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INTRODUCTION
The aim of this best practice guide is to provide hospital staff with information for the safe care
and management of a person with a suspected or confirmed traumatic spinal cord injury who is
being cared for outside a non-specialist spinal cord injury centre (SCIC).
The enclosed guide is set out in sections defining specific core elements based on best practice
and documentation that should be used by a hospital trust. These specific core elements include
information about the referral and transfer process to a SCIC and the rehabilitation support and
management of a person with suspected or confirmed spinal cord injury.
We have also included a number of useful documents like the 24 hour Check List shown in
Appendix 1 and posters like that shown in Appendix 4 that you may wish to use and/or display.
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IMPORTANT PLEASE READ! Spinal Cord Injury - Think!
Spinal Cord Injury (SCI)… THINK… ACTION

S STABILITY

- Vertebral?
Spinal Clearance
Log Roll
Collar

- CVS?
Bradycardia
Hypotension

-Respiratory?
Respiratory Rate
Abdominal breathing
Fatigue
Weak cough

Cervical Spine
THINK:

P PROTECTION

-Respiratory status?
-Weak Cough?
-Respiratory
dependency?
-CVS Instability?

Thoracic Spine

I INSUFFICIENCY
N NUTRITION
A ASSESSMENT

- Stability
- Positioning
- Skin
- Collar?
- Anticoagulation
- TEDS
- CVS?
- Respiratory?
- Cough?
- Bladder/Bowel?
- NBM (48 hours)
- Bowel Sounds?
- Dietician?

- Neurology?
ASIA assessment

- Respiratory?
Breathing pattern
Effort / SOB
Cough?
Fatigue

THINK:
-Respiratory status?
- Effective cough?

- CVS
- Other injuries?

- CVS Instability?

- ITU / HDU?
- Observation bed

- Pain?

- Speciality ward?
- SCI unit referral?

- Chest Trauma?

Lumbo-Sacral
Spine
THINK:

L LOCATION

National SCI Database

C CARDIOVASCULAR

-HR
-BP (MAP)
-Temperature
Autonomic Dysreflexia

O OBSERVATIONS
R RESPIRATORY

-Bladder
-Bowels

D DEPENDENCY

- Neurological
- Cardiovascular
- Respiratory
- Rate
- Effort
- Pattern
- Cough
- Fatigue
- Care
- Pain
- Communication
- Positioning
- Mobility
- Function
- Impairments
- Disability
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ELEMENT 1a: Referral Process to a Spinal Cord Injury Centre
Rationale:
Once a spinal cord injury has been identified clinically or on imaging, contact should be made
with the regional SCIC within 4 hours of diagnosis. The pathway is:
Assessment by Specialist Spinal Surgery Team in Major Trauma Centre
(MTC) or Trauma Unit (TU), to diagnose spinal cord injury.
Completion of the ASIA assessment and initiate best practice spinal cord
injury care
Within 4 hours of diagnosing
a spinal cord injury
Doctor to Doctor discussion with the spinal cord injury team at the SCIC
around injury interpretation and initial management advice including
potential surgical options. This should be documented in medical notes.
a) Oswestry: 01691 404000
b) Southport: Follow up phone call to discuss case if required: Ring
Trust Switchboard 01704 547471 - ask for Spinal Consultant on Call
c) N.B for UHCW – Northamptonshire and Kettering patients only
referral should be to Stoke Mandeville via Switchboard: 01296 315000
d) Specific SCIC admission & acceptance criteria can be found in
Appendix 5.
Enter all necessary information onto the
National Spinal Cord Injury Database
within 24 hours
via nww.mdsas.nhs.uk

