
ADULT	(≥	16YO)	BLUNT	TRAUMA	PATIENTS	WITH	A	MECHANISM	THAT	MAY	HAVE	INJURED	THE	NECK		

HIGH	RISK?	
ANY	OF	THE	FOLLOWING?	

	

i.  GCS	<	15/15	
ii.  Paralysis,	neurological	deficit	or	extremity	

paraesthesia	
iii.  On	red	flag	list	below*	AND	either	neck	pain,	

visible	injury	above	the	clavicles,	or	severely	
painful	(≥	7/10)	thoracic	injury		

iv.  Severe	neck	pain	(≥	7/10)	
v.  SBP	<	90mmHg	or	RR	<	10	or	>	24	

No	

Red	Flag	List*		
	

1.  Fall	from	>	1m	or	down	≥5	stairs	
2.  Axial	load	to	head	(eg.	diving)	or	a	bicycle	collision	
3.  RTC	with	combined	speed	>	60mph	or	rollover;	ejecYon	from	

vehicle;	motorised	recreaYonal	vehicle	accident		
4.  ≥	65	YO	or	vertebral	disease**	
5.  Injury	>	48	hours	ago	or	re-a^ending	with	the	same	injury	

Yes	

Is	there	severe	pain	
(≥	7/10)	or	reduced	
range	(<	45°)		of	
movement	when	

rotaZng	laterally	in	
both	direcZons?	

Yes	

Yes	

CT	ABNORMAL	
	

DISCUSS	WITH	NEUROSURGEONS	

IMAGING	NORMAL	
	

Final	CT	report	is	normal	(if	out	of	hours,	see	list	
below***)	

	

Or	
	

CT	not	indicated	and	plain	films	assessed	as	
adequate	and	normal	by	ST4+	

No	

C-SPINE	
CLEARED	

Result	

Yes	

Vertebral	disease**	
	

1.  Ankylosing	spondyliYs	
2.  Rheumatoid	arthriYs	
3.  Spinal	stenosis	
4.  Previous	spinal	surgery	
	

C-SPINE	cleared	radiologically***	
1. Alert	paYents	(not	obtunded/intubated)	with	a	provisional,	‘normal’	CT	
report:	C-Spine	may	be	cleared	clinically	by	ST4+	(document	on	TRAK)	

2. Normal	CT	and	severe	neck	pain	(≥	7/10),	C-spine	neurology,	or	
restricYons	of	neck	movement	(<	45°)	should	remain	immobilised	and	be	
considered	for	MRI	afer	discussion	with	radiologist/neurosurgeon	

3. 		Obtunded	paYents	should	be	assessed	clinically	when	alert,	but	this	
should	not	delay	C-spine	clearance	

LOW	RISK?		
	

ANY	OF	THE	FOLLOWING?	
	

i.  Simple	rear-end	collision	(unless	pushed	into	
another	large	vehicle/hit	by	high	speed	
vehicle)	

ii.  Signg	posiYon	in	the	ED	
iii.  Ambulatory	at	any	Yme	
iv.  Delayed	onset	of	neck	pain	(not	immediately	

present)	
v.  Absence	of	midline	tenderness	

IF	NOT	ON	ABOVE	LIST:	TREAT	AS	HIGH	RISK	

RADIOGRAPHY	
CT	C-spine	IF	ANY	OF	THE	FOLLOWING:	

	

i.  GCS	<	13/15	or	Intubated	
ii.  CT	for	any	other	body	region	required	
iii.  Severe	neck	pain	(≥	7/10)	or	C-spine	neurology	
iv.  Chronic	disability	precluding	accurate	clinical	

exam,	≥	65YO,	demenYa	or	vertebral	disease**	
v.  X-ray	is	inadequate	or	abnormal	

IF	NOT	ON	ABOVE	LIST:	REQUEST	PLAIN	FILMS	

ASSESS	C-SPINE	 ***	Radiologically	

Clinically	

1.	 2.	 3.	



1.	Spinal	ImmobilisaUon:		
	

The	aim	of	spinal	immobilisaYon	in	the	trauma	paYent	is	to	reduce	the	potenYal	for	secondary	spinal	
cord	injury.	PaYents	deemed	at	risk	of	cervical	spine	injury	should	have	spinal	immobilisaYon	unYl	spinal	
clearance	has	occurred.	
	

There	are	some	rare	excepYons:	
1.   The	only	Ume	immobilisaUon	should	occur	in	penetraUng	trauma	is	for	a	gunshot	wound	that	

traverses	the	neck.	The	cervical	collar	should	be	removed	if	it	interferes	in	any	way	with	
haemorrhage	or	airway	control.		

2.   PaUents	with	vertebral	abnormaliUes	(eg.	Ankylosing	spondyliYs,	Spinal	stenosis,	Rheumatoid	
arthriYs,	previous	spinal	surgery)	should	be	immobilised	in	a	posi:on	of	comfort	which	may	not	
necessarily	be	achieved	with	a	cervical	collar.		

