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Spinal surgery has evolved significantly in the UK over the last 70 years, into a 

subspecialty in its own right. The establishment of Regional Spinal Networks across 

the country is part of the wider changes happening within the NHS, mirroring the 

setting up of trauma and cancer networks, all of which are aimed at improving 

patient care.  

Training is central to any profession. To be successful, training must be of the best 

standard possible. Standardisation of curricula reduces variation in clinical practice. 

The Interface Training Group model provides the opportunity for curriculum based 

training between two specialities providing overlapping clinical care.  

Neurosurgery and Orthopaedic surgery have come together to put forward a 

proposal for a Spinal Training Interface Group. Both specialities treat spinal 

conditions. Neurosurgeons are expert on skull base and intradural work. 

Orthopaedic surgeons understand bone biology and instrumentation at a high level. 

The amalgamation of both specialities is a natural progression to advance the 

training of future spinal surgeons in the UK and Ireland.  

This proposal is the combined work of the neurosurgical and orthopaedic spinal 

communities in the UK. As such, it represents our view of the way forward for 

training in spinal surgery in the UK and has the backing of our combined societies 

and professional bodies.  

 

Niall Eames MD FRCS Tr Orth 

Consultant Spinal Surgeon 

UK Spinal Training Interface Group project lead 

 

April 2017 
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2 The proposal in summary 

The combined professional societies 

representing neurosurgery and orthopaedic 

spinal surgery in the UK, in combination 

with the SACs of both neurosurgery and 

trauma & orthopaedics wish to establish a 

Spinal Training Interface Group (STIG) 

programme in the UK.  

These will utilise the evolving Regional 

Spinal Network (RSN) of spinal hubs and 

partner hospitals. 

We aim to phase in STIG across NHS 

England initially with 5 posts, increasing to 

10 and then 14 over a 5-year period.  

Spinal surgery on these islands exists with 

significant communication and interaction 

between countries and national professional 

societies. Consequently, over a similar time 

frame, we aim to introduce STIG posts in 

Scotland, Wales, Northern Ireland and the 

Republic of Ireland.  

This will result in a network of curriculum 

based training posts enhancing training, 

patient care and quality of service against a 

background of rising demand.  

As with all TIGs, the Severn Deanery will 

administer the process of selection and 

allocation of trainees. The Fellowships will 

be prior to the award of certificate of 

completion of training (CCT). 

Each post will be for a minimum of one 

year. 

A STIG committee will be established by 

advertisement and interview once funding is 

secured. This committee will administer and 

manage selection of appropriate centres 

and will also develop the curriculum.  

The curriculum will integrate with ICSP and 

incorporate competency assessment. The 

modular format will have three basic spinal 

modules and an optional specialist module. 

The aim is to achieve competence as a day 

one spinal consultant.  

An example of a suitable RSN is the 

Peninsula RSN in the Exeter region. 

Appendix 4 includes data from the Spinal 

GIRFT review showing their suitability for a 

STIG trainee.  
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3  Budget for NHS England 

Per trainee: 

Salary costs for centres are funded at the 

base rate of  £25,690  

Placement fee of  £13,007  

Study leave allowance £1000 

Course allowance £750 

 Total £40,447  

 

Annual administrative costs: 

Annual charge from the Severn Deanery                                   

   £16,680                                           

Other admin costs  £5000 

  Total £21,680 

 

Year 1 

5 STIG trainees   5x  £40,447 

   £202,235 

  + £21,680 

  Total £223,915 

 

Years 3 to 5 

10 STIG trainees 10x £40,447 

   £404,470 

  + £21,680 

  Total £426,150 

 

Years 5 onwards 

14 STIG trainees   14x £40,447 

   £566,258 

  + £21,680 

  Total £587,938 
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4 Spinal Surgery in the UK 

Spinal surgery in the United Kingdom 
has changed radically since the 1950’s 
(1,2) 

In the 1950s F.G Allen at the Royal 
Orthopaedic Hospital performed the first 
instrumented fusion for spinal deformity 
using titanium turnbuckle rods. These 
were superceded by stainless steel rods 
introduced by Paul Harrington in the USA 
in the 1960s. 

Anterior surgery for tuberculosis of the 
thoraco-lumber spine was developed in 
the 1950s by Arthur Hodgson in Hong 
Kong. Internal fixation for thoraco-lumbar 
fractures improved significantly in the   
late 1960’s  with the introduction of 
pedicle screws by Roy-Camille in France 
permitting reduction and fixation. These 
techniques were progressively 
introduced into British spinal surgery. 

