overall

• 68 patients (6.4%) had at least one unplanned revision
• 82 revision surgeries took place
• Maximum number of revisions for a single patient was 4

• 60 patients (5.7%) underwent a primary procedure to a different aspect 
of the spine during the same period

• Mean age at primary procedure was 56 years (SD±13.8, range 19-94)

13

Combining Both Approaches

14

Conclusions

The rate of revision in our hospital was 6.4%

Of the patients who had cervical spine surgery, 5.7% also required surgery 
to a different aspect of the spine

The most common reason for revision surgery to take place was wound 
problems

Most revision surgeries took place more than three months after the 
primary operation

15
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Spinal Post operative 
notes adherence to 
Royal College of 
Surgeons’ Guidelines

Taofeek Adeyemi 

Fourth Annual Cardiff Spinal Surgery Research Symposium          July 11th 2025

1

What’s the big deal about operation 
notes?

Account of procedure
Communication

Communication Medico-legal

Audit, research, logbook

#Operation notes Saga

2

Background
• Operative notes play a pivotal role in 

providing a comprehensive account of 
surgical procedures.

• These medical records are indispensable 
for the immediate postoperative 
management of patients and long-term 
follow-up care.

3

Background
Aim: To assess compliance with RCS  
guidelines on operative notes

Objectives:
• To give evidence based assurance that 

standards are maintained
• To identify any areas of concern with 

surgical note documentation
• To ensure a consistent pattern of 

documentation

4

5

Methodology

• Blue spier was used to extract information from post-operative notes 
of adult and paediatric spinal patients operated in the first quarter of 
2025
• In total 141 patients operative notes were reviewed against the RCS 

checklist
• Data was gathered, analysed and presented

6
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Results & Analysis • 82% Consultants
• 18% Fellows
• 79% Template used
• 21% Free text

16 13
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Con su lt ant Fel low

A U T H O R  O F  O P E R AT I O N  N O T E S
Fr ee text Tem pl ate
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Results & Analysis
• Date and time

• Elective/emergency procedure
• Names of the operating surgeon and assistant
• Incision
• Operative Diagnosis
• Operative findings 
• Operative procedure carried out
• Any problems/complications
• Any extra procedure performed and reason 
• Details of tissue removed, added or altered
• Post Operative care instruction
• Signature 
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Results & Analysis

62%

38%

A N A EST H E T IST ’S  N A M E  D O C U M E N TAT IO N

Do cu me nte d Un docum ent ed

Template vs Free Text         Odds Ratio: 0.48
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Results & Analysis
• Implant identity (89%)
• Anticipated blood loss  (91.5%)
• Antibiotic prophylaxis  (91%)
• Closure Technique (97%)
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Results & Analysis

82%

18%

co ns ultan t fellow s
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Results & Analysis
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Limitations

• Use of ambiguous terms
• ICT limitations
• Complexity of coding

13

Take home message

• There is an acceptable rate of compliance with RCS 
guidelines
• Increase awareness of RCS guidelines
• Consistency with documentation
• More detail evaluation taking into consideration specificity 

in entering key detail to aid audit and research.

14
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