The SCIC will provide a treatment plan
Addition info:
Any queries Wrekin Ward (Oswestry) can be contacted for advice 01691
404406
A Consultant Nurse / Outreach Coordinator should perform an outreach
visit within 5 working days if patient is not likely to be admitted within 7
days of database referral.
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ELEMENT 1b: Referral Checklist
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ELEMENT 1c: ASIA Chart and Completion Criteria
This is a system of tests used to define and describe the extent and severity of a patient’s spinal
cord injury and help determine future rehabilitation and recovery needs. It is ideally completed
within 72 hours after the initial injury and pre and post any spinal surgery. Repeat ASIA
assessments should also be completed at appropriate intervals to monitor any changes in
neurology particularly when the SCI is thought to be incomplete.
The patient’s grade is based on how much sensation he or she can feel at multiple points on the
body, as well as tests of motor function.
The ASIA chart and explanatory notes shown in Appendix 6 can also be found at
https://asia-spinalinjury.org.
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Element 2: Spinal Clearance
Rationale:
Failure to clear the spine, in particular the c-spine, can potentially risk secondary spinal cord
injury. It is therefore of maximum importance that the cervical spine is cleared appropriately
according to this protocol.
a)

All trauma patients with the potential for spinal injuries must have a formal
documented spinal clearance before any exclusions from spinal precautions can
be made

b)

Spinal clearance must be authorised by one of the following personnel:
▪
▪
▪
▪
▪

Consultant Spinal Surgeon
Consultant Intensivist
Consultant Orthopaedic or Neurosurgeon
Consultant Trauma Team Leader
Consultant Emergency Physician

c)

Clearly document spinal clearance in the patient’s notes

d)

Accepted guidance used for cervical spinal clearance must be measured against
clinical guidelines:
• UHCW follow the NICE guidelines and use the Canadian C-spine Rule
• UHNM follow the Canadian C-spine Rule
• UHB follow the Canadian C-spine Rule

Exceptions: None (under ANY circumstances)
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Element 3: Moving and Handling
Rationale:
Patients should be moved and handled in such a way as to prevent secondary spinal cord lesions
due to inappropriate mechanical forces and to prevent pressure area damage.
a) All patients are removed from the scoop or spinal board within twenty minutes of arrival at
the Emergency Department or as soon as possible
b) All patients with a spinal cord injury are transferred from surface to surface by means of a
spinal board and accompanying secure head device, scoop stretcher or vacuum mattress
with pat slide
c) Spinal column alignment to be maintained throughout all turns, procedures and transfer
manoeuvres
d) All patients must be assessed for pressure area protection on each roll.

e) All patients with a spinal cord injury (plus/minus spinal column) injuries are managed
initially on a spinal bed or firm / foam mattress straight away. Dynamic / Airflow
mattresses are not to be used without prior consultation with a spinal surgeon or the
SCIC
f) All patients will have a regime of 2-3 hourly spinal log roll turns established as soon as is
practical from arrival and within 3 hours of admission to the unit. Patients can be left in
the alignment side lying / running man position for a maximum of 3 hours, or as long as
the patient tolerates it, whichever is shorter. Consider timely use of analgesia to promote
the use of a side lying / running man position. Liaise with the physiotherapist/spinal
practitioner and refer to the manual handling guidelines. If the regime is problematic,
contact the SCIC for further advice
g) All patients should be managed in a flat/ horizontal bed. Whole bed tilt, feet down to a
maximum of 15º - 30º can be used if felt it would assist with medical management/
stability
h) In supine block elevate feet to a 90˚ resting position, using pillows. Do not force the feet
into position. Position the hands-on small pillows. It is good practice for nursing and
therapy staff to consider that, for tetraplegic patients’, shoulders should be abducted, and
alternate arms raised at each turn, aiming for 90˚ abduction with lateral rotation. (see
pictures in Appendix 2)
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Element 4: Gastro-Intestinal Management
Rationale:
Patients are at increased risk of mucosal ulceration due to vagal over activity (in the high lesion
patient). There is also an increased risk of abdominal distension resulting in splinting of the
diaphragm. Acute spinal cord injured patients present with a transient paralytic ileus. Therefore,
gut peristalsis must be nurtured, or patients have the potential to aspirate.
a) All spinal cord injured patients are commenced onto gastrointestinal protection on
admission through to discharge to a SCIC
b) All spinal cord injured patients are kept nil by mouth for at least 48hrs. Light diet, enteral
or parenteral feeding should be introduced gradually thereafter, providing bowel sounds
are present
c) All spinal cord injured patients must be referred to a dietician for assessment and nutritional
support within 72hrs
Exceptions:

If a spinal cord injured patient has accompanying abdominal or head injury or
surgery, introduction of feeding should be managed at the discretion and on the
advice of the relevant consultant surgeon/ intensivist after the 48 hour nil by mouth
period.