In 1974 Robert Mulholland set up a 
spinal research unit at Harlow Wood 
Orthopaedic Hospital.  Spinal surgery at 
that time was based around surgery of 
the disc and the management of back 
pain.   

With the rapid expansion of spinal 
surgery, a spinal unit was set up in 
Oswestry in the early 1970’s with Jack 
O’Brien as director.  O’Brien had trained 
in Hong Kong and introduced the 
concept of spinal training to the UK 
creating specific fellowships in spinal 
surgery.  He was joined by Steve 
Eisenstein and David Jaffray who had 
already trained as spinal surgeons.    

Dedicated spinal surgery appointments 
were few and usually based in centres 
dealing with spinal deformity in 
adolescents and children.   

One of the UK fellows, John Webb who 
trained in Oswestry and the United 
States, returned to Harlow Wood as an 
experienced spinal surgeon in the early 
1980’s. 

At that time, Mike Sullivan and John 
Getty were heavily involved in spinal 
training with the view that the surgeon 
would have an interest in spines rather 
than being exclusively spinal 
surgeons.  In the mid 1980’s Harlow 
Wood was closed and Nottingham 

established its own spinal unit directed 
by John Webb.   

The Centre for Spinal Studies and 
surgery was created, training spinal 
surgeons who would be exclusively 
spinal surgeons.  By the early 1990’s  
two spinal fellowships emerged, one in 
Nottingham and one in Leeds where 
Professor Robert Dickson had developed 
a spinal unit to train spinal surgeons. 

In 2003 to conform with European 
requirements, the UK altered the 
numbered registrar to a specialist 
registrar and converted the CCST to 
CCT – the certificate of completion of 
training.   

The orthopaedic training program that 
developed came under the auspices of 
the new post graduate training board 
(PMTB).  The consequence was that the 
exposure to spinal surgery was reduced 
to a maximum of six months during this 
six-year training period.  It became clear 
that the aspiring spinal surgeon would 
have to gain much more experience to 
practice spinal surgery as a sub 
speciality.   

Until the late nineties a majority of 
neurosurgical practice focussed on 
intracranial surgery, with some spinal 
surgery, including decompressive 
procedures for degenerative conditions. 
Often orthopaedic assistance was sought 
when instrumentation was required.  

This changed significantly with a rapid 
reduction in requirement for intracranial 
surgery following the introduction of 
coiling of cerebral aneurysms, and 
chemotherapy, contoured beam 
therapies and immunotherapy for brain 
tumours. Attention shifted significantly 
towards spinal surgery and spinal 
instrumentation.  

Funding for training posts however had 
been handed to post graduate deans 
who are not empowered to fund post 
certification training. Therefore, the 
individual units had to attract funding for 
spinal fellowships on the basis of service 
and need.  It was in the hands of 
individual leaders in the field of spinal 
surgery to establish these specialist 
training posts.   
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“providers 

recognise the 

need for fully 

trained spinal 

surgeons” 

“impossible 

to separate 

training and 

manpower 

planning 

from service 

provision” 

5  A service fit for the future 

In March 2010, the Spinal Task Force 
chaired by John Carvell, produced its first 
report (3) aimed at supporting 
commissioners in delivery of high quality 
spinal services. 

The government 18- week waiting time 
target had resulted in a rising demand for 
orthopaedic services in general and 
increased the already long waiting time 
for patients with spinal conditions. This 
was accompanied by contracting 
provision as small scale providers 
withdrew from spinal services.  In 2010 
only 55% of providers and 45% of 
commissioners achieved the 18- week 
target time for treatment in orthopaedics 
as a whole.   

Many providers reorganised local 
assessment and treatment services and 
restricted referrals. The number of 
patients waiting for spinal surgery rose 
with a consequent rise in chronicity due 
to delays in treatment. 

Complex spinal surgery and spinal cord 
injury were identified as specialist 
services in the 2012 report by the Clinical 
Advisory Group to the Department of 
Health. Centres offering these 
specialised services are now defined 
across the UK (Service specification 
D14).  

