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OBJECTIVE 
Care of the trauma patient mandates evaluation for potential injury of the cervical spine. Specific issues 
addressed include the population requiring cervical spine imaging, which, if any additional diagnostic 
imaging is required, and application of these considerations to the comatose patient. 

GUIDELINE 
In conjunction with Radiology, Orthopedic Surgery, and Neurosurgery, the division of Trauma has 
developed the following recommendations, which represent the institutional adaptation of practice 
guidelines previously developed by the Eastern Association for the Surgery of Trauma and the New York 
State In-Hospital Cervical Spine Clearance Guidelines in Blunt Trauma with modifications based on 
established collective practice patterns and review of currently available literature. These guidelines are 
intended to assist in the evaluation of the trauma patient with suspected cervical spine injury. 

A. IDENTIFICATION OF PATIENTS AT RISK FOR CERVICAL SPINE INJURY
1. All blunt trauma patients should be suspected of having sustained cervical spine injury until

proven otherwise. Patients who arrive with adequate cervical spine immobilization in place
should remain immobilized until evaluated by the treating physician. Patients who arrive
without cervical spine immobilization should be immobilized at the discretion of the treating
physician based on mechanism of injury and clinical suspicion of C-spine injury.

2. All life-threatening hemodynamic and pulmonary problems should be addressed before a
prolonged cervical spine evaluation is undertaken.

B. NEED FOR RADIOGRAPHIC EVALUATION OF THE CERVICAL SPINE
1. Trauma patients may be considered to have a stable cervical spine and require no

radiographic studies if they satisfy all of the following criteria:
a. normal level of alertness
b. no evidence of intoxication
c. no painful distracting injury
d. no focal neurologic deficit / paresthesias
e. no midline cervical spine tenderness
f. no pain on confrontational exam, in the absence of distracting injuries
g. no history of Ankylosing Spondylitis or cervical spine anomalies

2. All other trauma patients should undergo radiographic evaluation:
a. A high-quality axial CT scans with reconstruction should be the primary method of

radiographic clearance for bony injury.
1. MRI may also be used to evaluate for ligamentous injury.

b. Patients with focal neurologic deficits may require emergent or urgent MRI evaluation of
the spinal cord in addition to CT evaluation of the axial bony spine. This test should be
ordered in consultation with a spine service (orthopedic surgery or neurosurgery).

3. If radiographic examination fails to reveal injury and patient has no neurologic deficits, an
attempt to clear the c-spine clinically may be undertaken.
a. If patient has no pain to palpation or passive movement (confrontational exam),

immobilization (collar) may be removed.
b. If patient is found to have neck pain to palpation or movement, flexion/extension

radiographs of the cervical spine / MRI should be performed (see above).
c. If no injury is identified during these studies, symptomatic treatment of neck pain is

provided with a soft collar.
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 d. If cervical instability is identified, patient should remain immobilized and spine service 
consult should be obtained. 

 
C. NEED FOR SPINE SERVICE CONSULTATION: 

1. If radiographic abnormality is identified, cervical spine immobilization should be 
continued, and spine service consultation should be obtained. 

2. Any patient found to display evidence of neurologic deficit must remain immobilized, 
despite radiographic findings until evaluated by spine service. 

D. COMATOSE PATIENTS 
Patients who present with altered level of consciousness, not expected to improve within 24 - 
48 hours, should undergo the following studies: 

1. Axial CT scan of cervical spine (see B.2.a. above). 
2. If injuries are identified using the high-quality Axial CT scan, immobilization should be 

maintained, and spine service should be consulted. 
3. If no injury is identified by CT, the cervical spine should be considered to be stable and 

immobilization (cervical collar) may be discontinued. 
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