PUEBLO COUNTY MEDICAL TREATMENT PROTOCOLS

SPINAL IMMOBILIZATION

UPDATED:  3/10/2011
[image: image1.png]i




                      



[image: image2.jpg]



Weber, MD
                                                        C. sobanski, MD

	
	E
	E-IV
	A
	I
	P

	ACT ALLOWED
	X
	X
	X
	X
	X

	STANDING ORDER
	X
	X
	X
	X
	X


Indications
1. Pain, swelling or deformity of spine that may be due to fracture, dislocation, or ligamentous instability.

2. Neurologic deficit that might be due to spine injury.

3. Prevention of neurologic deficit or further deficit in patients with suspected spine injury or instability.

4. In all trauma victims who are unconscious or with impaired consciousness due to head injury or drug ingestion, to protect against damage or further damage in patients where injury to the spine cannot be ruled out by accurate exam or history. 

5. Significant mechanism of injury such as certain motor vehicle crashes, falls, gunshot wounds, stab wounds and assaults may require spinal immobilization even if the patient denies pain or neurologic dysfunction indicative of spinal injury.  Strong index of suspicion, good history gathering and complete patient assessment are crucial.

6. Failure of any portion of the NEXUS Criteria (see below).

Precautions
1. All patients with significant head trauma should be immobilized because of the potential for unrecognized coexistent neck trauma.

2. Perform and document complete neurologic exam prior to movement if at all possible.  Re-document after your splinting is complete.

NEXUS Criteria

In order to “clear” a patient’s cervical spine in the pre-hospital setting, you must employ the NEXUS Criteria.  The criteria are:

1. No posterior midline cervical tenderness

2. No evidence of intoxication

3. Normal level of consciousness

4. No focal neurological deficits

5. No painful distracting injuries

6. Not outside extreme age range (<5 or >75)

If the patient meets this criterion, you may reasonably assume that the patient’s c-spine is “clear”.  This conclusion enables you to defer spinal immobilization of the patient.  However, always err on the side of the patient and immobilize them if any of the above indications or NEXUS Criteria are not obviously clear.

Any patient less than 5 years old or greater than 75 years old who has endured mechanism of injury that could potentially cause a spinal injury must be fully spinal immobilized even if the other NEXUS criteria indications are passed.

If the patient fails any portion of the NEXUS Criteria, you must fully spinal immobilize the patient.

Cervical Splinting Technique
1. Apply following primary assessment if indicated.  Use assistant to maintain cervical stabilization while completing primary survey.

2. Use at least two persons to apply splint if at all possible.

3. Have assistant apply gentle continuous traction in neutral axis of spine.  Do not use force to straighten.

4. Advise patient of procedure and purpose before and during application.

5. Immobilize the cervical spine with a rigid collar.

6. Use long spine board, KED, or similar device to support patient as situation dictates.

7. Pad behind head in adults to maintain anatomically neutral position.  Pad under the torso to maintain neutral position in children.

8. Use tape, straps, or both to secure patient effectively and allow turning as a unit for airway control.  Secure torso first, then head and neck, extremities last.

9. Request assistant to monitor airway and security of immobilization.

Spine Immobilization Technique
1. Splint cervical spine with rigid collar following primary survey.

2. Complete secondary survey and splint fractures prior to movement of patient when possible.

3. Document neurologic findings.

4. In a sitting patient, use KED or similar device for extrication:

5. Slide KED behind patient.

6. Apply thigh straps snugly as close to groin as possible.

7. Apply shoulder straps.

8. Use padding as needed to keep neck in cervical collar in a neutral position.

9. Secure head to board with tape or cloths.

10. Use of long board:

11. Logroll or lift patient as a unit to board.  Apply continuous cervical stabilization during movement.  One person should protect neck in collar.  Do not use force to straighten spine.

12. Use padding as needed behind knees to support a neutral axis under small of back, neck and knees.

13. Secure trunk to long spine board.

14. Pad behind the head as needed to maintain anatomically neutral position, pad under torso for pediatric patients.

15. Use head blocks, towel rolls, or commercial head stabilizers and tape to secure head and neck.

16. Apply straps or tape to secure thighs, and lower legs to allow turning as a unit in case of vomiting or airway difficulty.

17. Reassess patient status, particularly airway and neurologic findings.

18. Assign assistant to monitor airway and neck immobilization.

Complications
1. Vomiting is common in head/spine injured patients.  Your splinting must be good enough to allow turning of the patient for airway protection.

2. Cord injury with neurologic deficit may be accompanied by neurogenic shock.  Elevate foot of long board 10-12" or prop legs on blankets and secure with tape.  Watch also for the more dangerous hypovolemia!

3. It is easy to miss injuries below the level of a neurological deficit.  Look carefully for abdominal and chest injuries, pelvis fractures, and extremity injuries without symptoms.  With an injury and loss of sensation below T-8, there will be no guarding, rebound, or tenderness to clue you to internal abdominal injuries.

Special Notes
1. It is the patient without neurologic deficit, or with only partial deficit, who most needs your care and protection from further injury.

2. While the concern needs to be high and the decision to immobilize needs to be liberal, there are a significant number of patients who have been in accidents, are alert, oriented, not intoxicated -- who have no neck pain and no tenderness.  These patients DO NOT need to be immobilized due to "mechanism of injury."  That only applies to patients who are not able to adequately evaluate their environment -- whether due to alcohol, hypoxia, or head injury, or if they have a significant, distracting injury.

3. Spinal immobilization at its best is uncomfortable.  Studies have shown that immobilization on a firm spine board causes back and neck pain.  Immobilize appropriately, pad liberally, and explain to the patients the need for this procedure.  Many patients dislike being "strapped" down and tolerate the procedure better when advised they are being "belted in" with "seat belts."

4. The use of a rigid cervical collar must be combined with spinal immobilization.  It is not appropriate to place the patient in a c-collar only as a means of c-spine immobilization.  If you determine that the patient needs c-spine immobilization, they must be placed in full spinal immobilization as well.

5. Lateral neck pain is not included in the NEXUS Criteria.  If your patient is exhibiting lateral neck pain in the absence of the above mentioned indications and has passed the NEXUS Criteria, spinal immobilization can again, be deferred. 

6. Pregnant patients should be transported in left lateral position when spinal immobilized to reduce the risk of supine hypotension. 
7. Use of vacuum board is an acceptable form of spinal immobilization.
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