In January 2013, the Spinal Taskforce, 
again chaired by John Carvell produced 
its second report “Commissioning spinal 
services - getting services back on 
track”(4), outlining the issues to be 
addressed to ensure the right range of 
services were available for patients 
which were clinically robust and easily 
accessible for both elective and 
emergency care. 

In particular, it identified geographic 
“black spots” where services were 
unavailable locally and a flow of patients 
between primary, acute and tertiary care 
would be appropriate, efficient and 
effective. It also emphasised the need to 
improve the quality and provision of 
services for patients with lumbar back 
pain for whom surgery was not an option. 

 

 

In 2013 access rates had risen for all 
those with spinal problems, including 
those with radicular pain rising from 74 to 
121 per 100,000 of the population.   

The report called for commissioners to 
be aware of local and national trends 
whilst analysing how care provided by 
orthopaedic spinal surgeons and 
neurosurgeons overlapped, to plan better 
care pathways and clinical networks, 
supporting service delivery development 
across the country. 

It went on to assert that “it was 
impossible to separate training and 
manpower planning from service 
provision.”   

10 principal recommendations were 
made, the first of which was the 
establishment of spinal networks.   

 “All commissioners of spinal services 
should ensure that comprehensive spinal 
networks are established to facilitate 
integrated care pathways.  Clinically 
commissioning groups must interface 
along these pathways.  The networks for 
general spinal work must be co-ordinated 
with the individual and sometimes other 
networks for trauma and cancer”.   

  

It was further recommended that 
commissioners should ensure that 
providers recognise the need for fully 
trained and assessed spinal surgeons.  

It suggested that commissioners and 
providers should ensure that spinal 
surgeons could provide a full range of 
decompressions and basic reconstructive 
techniques at completion of training with 
some sub specialty training.   

“By the time they are appointed all 
consultants should be competent in the 
assessment of all management and 
surgery of 80 to 90% of spinal 
emergency presentations.” 

It further recommended that  

“neurosurgical and orthopaedic spinal 
surgeons within the same health 
economy should work closely together to 
provide an on-call service and improve 
commissioning arrangements”.   
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“The relevant professional bodies should 
ensure that pre CCT spinal training is 
provided”. 

The 2013 report concluded  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

6 Regional Spinal Networks 

Currently, 14 regional spinal networks (5) 
are being established across England.  
They aim to –  

• Provide excellent patient care 
through national and regional 
policies and pathways in addition 
to reducing the variation of 
surgical practice.   

• Provide education for all staff 
leading to sustainable working 
practices with improved quality of 
care and reduced risk of 
litigation.   

• Provide spinal hubs associated 
with a several partner hospitals.    

A minimum of six consultants are 
required for 24-hour emergency spinal 
service.  The configuration of these 
networks is locally determined.   
  
For emergency care the spinal hub is 
expected to provide a fully covered 24 -  
hour spinal on call rota for 
emergencies.  Partner hospitals may 
provide specialised spinal surgery but 
local variation exists.  For hospitals with 
limited or no spinal presence, the aim is 
to provide advice and support to allow as 
many spinal emergency patients as 
possible to be safely treated as close as 
possible to their own homes. Continued 
advice as management progresses is 
essential. 
  
In addition to providing emergency care 
spinal hubs will also provide elective care 
for spinal patients.  The provision for 
combined spinal surgery training 
between neurosurgery and orthopaedic 
surgery is anticipated as part of the 
regional spinal networks.  
 
The potential advantages of regional 
spinal networks include; 

• Regional policies and pathways 
for elective and emergency care, 

• Agreed policies for MRI 
scanning, 

• Data collection via the British 
Spine Registry, 

• Regional service evaluation, 
audit and MDT’s to ensure 
quality, 

• Equalisation of waiting times for 
elective surgery, 

“It is therefore important 
that plans to introduce 
more integration in spinal 
training are implemented 
for example cross 
specialty fellowships and 
interface programmes”. 
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“combined 
spinal surgery 
training 
between 
neurosurgery 
and 
orthopaedic 
surgery is 
anticipated as 
part of the 
regional spinal 
networks.”  
 

• Quality assurance of Any 
Qualified Providers (AQPs) 

• Orthopaedic and neurosurgical 
collaboration, 

• Improved and defined regional 
spinal training, 

• Coordination of research audit 
and service evaluation,  

• National compilation of learning 
points from deaths, never 
events, serious untoward events, 
duty of candour, root cause 
analysis and risk management 
issues. 