3.  There	are	a	small	number	of	paUents	who	do	not	comply	with	immobilisaUon	or	where	
immobilisaUon	may	cause	immediate	harm	(e.g.	airway	compromise)	–	efforts	should	be	made	to	
protect	the	spine	as	safely	as	possible	and	the	risk/benefits	of	intervenYons	considered.	The	paYent	
should	never	be	restrained	or	be	seen	to	forcefully	resist	immobilisaYon.	The	reasons	to	alter	
standard	immobilisaYon	techniques	should	be	clearly	documented	by	senior	clinical	judgement.	

ImmobilisaYon	consists	of	all	four	of	the	following:	
1.   Cervical	collar	or	Manual	In	Line	StabilisaUon	(MILS)	(Head	blocks	are	an	alternaYve	in	paYents	who	

are	deeply	sedated	or	paralysed	with	a	significant	brain	injury)		
2.   Nursing	in	the	supine	posiUon	or	anatomically	aligned	lateral	posiUon	with	wedge	supports		

3.  Being	log-rolled	for	pressure	care	and	movement		
4.  The	absence	of	pillows	under	the	head		

	

	
	

2.	Care	of	paUents	in	a	collar:		
	

1.  SYff-neck	collars	from	the	ambulance	service/Emergency	Department	are	temporary	collars	
originally	designed	for	extricaYon.	Ideally	these	should	be	worn	for	no	more	than	4	hours.	Replace	
with	a	Miami	J	or	Aspen	Collar	if	a	cervical	collar	is	sUll	required	a[er	4	hours,	as	follows:	

i.   The	collar	should	be	removed	every	4	hours	and	the	neck	inspected	for	areas	of	pressure		

ii.   Movement	restricUons	should	be	clearly	documented.		
2.  PaYents	who	have	their	cervical	spine	cleared,	no	longer	require	Collar/MILS/head	blocks.	Log-

rolling	is	sYll	required	if	the	thoracolumbar	spine	is	not	cleared.		
3.  PaYents	who	have	had	their	thoracolumbar	spine	cleared	and	sYll	require	cervical	spine	

immobilisaYon,	need	an	early	decision	by	the	neurosurgeons	on	movement	restricYons.	
MobilisaYon	in	a	collar	should	be	specifically	considered	and	documented	if	appropriate	(e.g.	semi-
recumbent	posiYon).		

4.  PaYents	with	pelvic	fractures	may	have	other	movement	restricYons	in	place.		

	

3.	Clearing	the	cervical	spine:		
	

1.  To	reduce	potenYal	complicaYons,	spinal	clearance	should	occur	within	12	hours	in	most	
paUents,	and	in	nearly	all	paUents	within	72	hours	

2.  The	cervical	spine	can	be	cleared	RADIOLOGICALLY	or	CLINCALLY	(see	flowchart)		
3.  The	Yme	and	date	and	name	of	the	person	who	has	cleared	the	cervical	spine	should	be	clearly	

documented		
4.  Only	re-apply	a	collar	if	there	has	been	a	breach	in	protocol	or	there	is	a	new	clinical	concern.	

Any	concerns	should	feedback	through	the	trauma	governance	process.		
5.  The	following,	possibly	clinically	insignificant	injuries,	warrant	a	senior	neurosurgical	opinion	

about	potenYal	spinal	clearance:		
i.  Isolated	spinous	process	fractures	not	involving	the	lamina		

ii.  Wedge	compression	fractures	<25%		
iii.  Type	1	odontoid	peg	fracture		

iv.  Isolated	avulsion	without	associated	ligamentous	injury		
v.  End	plate	fracture		

vi.  Isolated	transverse	process	fracture	not	involving	the	facet		
vii.  Trabecular	bone	injury		
viii.  Osteophyte	fracture,	excluding	teardrop	and	corner	fractures		

		
	

	
	
	
	
	

	

4.	ComplicaUons:		
	

Delays	in	spinal	clearance	can	lead	to	a	number	of	potenYal	complicaYons	including:		
1.  Cervical	collar-related	decubitus	ulceraYon	and	sepsis	(risk	increases	by	66%	daily).		
2.  Procedural	difficulYes	–	intubaYon,	tracheostomy	and	central	lines		

3.  Increased	risk	of	pulmonary	aspiraYon	and	pneumonia		
4.  Increased	need	for	sedaYon	with	delayed	weaning		

5.  Increased	intracranial	pressure		
6.  Delays	in	mobilisaYon	and	associated	complicaYons		

ADULT	(≥	16YO)	BLUNT	TRAUMA	PATIENTS	WITH	A	MECHANISM	THAT	MAY	HAVE	INJURED	THE	NECK		