11

Element 5: Bowel Management & Digital Rectal Examination
Rationale:
Acute spinal cord injured patients will present on admission with definitive neurological bowel
dysfunction. Failure to appropriately care for the bowel function could seriously affect the patient’s
bowel rehabilitation and quality of life.
a) A digital rectal examination must be performed on all spinal cord injured patients in the
emergency department by the attending clinician with the following recorded in the patient
documentation:
• The anal sphincter status and presence of bulbocavernosus reflex
b) All spinal cord injured patients should have a bowel regime instigated on admission which
can be modified at a later stage according to the individual response

Exceptions: Abdominal trauma: modify the plan to the individual patient
Perianal trauma: modify the plan to the individual patient

Link: Guidelines for Bowel Management can be found on the MASCIP website
www.mascip.co.uk
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Element 6: Bladder Management
Rationale:
Acute spinal cord injured patients present with definitive neurological bladder dysfunction. The
paralysed bladder is at significant risk of nosocomial infection. It is therefore of paramount
importance to prevent bladder distension and catheter blockage.
a) All spinal cord injured patients should be catheterised on admission with a size 12 – 16
gauge catheter
b) In-dwelling catheters should be maintained on free drainage and changed as required /
as per individual hospital protocol
c) Changes to ongoing bladder management should be discussed with your local SCIC and
an individualised bladder care programme in relation to their injury agreed
Exceptions: There are no exceptions unless on the advice of the SCIC.
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Element 7: Thromboembolic Protection
Rationale:
Enforced bed rest and systemic paralysis increases the risk of thromboembolism. To prevent
deep vein thrombosis or pulmonary embolus, anticoagulation therapy must be appropriately
established.
a) All spinal cord injured patients must be fitted with properly sized TED stockings unless leg
damage precludes. Once per shift TED stockings should be entirely removed to check skin
integrity and pressure areas
b) Foot pumps or compression boots can be used, but it is important to monitor the pressure
effect on the skin
c) Pharmacological management should commence when advised by managing clinician to
do so, preferably within 48hrs. The need to commence should be discussed on the daily
ward rounds
d) Physiotherapist input should be sought with a view to providing an assessment of joint
range and passive/ active assisted movements
e) Cannulae should be removed as soon as they are no longer clinically indicated. This will
minimise the risk of thrombophlebitis and thrombus
Exceptions:
•
•