 
The benefits for patients of the 
establishment of these networks include  
 

• Excellent quality 24- hour 
emergency spinal service that is 
as much as possible safely 
occurring as close to home as 
possible, 

  
• Evidence based treatments 

Reassurance of quality across all 
providers with emphasis on 
Getting It Right First Time 
(GIRFT).   

  
  
The benefits for the spinal hubs are- 

  
• Clear pathways and protocols 

and a 24-hour spinal emergency 
service optimising treatment, 
shortening length of stay and 
improving patient outcomes. 

  

• Documented clinic advice to 
partner hospitals reducing the 
need for some patients to be 
transferred and reducing the risk 
of litigation. 

  

• MRI imaging policies reducing 
the need to transfer patients, and 
a mandatory repatriation policy 
improving bed availability. 

  
  
Spinal partner hospitals will also see 
benefits. The aim is that networks will 
offer a high quality safe spinal service 
with reduced litigation, treating patients 
closer to home, establishing excellent 
working relationships between partner 
and hub at a clinical level and 
establishing a reliable spinal emergency 
service.   

Commissioners are also expected to see 
the benefits of the spinal networks.   
 
In summary, it is envisaged that networks 
will provide  

 

• Clear regional policies for who 
does what and where, 

• Reduced variation, 

• Reduced network monitoring, 

• Collection of outcome measures 
and complications.   

  
Spinal networks are now being 
established around the UK. 
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“these 

neurological 

deficits may 

be 

irreversible” 

7 The impact of quality in spinal 

surgery 

Since 2008 at the request of the NHS 
Medical Director there has been a 
continuing focus on improvement in the 
provision of spinal care.   
 
The GIRFT (6) quality improvement 
programme in orthopaedics led by the 
National Director for Clinical Quality and 
Efficiency (Professor Tim Briggs) was 
initially a pilot programme but has now 
been expanded to cover 10 key clinical 
areas over the next 3 years.  The GIRFT 
programme aims to identify areas of 
unwanted variation in clinical practice, 
divergence from evidence-based practice 
and also identify and share good 
practice.   
 
Mike Hutton (7) has been appointed as 
the clinical lead for the spinal surgery 
aspect of this project and he is focusing 
on both elective and emergency spinal 
surgery in networks and trusts.   
 
His team’s initial data estimates the need 
for one spinal consultant surgeon per half 
a million of the population.  It is estimated 
that 240 centres are performing spinal 
surgery across the United Kingdom at 
this time.  Of these it is estimated that 85 
are performing significant amounts of 
complex spinal surgery. The work of the 
spinal GIRFT team is ongoing.  
 
Spinal surgery procedures now 
compromise 14% of orthopaedic practice 
and 60% of neurosurgical practice. 
Quality improvement is ongoing. For 
example, the most recent publication of 
The National Back and Radicular Pain 
Pathway 2017 recommends significant 
changes in both patient assessment 
pathways and subsequent treatments.  It 
will be the basis of commissioning of 
spinal services by CCGS and NHS 
England.  These changes will be 
overseen by the spinal services clinical 
reference group.  
 
 

 
 
 

8 Potentially serious spinal 
pathology 
 
Whilst the National Low Back and 
Radicular Pain pathway looks at back 
and leg pain management, a significant 
number of very serious and critical 
conditions exist which do require surgical 
input in a timely manner. They are time 
dependant and these acute conditions 
have the potential to cause catastrophic 
neurological deficits.  
 
When inappropriately managed, these 
neurological deficits may be irreversible, 
leading to substantial disability and 
impairment.  Medical negligence litigation 
around spines is estimated at £96.4 
million for the period April 2013 to March 
2016 (NHSLA) (8). 
  
Cauda Equina Syndrome 

 
The cauda equina nerves are vulnerable 
to compression from pathology such as 
large disc herniations (9).  Cauda equina 
compression may result in urinary and 
faecal incontinence and loss of sexual 
function.  The warning signs of 
progressive neurological deficit are 
frequently missed and the need for 
urgent surgical decompression is 
paramount.  In England in 2010/11, 981 
surgical decompressions were performed 
for cauda equina syndrome.   
 
Between 2002 and 2010, 235 claims 
were closed by the NHSLA.  Successful 
claims in the context of acute care were 
associated with cauda equina syndrome 
secondary to prolapse and disc disease 
(38 cases) with mean average damages 
of £265,515 (8).   
  
