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One or Two Level Anterior Cervical Discectomy, Fusion/Cervical Disc Replacement (ACDF/CDR), Posterior Cervical Foraminotomy v1.7

1st Presentation Referral
Surgical review & 

assessment

Lists for surgery & 

preparation
Day of surgery

Inpatient 

management
Discharge & follow-up

Neck and Radicular Pain: 1 or 2 Level Anterior Cervical Discectomy & Fusion/Disc Replacement, Posterior Cervical Foraminotomy

Patient information provided on ward prior to 

discharge

Wound Care

Single point of contact with wound clinic; 

Telemedicine review of wounds if required; 

Avoid empirically treating with antibiotics; 

Suture removal at GP 5-7 days post op if non 

absorbable

Pain management

Analgesia provided for 2 weeks post-op

Encourage mobilisation

Therapy on discharge

Patient advised on post-operative exercises

All patients have face to face review by physio 

with further physio reviews arranged if necessary. 

Advised to start reduction of pain medication

Patient completes BSR outcomes. 

Patients contacted if outlier or PIFU

BSR data submitted by patient. If 

unsatisfactory outcome then

Upright AP/Lateral Cervical Spine X-rays at 

12 months if ACDF or CDR and face to face 

review 

Face to Face / Virtual Review (by surgical 

team) post-surgery as per local protocols. 

UPRIGHT XRAY ONLY IF CLINICAL 

CONCERNS.

Patient completes BSR outcomes

Discharge
Target within 24hrs of Surgery)

At 2-3 weeks

6-8  weeks

At 6 months

At 1 year

7 Day extended  services 

including senior review & 

physiotherapy 

Criteria led discharge;

• Reasonably pain free 

Analgesia

• Swallowing and speech

• Neurological assessment 

• Voiding urine 

• therapy goals achieved; 

stairs/transfer ability; 

• OT equipment if required

• Care packages in place as 

needed

Post op medications 

Monitor vital signs . 

Pain Control

AM patients mobilise 

on day of surgery.

PM patients mobilise 

following morning.

Phase 1 enhanced 

recovery

2 nights prior to surgery: call to 

patient to check fitness & medication

Consistent Spinal theatre 

and anaesthetic team. 

Intraope

Admission on 

day of surgery

All patients admitted on day 

of surgery to ring fenced 

orthopaedic elective wards

VTE Risk assessment

Theatre staggered start times 

– morning list admit at 0730, 

afternoon list admit at 1130

WHO list protocol

TIVA where appropriate. 

Standard intraoperative

analgesic regime

Consent form confirmed

Pre-operative education:

BASS Booklets & further 

education as required.

Complete British Spine Registry 

Pre-operative assessment

within minimum 6 weeks prior to 

surgery inc anaemia; diabetic 

management ; infection control; 

medication checks;

Guidance on use of CDR to 

be followed as per NHSE 

guidance

List patient for

surgery triggering

following actions

Consent Clinic at Preop 

Assessment by Operating Surgeon

(May be undertaken virtually 2-6 

weeks before surgery)

Assessment by Spinal Team

Medical history & Imaging

Assess impact of pain on daily 

function

Physical examination and VAS, 

EQ5D, NDI etc. 

Neurological assessment and 

documentation

Discuss options including non-

operative and operative options. 

Risks of surgery treatment; 

confirmation proceed; discuss LoS & 

recovery; identify high risk patients 

based on age, comorbidities for 

comprehensive geriatric assessment 

and in-depth shared decision making 

consultation involving anaesthetic 

team

1st OPD appointment

face to face ideally within 6 

weeks

Triage & Treat Review / 

Assessment

Including Imaging if required 

Optimising patient for surgery 

GP begin optimisation of 

comorbidities in primary care: 

Diabetes, anaemia, cardiac, 

respiratory

Virtual Triage 

Review 

Treat and Triage 

Practitioner(s), 

Spine Surgeon & 

Pain Specialist

Medical History

Attempts at 

conservative 

treatment

Pain or functional 

disability 

Smoking cessation 

support Weight loss 

support

Patient education on 

condition and options

Surgical opinion 

agreed

Rehabilitation support

Physiotherapy,

lifestyle & weight loss 

BMI>30

Triage

ROUTINE

Physiotherapy 

Review

Discharge

Conservative 

treatment 

1st presentation in 

primary care

No Direct GP Imaging
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Improved

Pathway excludes patients presenting in primary care with red flags. Red flags include: suspected 

cauda equina syndrome, unwell/fever/night sweats, immunosuppression e.g. IV-DU, HIV, steroid 

use, chemotherapy, history of cancer, acute trauma – to be referred via emergency pathway
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Notes:

Shared decision making should occur at each stage of pathway

Please note patients with suspected cervical myelopathy should not be sent for Physiotherapy but 

directly to Triage & Treat service
2

3

1

Use of CDR Guidance https://www.england.nhs.uk/commissioning/wp-

content/uploads/sites/12/2015/10/d14-pa-cerv-disc-replcmnt-spnl-degen.pdf
3
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London Elective Surgery Recovery & Transformation Programme

Patient to be discussed at 

surgical MDT 

https://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2015/10/d14-pa-cerv-disc-replcmnt-spnl-degen.pdf

