
 

 

 

Consensus Statement: 

Spinal Motion Restriction  

March 2022 

Contributors to this Release: 

Dr. Tushar Pishe, Medical Director, Trauma NB and 
Medical Director, Ambulance and Transport Planning, 
Department of Health 

Leisa Ouellet, Trauma Coordinator Trauma NB 

Dr. Dhany Charest, Neurosurgery, TMH Julie Ringuette, Trauma Coordinator, Trauma NB 

Dr. Antonios El Helou, Neurosurgery, TMH Dr. Neil Manson, Orthopedic Surgeon, SJRH 

Dr. Najmedden Attabib, Neurosurgery, SJRH  Dr. Chris Small, Orthopedic Surgeon, SJRH 

Eric Beairsto, Manager, Training and Quality 
Assurance, ANB 

Ian Watson, Administrative Director, Trauma NB 

Edgar Goulette, Vice-President, Quality, Patient 
Safety and Education ANB  

Vitalité Regional ED Leads 

Horizon ED Network  

 
For questions, contact us at TraumaNB@HorizonNB.ca 

 

 

 

Evidence considered in reaching the consensus statements: 
 

1. Anesthesia Department, University of Pittsburgh Medical Center Passavant Hospital, PA. Removal of the 
Long Spine Board From Clinical Practice: A Historical Perspective. J Athl Train. Aug 2018;53(8):752-755 
 

2. Castro-Marin F, Gaither JB, Rice AD, Blust NR, Chikani V, Vossbrink A, Bobrow BJ. Prehospital 
Protocols Reducing Long Spinal Board Use Are Not Associated with a Change in Incidence of Spinal 
Cord Injury. Prehosp Emerg Care. May-Jun 2020;24(3):401-410 
 

3. Connor D, Greaves I, Porter K, Bloch M, et al. Pre-hospital spinal immobilization: an initial consensus 
statement. Emerg Med J. Dec 2013;30(12):1067-1069 
 

4. Fischer PE, Perina DG, Delbridge TR, Fallat ME, Salomone JP, Dodd J, Bulger EM, Gestring ML. Spinal 

Motion Restriction in the Trauma Patient – A Joint Position Statement. Prehosp Emerg Care. Nov-Dec 

2018;22(6):659-661 

 

5. Hood N, Considine J. Spinal immobilization in pre-hospital and emergency care: A systematic review of 

the literature. Australas Emerg Nurs J. Aug 2015;18(3):118-137 

 

mailto:TraumaNB@HorizonNB.ca
https://pubmed.ncbi.nlm.nih.gov/30221981/
https://pubmed.ncbi.nlm.nih.gov/30221981/
https://pubmed.ncbi.nlm.nih.gov/31348691/
https://pubmed.ncbi.nlm.nih.gov/31348691/
https://pubmed.ncbi.nlm.nih.gov/31348691/
https://pubmed.ncbi.nlm.nih.gov/24232011/
https://pubmed.ncbi.nlm.nih.gov/24232011/
https://pubmed.ncbi.nlm.nih.gov/30091939/
https://pubmed.ncbi.nlm.nih.gov/30091939/
https://pubmed.ncbi.nlm.nih.gov/26051883/
https://pubmed.ncbi.nlm.nih.gov/26051883/


 

 

6. Kornhall DK, Jørgensen JJ, Brommeland T, Hyldmo PK, Asbjørnsen H, Dolven T, Hansen T, Jeppesen 

E. The Norwegian guidelines for the prehospital management of adult trauma patients with potential 

spinal injury. Scand J Trauma Resusc Emerg Med. Jan 2017;25:2 

 

7. Kreinest M, Gliwitzky B, Schüler S, Grützner PA, Münzberg M. Development of a new Emergency 

Medicine Spinal Immobilization Protocol for trauma patients and a test of applicability by Germany 

emergency care providers. Scand J Trauma Resusc Emerg Med. May 2016;24:71 

 