Spinal Metastasis 
 
It is estimated that approximately 3000 
patients per annum in England suffer 
from spinal metastasis.  Studies have 
consistently demonstrated that 
metastatic spinal cord compression is 
diagnosed late and the ability to walk 
after treatment is directly associated with 
the ability to walk at the time of 
diagnosis.   
 
Recovering mobility is unlikely if 
paraplegia has become established at 
the time of diagnosis and this may 
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“it essential 

that personnel 

managing 

these patients 

are 

appropriately 

skilled” 

require 24-hour nursing care and 
prolonged hospitalisation for the 
remainder of the patient’s life.  If home 
care is possible this often places great 
demand on the family and external care 
agencies at a considerable financial 
cost.   
  
Improved oncological outcomes have 
resulted in more frequent presentation of 
metastatic spinal cord compression.  The 
incidence is increasing.  Recent 
randomised controlled trials have 
strengthened the need for 
surgery.  Spinal surgical decompression 
and stabilisation has been shown to 
restore or maintain ambulation, provide 
pain relief, improve quality of life and to 
b- cost effective.   
 
NICE guidelines clearly define the central 
role of spinal surgeons in the delivery of 
care for this group of patents.   
  
With a greater proportion of the 
population living with cancer, surgical 
demand for their care is 
increasing.  Whilst the usual surgical 
treatment for most patients is palliative, 
on occasions curative surgery is 
possible.   
  
Spinal Infection 
 
Analysis of NHSLA data has indicated 
that missed spinal infections have 
resulted in the highest average damages 
paid to patients.    
 
Inadequately treated spinal infections 
may cause avoidable spinal deformity 
and / or paralysis and early death in 
those who would otherwise have normal 
life expectancy.   
 
They often require multiple episodes of 
care including surgical interventions, 
particularly if antibiotics are started 
without appropriate micro-biological 
diagnosis and spinal surgical 
consultation.  Commonly pyogenic 
bacterial infections occur.  The incidence 
of these infections is increasing, 
particularly with immune compromise 
(chemotherapy, steroids, drug abuse and 
cancer).   
 
Tuberculosis of the spine is also 
increasing.  If spinal infection is 
recognised in the early stages treatment 

without surgery is usually possible and 
successful.  When diagnosis is delayed 
and the appropriate intervention not 
given, surgery is often necessary, and 
whether successful or not, may result in 
multiple treatment episodes and 
prolonged courses of expensive 
antibiotics.    
 
Spinal Trauma 
 
Injury to the spine may affect bones, 
discs and / or ligaments. Damage to the 
spinal column may also lead to damage 
to the spinal cord or nerve roots 
emerging from the spinal cord.   
 
The potential severity of these injuries 
and the potential for life changing 
consequences makes it essential that 
personnel managing these patients are 
appropriately skilled in order to minimise 
the impact of the injury and its 
complications.   
 
The management of these patients 
focuses on identifying whether or not the 
injury is stable or unstable and the 
prevention of secondary neurological 
damage or exacerbation of neurological 
damage that has already occurred.  This 
requires a detailed initial and continuing 
clinical, neurological and radiological 
assessment of the spinal column.  
  
All those who deal with spinal injury must 
be trained in spinal and neurological 
assessment and have specific training in 
the handling and nursing of the unstable 
spine.  They must understand the threat 
to the spinal cord and how to care for the 
paralysed patient with bladder and skin 
care.  
 
Spinal cord injury centres manage and 
deal with the rehabilitation of paralysed 
patients.  Regional trauma networks, 
regional spinal networks and spinal cord 
injury centres must work in combination 
to treat these patients. The prevention of 
complications begins at the moment of 
arrival of the emergency services and if 
subsequent care is poor or inadequate, 
the cost both in terms of suffering and 
monetary value is enormous.    
 
The regional spinal networks, in addition 
to organising the general provision of 
spinal services, will in the emergency 
setting, not only deal with spinal trauma 
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but all these other causes of the 
threatened spinal cord with or without 
neurological deficit. These services 
require 24-hour spinal surgery cover, 
staffed by skilled and trained individuals. 

 

9 Manpower 

There are significantly more orthopaedic 

surgeons than neurosurgeons in the UK. 

The national joint registry lists 421 hospitals 

providing hip replacement surgery across 

the United Kingdom at present. In contrast, 

there are 40 neurosurgical units across the 

United Kingdom and Ireland at this time. 

