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Spine boards (Fig. 2) are of great value in
extricating all types of injured, particularly
the most frequently mishandled injury, frae-
ture of the spine with actual or impending
damage to the cord.

The spine board is ideal for the vietim with
such an injury, but, once again, preparation of
this patient so that he can be removed is a step-
by-step procedure.
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» Patients with suspected spinal injuries will require
cervical collars and immobilization on a spine
board or special stretcher.




ORIGINAL ARTICLE

Spine Immobilization in Penetrating Trauma:
More Harm Than Good?

Elliott R. Haut, MD, Brian T. Kalish, BA, EMT-B, David T. Efron, MD, Adil H. Haider, MD,
Kent A. Stevens, MD, MPH, Alicia N. Kieninger, MD, Edward E. Cornwell, III, MD,
and David C. Chang, MBA, MPH, PhD

uma 2010 Jan;68(1):115-20




OR of Death

95% Cl1

rehospital procedures

Spine immobilization 2.06
Intubation 1.31
IV fluids 1.95
MAST 0.64
Chest decompression 0.63

Splint 3.83

1.35-3.13
0.97-1.77
1.55-2.47
0.52-0.80
0.52-0.77
0.30—48.96
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atient Outcome Prospective

» Number needed to treat 1,032
» Number needed to harm 66

» |n other words, you would harm 16 patients before you
benefited 1 patient




REVIEW ARTICLE

Prehospital Spine Immobilization for Penetrating Trauma—Review
and Recommendations From the Prehospital Trauma Life Support
Executive Committee

Lance E. Stuke, MD, MPH, Peter T. Pons, MD, Jeffrey §. Guy, MD, MSc, MMHC,
Will P. Chapleau, RN, EMT-P, Frank K. Butler, MD, Capt MC USN (Ret), and Norman E. McSwain, MD

J Trauma. 2011 Sep;71(3):763-9

No studies exist to support the use of spinal immobili-
Zation In patients with penetrating trauma, yet the practice 1s
widespread among EMS agencies. A Cochrane review in
2001 of 4.453 potentially relevant articles found no random-
1ized controlled trials to support the use of spinal immobili-
zation in blunt or penetrating trauma.!! Only one case report
has been published in the hterature documenting an unstable
cervical spine injury from penetrating trauma in a patient
without spinal cord injury.?’



rehospital Emergency Care
uly-September 2013

POSITION STATEMENT

EMS SPINAL PRECAUTIONS AND THE USE OF THE LONG BACKBOARD

National Association of EMS Ph}-*sieians and American College
of Surgeons Committee on Trauma
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» However, the benefit of long backboards is
largely unproven

» The backboard can induce pain, patient
agitation, and respiratory compromise

» Utilization of backboards for spinal
Immobilization during transport should be
judicious, so that the potential benefits outweigh
the risks.
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» Trauma centers
» Nurses
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ALS ‘ Hospital

Spinal immobilization is
appropriate in the
management of penetrating
trauma to the chest and
abdomen,.
(penetrating_trauma_approp)

BLS

ALS ‘ Hospital

| am familiar with clinical
decision rules (NEXUS,
Canadian C-spine rules,

etc) that help determine
which patients require
evaluation for cervical

spine injury.
(decision_rules_familiarity)

M Agree Strongly

M Agree
Somewhat Agree

M Disagree

M Disagree Strongly




» Meeting of medical directors

» Spontaneously and independently
working on this issue

» Then the emails started to fly
» And it was good
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TREATMENT DRUGS/PROCEDURES

First Responder:

Manual in-line stabilization of the c-spine

¢ Focal neurologic deficit on motor or Extrication using long spineboard, short
SENSOry exam spineboard or KED

Indications for spinal motion restriction

High risk patients:

Ejection from vehicle

Motorcycle crash > 20 MPH

Auto vs. pedestrian or bike at > 20
MPH

Axial load to head (i.e. diving)
Fall from 3 times patient’s height

EMT:
Low risk patients who: Cervical immobilization using a cervical collar

o Have point tenderess on palpation
of spinous process
o Are not reliable
= Are not at baseline level of
alertness
Have evidence of clinical
intoxication
Have a distracting injury Paramedic:
Are unable to communicate
adequately

Patients who do not have any of the above
findings may be transported without a
cervical collar.

Utilize the long spine board, short board. or
Kendricks Extrication Device (KED) for
extrication purposes only.

The use of a long spine board, short spine board or KED is not a benign
procedure.
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