8. Krueger H, Noonan VK, Trenaman LM, Joshi P, Rivers CS. The economic burden of traumatic spinal 

cord injury in Canada. Chronic Dis Inj Can. Jun 2013;33(3):113-122 

 

9. Maschmann C, Jeppesen E, Rubin MA, Barfod C. New clinical guidelines on the spinal stabilisation of 

adult trauma patients – consensus and evidence based. Scand J Trauma Resusc Emerg Med. Aug 

2019;27(1):77 

 

10. Morrissey J. Research Suggests Time for Change in Pre-hospital Spinal Immobilization. Journal of 

Emergency Medical Services. March 2013. http://jems.com  

 

11. McDonald NE, Curran-Sills G, Thomas RE. Outcomes and characteristics of non-immobilised, spine-

injured trauma patients: a systematic review of prehospital selective immobilisation protocols. Emerg 

Med J. Oct 2016;33(10):732-740 

 

12. Purvis TA, Carlin B, Driscoll P. The definite risks and questionable benefits of liberal pre-hospital spinal 

immobilisation. Am J Emerg Med. Jun 2017;35(6):860-866 

 

13. Velopulos CG, Shihab HM, Lottenberg L, Feinman M, Raja A, Salomone J, Haut ER. Prehospital spine 

immobilization/spinal motion restriction in penetrating trauma: A practice management guideline from the 

Eastern Association for the Surgery of Trauma (EAST). J Trauma Acute Care Surg. May 2018;84(5):736-

744 

 

14. White IV CC, Domeier RM, Millin MG, et al. EMS Spinal Precautions and the Use of the Long Backboard 

-Resource Document to the Position Statement of the National Association of EMS Physicians and the 

American College of Surgeons Committee on Trauma. Prehosp Emerg Care. Apr-Jun 2014;18(2):306-

314 

 

 

Preamble: 

This consensus statement has been revised from original dated November 2014, titled “Pre-hospital and Inter-

hospital Use of long Spine Boards” and summarizes recommendations for the care of trauma patients who 

require spinal motion restriction. Recommendations are based on current best practice and is adapted from 

medical literature. It is recognized that the geography, population, and availability of specialized services in New 

Brunswick provide a unique context to be considered in any overall recommendations.  
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Background: 

1. This consensus statement addresses the spinal motion restriction needs for patients during the 
emergency phase of care. For patients with a diagnosis of cervical spine injury, consultation with 
Trauma NB’s Management of Cervical Spine Injuries consensus statement is recommended.  
 

2. Though the incidence of spinal injury in Canada is relatively low, the annual economic burden is 
substantial (8). 

 
3. For decades, the prehospital trauma patient with suspected spinal injury has been managed via the 

application of a “long backboard” AND “rigid cervical collar” based on mechanism of injury and not a 
physical examination (1).  

 

4. The efficacy of the long backboard to prevent further trauma to the spine has never been proven in high-
level trials (5,12). An extensive literature review on the history for removal of long spine board as a tool 
concluded that it is ineffective, and it causes detrimental effects to patients (1). 

 

5. Several systematic reviews of the literature (5,10,12) on the use of a long backboard have determined 
the following – from delaying treatments in time-sensitive patients, such as unstable vertebral column 
injury, to increasing pain, discomfort, aspiration risk, intracranial pressure, risk for ulcer formation, and 
morbidity. 

 

6. Several consensus statements (3,14) have strongly urged the need for a system of selective 
immobilization designed to reduce the risks to the patient, as well as advocating for the use of non-
metallic scoops for transfer of patient with suspected spinal injury.  

 

7. Although the term ‘spinal immobilization’ has been recognized for years to reference the use of a long 
backboard, many prehospital protocols have replaced it with ‘spinal motion restriction (SMR)’ – the 
application of a cervical collar and reduced handling and transport of patient with suspected spinal 
injury. Other protocols and guideline development for SMR have led to the development of related 
decision support tools (4,6,7).  