Conversely, a greater percentage of 

neurosurgeons compared to orthopaedic 

surgeons undertake spinal surgery. 10,000 

adult patients each year have elective 

spinal surgery in England. 

The number of trainees in trauma and 

orthopaedics and neurosurgery respectively 

in 2007 were 1791 and 259.  Various 

surveys of trainees have taken place over 

the years.  Of the 584 respondents to the 

British Orthopaedic Trainees Association 

annual census 2016, 38 aimed to pursue a 

career in spinal surgery and 89% of these 

were in ST3-8 levels. 75% of neurosurgical 

trainees expect to perform spinal surgery as 

part of their consultant role.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The GMC 2016 trainee survey also looked 

at T&O trainees ST6-8 and found that 

7.93% of orthopaedic trainees (39 of 491 

trainees) wished to pursue a career in 

spinal surgery.    

At the BOA, David Large also surveyed in 

2016 those trainees interested in spinal 

surgery and found in orthopaedic trainees 

that those interested in performing spinal 

surgery as a career on average performed 

3.3 times more spinal procedures during 

their training than their counterparts who did 

not wish to become spinal consultants.   

For those T&O trainees who did wish to 

undertake spinal surgery however, average 

numbers of procedures they were involved 

in were low - 13 anterior cervical, 7 

posterior cervical, 10 posterior thoracic and 

57 posterior lumbar spinal operations over 

their training. 

T&O versus neurosurgical exposure to 

cases during their training also varies. 

Neurosurgical trainees averaged 35 anterior 

cervical, 17 posterior cervical, 9 posterior 

thoracic and 95 posterior lumbar spinal 

operations. But neurosurgical trainees were 

less well exposed to instrumentation of the 

lumbar spine compared with their 

orthopaedic colleagues.    

 A survey of the British Association of Spine 

Surgeons at their 2017 meeting found a 

good distribution of ages of consultants, 

with approx. one third within the first 5 years 

of their consultant career, one third in the 

middle of their careers and one third within 

the last 5 years of their carriers. 

Around the UK, spinal consultant jobs 

are being advertised at an increasing 

rate.  Julian Leong in 2014 (9) looked at 

the number of posts for consultant spinal 

surgeons being advertised across the 

UK. 123 posts were found between 

January 2011 and August 2014. The 

majority of these were substantive NHS 

consultant posts, with only 24 locums 

and 7 purely private appointments. There 

was a significant upward trend over the 4 

years studied. In the advertisements, 

37% mentioned (or implied) dedicated 

spinal on call, 28% were for deformity, 

24% included tumour work, 39% 

mentioned spinal trauma, and 0% 

academia. 
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10 Does a fellowship help? 

But would a spinal fellowship make a 
difference? 

 
The assumption is that spinal fellowships 
do improve surgeon proficiency and 
therefore outcomes.  Fellowships allow 
for increased exposure to specialised 
disorders which is associated with 
improved surgical outcomes.  It is also 
the time to acquire decision making skills 
and familiarise oneself with the most 
recent surgical techniques and their 
associated complications (10). However, 
fellowship programmes are not uniform. 
There are various fellowships available 
already, but there is no established 
curriculum nor regulation.  

 
Bronek Boszczyk and his colleagues (11) 
looked at the level of competency of 
surgeons who completed a one year 
spinal fellowship versus those who had 
not.  They also looked at whether there is 
any difference between T&O or 
neurosurgical trainees with this regard. 
   
With regards to emergency medical 
procedures they showed a significant 
difference in the competency levels of 
those who had undertaken a full 
fellowship versus those who had not. 
   
Their results indicated that a fellowship in 
spinal surgery can significantly improve 
competency in a number of surgical 
procedures.  A significant difference 
between those who completed the 
fellowship versus those who had not was 
noted in spinal deformity, cervical spine 
trauma, cervical stabilisation, lumbar and 
thoracic trauma and anterior surgery and 
its complications.   
 
The study demonstrated that fellowships 
do improve trainee competency in 
undertaking spinal surgery with, 
interestingly, no difference at the end of 
the fellowship between neurosurgical or 
orthopaedic trainees. 
 
In addition, this paper clearly demarcated 

the difference between various fellowships 

and the attained competences at the end of 

differing fellowships.  

