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Continuous Quality Improvement Review - Spinal Motion Restriction Practices 

 

There has been a push over the last decade or so to modify prehospital practices regarding 
spinal immobilization including reducing use of long spine boards and selectively, instead of uniformly, 
treating patients with potential spinal injury. Ultimately our goals are: 1) protect the patient, 2) prevent 
worsening of injuries, 3) reduce pain, and 4) avoid triggering unnecessary testing in the ED.  

We now know that a long spine board actually causes unnatural pressure on the spine which 
results in increased pain1-3 while also NOT actually immobilizing the spine4. This is why we now practice 
“spinal motion restriction” instead of “spinal immobilization”. We also know that cervical collars can 
cause pain when worn for long periods and patients complaining of neck pain prompt ED physicians to 
order more CT scans.5-7 The good news is that we have good guidelines like the NEXUS8 and Canadian 
cervical spine criteria9,10 to determine who needs imaging, and for our purposes in the prehospital 
setting, who should have a cervical collar placed in the first place. Our spinal immobilization tool uses 
NEXUS criteria to give guidance on who should, and who might not need to, have a cervical collar 
placed. 

Trauma surgeons, emergency physicians, and EMS physicians got together and published a joint 
guideline for prehospital spinal motion restriction.11 From these guidelines, we now have support for 
making our practices both progressive and safe. The major points of emphasis for our system based on 
these guidelines and the evidence discussed above are: 

1) Use the spinal immobilization tool when needed (most useful to back up your decision NOT to 
place a cervical collar or in cases where you are on the fence), to help determine who does and 
does not need a cervical collar placed.  

a. If the tool says that collar is not needed but your judgement says otherwise, err on the 
side of caution and document the reason for placing a collar despite the patient not 
meeting criteria per the tool. 

2) If a cervical collar is used, then full spinal motion restriction should be used. 
3) Full spinal motion restriction can and should be achieved by methods other than a long spine 

board which should be avoided when possible during transport (though it is acceptable to use 
for extrication). 

a. A well-padded stretcher to which the patient is secured is specifically listed as an 
acceptable method of full spinal motion restriction in the joint guidelines. If this is used, 
though, the stretcher must be flat, not in semi-fowler’s position. 

b. A bariatric tarp may be used which can then also be used for patient transfer in the ED. 
c. A new procedure has been added to the pick list – “Full spinal immobilization (no 

backboard)” – which should be used when appropriate. 

 

We know that there are hospitals and trauma surgeons who give crews a hard time for not 
doing things, like placing a cervical collar, the way they think they should be done. But we also know 
that somebody has to start the process of change, and often EMS providers are the ones leading the 



way. We want you to do things the right way. If you receive criticism from the hospital side, use the jot 
form to let us know and we will follow up. If we are following guidelines and doing things the right way, 
then we can sleep well at night. 

 

Over the last 4 months, our practices have looked like this: 

 

Our target for use of the spinal immobilization tool is 80% or better and our target for use of a 
long spine board is less than 20% of transports. Let’s see how much we can improve over the next four 
months. Thanks for all of your efforts and please reach out to Dr. Stoecklein, Dr. Youngquist, or Medical 
Division if you have any questions. 
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