 

8. A systematic review of literature as it relates to non-immobilized spine-injured patients in the prehospital 
environment studied four questions: accuracy to rule out spine injuries, tools used, injuries missed, and 
any harm suffered from not being immobilized. It concluded that there was no neurological deterioration 
in spine-injured patients when SMR guidelines were followed (11). A retrospective observational study 
determined no change in the incidence of spinal cord injury following implementation of SMR protocols.  

 
9. Eastern Association for the Surgery of Trauma (EAST), the National Association of EMS Physicians 

(NAEMSP), and the American College of Surgeons Committee on Trauma (ACS-COT) all support a 
strong recommendation against the use of spinal immobilization in patients with isolated penetrating 
injuries. It is associated with increased mortality and neurologic injury and furthermore, studies 
demonstrate that it has no benefit in preventing neurological deficits, even potentially reversible 
neurologic deficits (13,14).  

 

 

 

 

 



 

 

 
Recommendations: 
 
For pre-hospital patients (that is, those being transported from scene to first hospital): 

• ANB should continue the application of the current pre-hospital Canadian C-Spine Rule (CCR) for all 
qualifying patients where cervical spine injury is a concern. 

• Patients who are ambulatory at the scene upon EMS arrival but fail CCR, require only immobilization 
with a rigid cervical collar and supine positioning on the ambulance stretcher. These patients may 
walk to the ambulance stretcher, if appropriate. 

• For blunt trauma patients who are not ambulatory at the scene and for whom current protocols 
recommend spinal immobilization, use of the long spine board for extrication may continue and 
should be removed as soon as physically possible.  

• Any patient with a suspected spinal injury will be placed supine and managed with SMR, including 
application of a rigid cervical collar. 

• Any unconscious patient involved in a trauma event will have a rigid cervical collar applied and 
managed with SMR.  

• Upon arrival at hospital, paramedics will advise receiving Emergency Department staff of suspected 
spinal injury and of SMR precautions initiated at the scene. 

• Use of scoop stretcher during pre-hospital phase of care is recommended.  

• If the patient exhibits any signs or symptoms of spinal cord injury, SMR of the entire spine should be 
maintained throughout the pre-hospital phase of care. 

 
Receiving trauma centres: 

• Are responsible to continue SMR until spinal injury has been ruled out by the Attending MD. 
  

For inter-hospital trauma transfers: 
When a spinal injury has not been ruled out:  

• A scoop stretcher or equivalent should be used to transfer the patient from hospital stretcher to the 
ambulance stretcher at the sending facility. 

• The scoop stretcher or equivalent should not be left in place during transfer – even in cases of actual 
or suspected spinal cord injury. Continued spinal motion restriction, however, is expected.  

• At the request of the spine surgeon, some sending sites may be requested to replace the rigid 
extrication collar with one of the following for transfer: Aspen, Malibu, Miami J, and/or Philadelphia.  

• Upon arrival at ED, a scoop stretcher or equivalent can be used to transfer the injured patient to the 
Emergency Department stretcher. 

 

Special patient populations: 
• Bariatrics: No change from the guidance offered above is recommended. Positioning should ensure 

neutral alignment of cervical spine when possible. Avoid hyperextension of c-spine when placing 
supine.  

• Geriatrics: No change from the guidance offered above is recommended. Note that this population 
may have numerous co-morbid factors and can be more prone to spinal injuries with lower MOI. 
Cervical spine x-ray in this population can be indeterminate and thus, transfer may be required for 
advanced imaging. Applying these strategies early with this population should improve outcomes.  

• Pediatrics: Paramedics to continue the use of infant car seats or PediPacs, both of which can 
remain in place during inter-facility transfer, if required. There has been a lack of evidence and 
studies on generalization of adult recommendations to the pediatric population due to anatomical 
differences. These include increased head to body size ratio, posterior occipital area of child creating 
airway occlusion when supine. Note that this population is at risk for spinal cord injury without 
radiological abnormalities (SCIWORA).  
 



 

 

 

GRADE Level of Evidence: 

• Level B: Recommendation 

• Generally, clinicians should follow the recommendations but should remain alert to new information and 
sensitive to patient preferences. 
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