 

 

Previous papers have shown that 
neurosurgical residents are more 
competent at performing spinal 
procedures than their T&O 
colleagues.   Significant differences in 
time and exposure to spine training often 
differentiate neurosurgical and T & O 
training (37% and 16% total residency 
time devoted to spine respectively).  T&O 
trainees focus on the entire 
musculoskeletal system, including bone 
biology, biomechanics and 
rehabilitation.  The exposure to spinal 
conditions is often restricted as it is 
assumed T&O trainees wishing to pursue 
specialist spinal surgery will seek out 
further subspecialty training.   
 
Training is clearly essential and as the 
“Toyota way” has shown, a correctly 
designed system allows continued 
improvement when set against a long-
term philosophy. Interestingly, the Toyota 
principles seek continuous improvement 
by among other things establishing a 
long-term vision, working on challenges, 
continual innovation, and going to the 
source of the issue or problem. 
 

What other changes are occurring in 

spinal surgery to improve quality? 

Dual operating 

Increasingly spinal surgeons are operating 

together for major cases. Evidence from 

Seattle USA, published in the Spine 

Deformity Journal (12) shows reduced 

operative times, reduced blood loss, 

reduced length of stay, reduced major 

complications and reduced returns to 

theatre when surgeons operate together on 

complex spinal cases.  

Other specialities e.g. general surgery are 

also finding similar results, such as general 

surgery where published data has also 

shown reduced operative times in complex 

cases.  

And the advantages of combined 

neurosurgeon and T&O spinal surgeons 

working on cases can “reduce peri-

operative complication rates by 

approximately 50% compared to current 

rates”.  
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11 Training Interface Groups 

Training interface groups (TIGs) were 

established to oversee advanced sub 

speciality training and cross specialty areas 

of clinical work, with particular emphasis on 

developing consultants with the specific 

expertise to provide a service to the NHS in 

niche areas of work.   

Five TIGs are currently in operation. Hand 

surgery, cleft lip and palate surgery, 

oncoplastic breast, head and neck surgical 

oncology and reconstructive cosmetic 

surgery. A trauma TIG is currently being 

established.  

 

12 A Spinal Training Interface 

Group 

In 2004 the presidents of the British 

Scoliosis Society (Brad Williamson) and 

British Association of Spinal Surgeons (Rob 

Marshall) approached the Royal College of 

Surgeons (RCS) to improve training in 

Spinal Surgery. An RCS tutor’s post was 

established in 2005 and Alistair Stirling was 

appointed to this role.  

Recognising the common needs of both 

T&O and Neurosurgical trainees a biannual 

course was established in clinical skills in 

spinal assessment and management.  

Following the ongoing collaboration 

focussing on training, an initial combined 

curriculum was presented by Alistair Stirling 

in 2009 to Prof Angus Wallace, Chair of the 

T&O SAC. 

In February 2010, reacting to the growing 

demand from within both specialities for 

such a program, Prof Angus Wallace wrote 

to the JCST requesting that a new “interface 

group for spinal surgery” should be set up 

by the JCST (Appendix 1). 

Consequently, further discussions and 

working groups were established between 

the two specialities of neurosurgery and 

T&O surgery, culminating in the 

presentation of a draft curriculum supported 

by both SACs.  

The present proposals are also supported 

by Mr Aidan Fitzgerald, chair of the 

Interface Training Oversight Group (ITOG) 

and Dr Geoffrey Wright, lead Dean of the 

Training Interface Group (Appendix 2). 

 

 

13 The Curriculum 

The working group has undertaken a 

detailed analysis of both the neurosurgical 

and T&O curricula with regard to spinal 

topics covered. An overlap of more than 

90% exists between the two.  

More emphasis is placed on intra dural and 

base of skull work in neurosurgery with 

biomechanics, bone biology and 

instrumentation featuring heavily in the T&O 

curriculum. But the clear majority of areas 

feature in both curricula.  

Under JCST regulations, a TIG may not add 

new areas to an already existing curriculum, 

only being allowed to amalgamate what is 

already in existence. In the case of spines, 

the amalgamation has produced a 

standalone curriculum that successfully 

encompasses most of spinal surgical 

practice.  (Appendix 3) 
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Appendix 3 – An example 

of an operational RSN 

suitable for hosting a STIG 

– The Peninsula Regional 

Spinal Network 
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Appendix 5 - Geographical 

distribution of RSNs in 

England  
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