


Management

• Spinal alignment

• Manual cervical immobilization

• Cervical collar

• Immobilization and movement



C-Spine Clearance



Spinal Alignment

• Move patient to a neutral, in-line position

– Position of function

– Hips and knees should be slightly flexed 

– Place a rolled blanket under the knees

• Always support the head and neck



Spinal Alignment

• Contraindications to neutral position

– Movement causes a noticeable increase in pain

– Noticeable resistance met during procedure

– Increase in neurological deficits occurs during 
movement

– Gross deformity of spine

• Less movement is always best



Manual Cervical
Immobilization

• Seated patient
– Approach from front
– Assign a care giver to hold gentle manual traction

• Reduce axial loading

– Evaluate posterior cervical spine
– Position patient’s head slowly to a neutral, in-line position

• Supine patient
– Assign a care giver to hold gentle manual traction
– Adult

• Lift head off ground 1-2”:  neutral, in-line position

– Child
• Position head at ground level:  Avoid flexion



Cervical Collar 
Application

• Apply the c-collar as soon as possible

• Assess neck prior to placing

• C-collar limits some movement and reduces axial loading

• Does not completely prevent movement of the neck



Cervical Collar
Application

• Size and apply according to the manufacturer’s 
recommendation

– Size collar before application

– Collar should fit snug

– Collar should not impede respirations

– Head should continue to be in neutral position

• Do not release manual control until the patient 
is fully secured in a spinal restriction device



Cervical Collar
Application



Helmet Removal

• Indications:

– Helmet does not immobilize the patient’s head within

– Cannot securely immobilize the helmet to the long spine board

– Helmet prevents airway care

– Helmet prevents assessment of anticipated injuries

– Present or anticipated airway or breathing problems

– Removal will not cause further injury



Helmet Removal

• 2 Rescuers

– Have a plan and communicate

– Remove face mask and chin strap

– Immobilize head 

• Slide one hand under back of neck and head

• Other hand supports anterior neck and jaw

– Remove helmet

• Gently rock head to clear occiput

• All actions should be slow and deliberate

– Transport the helmet with patient



Helmet Removal



Sports Helmet Removal

• Must remove helmet AND 
pads

• Or remove helmet but 
provide padding (ie. folded 
towel) under the patient’s 
head



Moving Spinal Patients

• Any movement must be coordinated

– 4 count is a desirable cadence

• Move patient as a unit

– Avoid lateral pushing

– Move patient up and down to prevent lateral bending

• Rescuer at the head calls all moves

• All moves must be slowly executed and well coordinated

• Consider the final positioning of the patient prior to beginning 
move



Types of Moves

• Log roll

• Long spine board

• Scoop stretcher

• Vest-type immobilization

• Rapid extrication

• Pedi-Pac

• Diving injury immobilization



The Four-Person Log Roll

• Control head

• Control torso

• Control legs

• Directed by the 
person at the head



Long Board Immobilization

• Immobilization of a spinal injury patient to a long spine board 
with a cervical immobilization device in place



Long Board Immobilization

• Log roll patient from prone or supine into position on the 
board – check the back

• Apply c-collar if not already done

• Secure torso

• Secure pelvis

• Secure legs

• Secure head

• *Pad between legs and under hollow areas when possible*



Applying the Scoop Stretcher



Changes Within the Industry

• Scoop stretchers can be useful in the field and at the hospital



Adjusting for Length

• Move the lock-pin lever on each side of the frame to the unlocked 
position

• Pull the foot section to the desired length

• Return the lock-pin levers to the locked position

• Push or pull the foot section until it locks in place



Separating

• Separate the stretcher

• Place the separated halves on either side of the patient

• Align right and left halves of the head and foot couplings; push together 
until Twin Safety Locks ® engage

• Secure patient with straps before lifting



Kendrick Extrication Device
(Vest-type Immobilization Devices)



Kendrick Extrication Device
(Vest-type Immobilization Devices)

• The vest-type immobilization device is not intended for lifting 
the patient but for pivoting them



Rapid Extrication

• Rapid extrication of a patient with a spinal injury

– Apply collar if condition permits

– Rotate pt 90o

– Slide board under buttocks

– Slide pt onto backboard

– Secure pt to board



Pediatric Immobilization

• The Pedi-Pac® provides spinal immobilization and restraint for 
children from 28 – 54” tall and weighing 9 to 41 kg



Pediatric Immobilization

• Built-in fastening loops connect to existing cot straps for maximum 
patient safety during transport. 

• Individual leg restraints allow one leg to be immobilized while EMT 
attends to other leg. 

• Adjustable head support with ear openings for monitoring fluid 
drainage 

• Replaceable, colour-coded straps for easy identification 

• Unit comes complete with head and chin straps and carrying case

• Sewn-in lifting handles at both ends for easy handling in confined 
areas.



Pediatric Immobilization



Spinal Immobilization in water

• Should only be performed by trained rescuers with appropriate 
equipment



Coming to a Consensus

Recent evidence has called into question long-held treatment of 
potential spinal trauma



Coming to a Consensus



Coming to a Consensus



Coming to a Consensus



“Spinal immobilization isn’t always a benign 
intervention. It can result in increased scene time, 
delay of delivery to definitive care, problematic airway 
management, increased patient pain or dyspnea, and 
unnecessary radiographic testing” (Morrissey,  2013).

Coming to a Consensus



“As tissue hypoxia remains the most important factor in 
trauma management, Hauswald (2012) point out that delaying 
hospital care (i.e. surgery, airway management, blood 
transfusions) through the act of spinal stabilization can 
subsequently harm even those patients with unstable spinal 
injury” (Fehlings et al., 2013).

Coming to a Consensus



Changes Within the Industry

• Industry standards are changing to reflect recent evidence:

– C-spine ‘clearance’ has been validated as safe practice by paramedics

– Long board splinting is not benign; in fact carries significant risk

– Standing take-downs may be risky and unnecessary

– Boarding patients with penetrating injuries (not associated with 
neurological deficit) has been shown to cause harm

– Self-extrication (where possible) is likely tied to fewer iatrogenic 
injuries



Changes Within the Industry

• Receiving trauma centers are 
responsible for the early removal of the 
long spine board

– Even in the presence of suspected spinal 
cord injury

• Target time should be 15 minutes unless 
immediate clinical interventions are 
necessary



Changes Within the Industry

• Paramedics should advise receiving staff of total board time 
and be engaged in the early removal of the patient


