Guest Comment

By Bryan E. Bledsoe, DO

Spinal Immobhilization

Have We Gone Too Far?

WO CARS COLLIDE at a suburban

intersection. One car contains three
mmm OCCUpants, while the other contains
four. The speed of impact is estimated to
be approximately 20 mph, and all occu-
pants of both cars are wearing their seat
belts and shoulder restraints. The second
car is equipped with airbags, but the
impact is not enough to activate them.

All but one person are able to get out of
their respective cars and walk around.
One woman remains in her car complain-
ing of a headache and neck pain. She
appears to have struck the right side of
her head on the passenger’s window.

The paramedics arrive on scene and
complete the required assessments. Two
of the victims report some stiffness in
their necks and backs, and all seven think
it would be best if they went to the hospi-
tal to be “checked out.” Three additional
ambulances are requested.

Following standard protocols and
because of the mechanism of injury, all
seven patients are packaged on long back-
boards with rigid cervical collars and head
immobilizers. They are subsequently
transported to the emergency department
where | practice.

In the ED, I complete a thorough head-
to-toe physical examination of each
patient. Only two have any cervical spine
tenderness, and the remaining patients are
removed from the spinal immobilization
devices, treated and released. The two
patients with cervical spine tenderness
receive five-view cervical spine X-rays.
The X-rays are negative, and the patients
are discharged with a prescription for a
muscle relaxant, an analgesic and a refer-
ral for a brief course of physical therapy.
Fortunately, no serious injuries occurred.

The previous case scenario is a common
occurrence in any hospital ED nationwide.

Over the past eight to 10 years, following
the development of the Basic Trauma Life
Support (BTLS) and PreHospital Trauma
Life Support (PHTLS) courses, there has
been a renewed interest by EMS personnel
in detecting and preventing serious spinal
injury.

In the United States today, if the mecha-
nism of injury suggests even the slightest
possibility of spinal injury—regardless of
whether the patient has any signs or
symptoms of injury—full spinal immobi-
lization is typically performed. Full spinal
immobilization is also used with elderly
patients who suffer a bricf syncopal epi-
sode and fall. The prevailing theory is that
during the fall, they might have injured
their necks and thus should be completely
immobilized. By the time they reach the
ED, these patients often are without com-
plaint other than objecting to being tied to
a sheet of plywood with a plastic collar
wrapped around their arthritic necks.

The frequency with which prehospital
personnel perform spinal immobilization
reminds me of an old joke about the over-
prescription of the antibiotic amoxicillin.
Many physicians empirically prescribe
amoxicillin for virtually any childhood ill-
ness, and the joke is, “The indication of
amoxicillin is the presence of a child.” In
EMS, it appears that the indication of
spinal immobilization is the presence of a
patient.

Granted, the results of improper pre-
hospital care of a spinal-injured patient

can be catastrophic. However, have we
gone 100 far the other way? Is the overuse
of prehospital spinal immobilization caus-
ing our patients undue pain and increased
cost when they only have relatively minor
injuries? Is our use of spinal immobiliza-
tion based on sound scientific evidence,
experience and clinical practice? Or has it
resulted from an overwhelming fear of
being sued? Have the personal injury trial
lawyers who entertain us so vividly on
afternoon television now set the standard
for prehospital spinal immobilization? Tt
appears so.

I really hadn’t thought much about our
overuse of spinal immobilization until a
recent trip to Australia. Australia has one
of the most sophisticated and comprehen-
sive EMS systems in the world. However,
spinal immobilization is rarely used
there—and then only in cases in which
the potential for a spinal injury is very
likely 10 exist.

During a short tour with the Queens-
land and New South Wales ambulance
services, I did not see spinal immobiliza-
tion applied. While the EMTs and para-
medics are well-trained in the use of
spinal immobilization, their decision to
apply it is based on the patient assess-
ment, including the mechanism of injury.
Reflex spinal immobilization does not
occur in Australia. Neither is the Aus-
tralian legal system tied up with personal
injury and medical malpractice, as it is in
the United States.
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director for 11 EMS agencies. Dr. Bledsoe is a former paramedic,
is the author of numerous texts, including Paramedic Emergency
Care, and is a JEMS contributing editor.
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As the medical director for an D and
several EMS systems, [ must respond to pa-
tient complaints, many ol which are re-
lated 1o what patients consider unnceces-
sary spinal immobilization. A letter from
an ¢lderly patient stated, “I fell down on
the front porch. T knew | had broken my
arm, but the T'MTs placed me on a hard
board with a stiff collar. I had to lay on the
board for an hour and 15 minutes until they
could X-ray my neck. My neck never hurt—
just my broken arm. My arm doesn’t hurt

anymore, but my back still hurts from the
hoard and the ambulance ride,” Such let-
ters and comments are common.

Now den’t get me wrong—I am not a
heretic. 1 do belicve that spinal immobi-
lization is an essential prehospital skill
and has a role in competent prehospital
care. Furthermore, [ believe the United
States has the most modern and effective
spinal immobilization equipment in the
world. However, 1 have 10 question the

frequency of its application.
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The trend in EMS over the past several
years has been to ensure that the use of
any procedure, equipment or drug in the
licld is based on sound medical research.
This thinking caused us to re-evaluate the
role and use of the pneumatic antishock
garment, and it's time we take a similar
critical look at spinal immohilization.
Doces the literature really support spinal
immobilization to the degree that we
apply it here in the United States?

But the real issue goes beyond spinal
immobilization. s directly tied to 1rain-
ing and skill. It appears that EMTs and
paramedics are slowly evolving into
robotic technicians instead of thinking,
skilled health care prolessionals. It is eas-
ier 1o train EMTs and paramedics to place
every trauma patient on a backboard than
to teach the assessment skills and knowl-
edge necessary to salely determine which
patients need spinal immobilization and
which do not.

Is this where we want EMS 1o go? |
think not. 1 hope not. 'MS of the future
will require well-trained, skilled and com-
passionate personnel. The EMTs and
paramedics of the future must expand
their skills and knowledge base to ke
their deserved place with other proles-
sional health care providers. This will re-
quire improved training, state-ol-the-art
cquipment and appropriate medical con-
trol. The equipment and procedures
they will use must be based on thorough
scientific rescarch accompanied by on-
going scrutiny. Aneccdotal treatments,
incffective procedures and defensive
medicine will have no place in the EMS
of tomorrow,

It is time for EMS and its medical con-
trol physicians to evaluate all skills and
procedures used in prehospital care.
Which are effective? Which are cost-
effective? Which are based on sound
medical knowledge? T say we should
begin by looking at spinal immobiliza-
tion. Wouldn't it be more prudent to
train EMTs and paramedics to properly
determine which patiemts actually need
spinal immohilization rather than rotely
apply it to so many who don't?

I we can get through this, who knows
what we can do. |