Do not apply TED stockings if the patient has lower limb external fixators, wounds,
pressure ulcers, arterial disease or dermatological conditions
Anti-coagulations must be prescribed at the spinal surgeon’s directive. They should not
be used if contra-indicated.
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Element 8: Cardiovascular Management and Temperature Regulation
Rationale:
Spinal cord injured patients can present with spinal shock which may compromise their
cardiovascular status and stability. The underlying issue is the loss of functioning baroreceptor
reflex and basal sympathetic tone in high spinal cord lesions – for this purpose all cervical and
upper thoracic (above T6/7) cases will have a potential problem with bradycardia, hypotension
and unopposed vaso-vagal reflex in response to tracheal stimulus. This applies to those without
cardiac sympathetic innervation i.e. T2 – T4/5. Be aware that log-rolling or repositioning may also
cause vaso-vagal stimulation.
Spinal cord injured patients are not able to internally regulate their body temperature, dependent
on the level and extent of injury.
a) Ensure that a prescription for Glycopyrolate is documented on the drug chart for use in the
event of cardiac syncope or if the heart rate drops to below 35 bpm. Consider the need for
the patient to be in an enhanced level care bed for close/continuous monitoring.
b) Intravenous fluids should be administered cautiously, under the advice of the attending
clinician in order to prevent fluid overload. (If unsure obtain advice from a Spinal Consultant
/ Registrar)
c) Monitor the patient’s core temperature closely. The patients’ actual body temperature can
be as much as 1˚ below normal. Utilise body warming or cooling devices cautiously.
Insulate the patient or distance paralysed areas of the body as appropriate from sources
of heat or cooling
d) Ensure that guidance and advice regarding the management of the patient is passed on
during interdepartmental transfers, e.g. MRI, theatre and appropriate drugs taken for the
transfer.
Exceptions: None
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Element 9: Respiratory Management
Rationale:
Pulmonary complications can have a morbid impact for spinal cord injured patients. It is therefore
important to work to promote respiratory monitoring, positioning, and to maximise ventilation and
perfusion. Advice regarding ventilatory support and complex weaning can be gained from the
linked or supporting SCIC if required.
a) All patients should be nursed flat/supine as respiratory mechanics are maximised in the
supine position for the spontaneously breathing tetraplegic patient. If necessary, following
multidisciplinary discussion, the bed can be whole bed tilted no more than 15-30˚ head-up
if this supports managing other injuries or achieving medical stability
b) Ventilate to normal blood gas parameters unless there is chronic underlying lung morbidity.
Provide humidified supplemental oxygen, particularly in the acute phase, to ensure that
the cord is kept oxygenated and therefore reduce the risk of further damage
c) It is essential to closely monitor the patient for signs of respiratory fatigue or distress, with
regular monitoring, using measures such as vital capacity, oxygen saturation, hypercapnia,
hypoxia, respiratory rate and pattern
d) All patients should be referred to a physiotherapist to initiate an individualised
preventative/prophylaxis regime e.g. assisted cough with devices such as NIPPY,
incentive spirometry, non-invasive ventilation. They will also advise on turning and
positioning to maximise V/Q (taking account of requirements regarding spinal stability, skin
integrity and care). Advice regarding specific secretion clearance issues can be gained
from linked SCIC
e) It is the responsibility of the regional SCIC to appropriately share any referrals for an SCI
Ventilatory or Weaning / Respiratory support bed to the appropriate unit early following
admission

Exceptions: Head Injury, increased ICP

Link: Respiratory Information for Spinal Cord Injury risci.org.uk
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Element 10: Tissue Viability
Rationale:
All spinal cord injury patients are at high risk of developing pressure ulcers so therefore require
vigilant monitoring of pressure areas.
a) An initial assessment and Waterlow / Medley score must be carried out and the findings
documented in the case notes, this is a standard part of nursing admit paperwork so no
need to comment further and TVN do not need to know about case unless an issue
b) Initiate an appropriate turning / positioning regime 2 to 3 hourly 3 way turns and positioning.
Red marks are significant; these should be palpated for hardness and kept pressure free
until they are no longer visible or palpable. The key is to ensure all pressure areas are
looked at, at least daily, if not on each shift. Refer to the SCIC for clarification and advice
if required
c) Monitor the patient’s core temperature closely. The patients’ actual body temperature can
be as much as 1˚ below normal. Utilise body warming or cooling devices cautiously.
Insulate the patient or distance paralysed areas of the body as appropriate from sources
of heat or cooling
d) If any splints, plaster casts or orthoses are to be used, observe the relevant pressure areas
for signs of tissue damage at least 3 times a day. Obtain advice from the orthotist or the
therapist regarding appropriate care and application. Liaise with orthopaedic services with
regards to plaster casts
e) If pressure area damage is noted, contact the Tissue Viability Service immediately.
Document the damage in the case notes, all pressure ulcers grade 2+ should be measured
and be photographed, initially and then weekly thereafter. Act immediately to relieve the
pressure on the damaged area
f) All staff must be made aware of the specific tissue viability care requirements of the spinal
cord injured patient

Exceptions: None
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Element 11: Management of Autonomic Dysreflexia
Rationale:
Patients with spinal cord lesions are at risk of autonomic dysreflexia after the spinal shock phase.
This is a life-threatening hypertensive response to noxious stimuli.
a) Assess the patient for risks or history of dysreflexia to include level of completeness, time
since injury and previous symptoms

b) Monitor the patient for signs of a dysreflexia episode. These may include, but are not
restricted to, hypertension, bradycardia, flushed face and upper extremities, stuffy nose,
pounding headache and sweating

c) Identify the noxious stimuli. Some examples of these stimuli could be a blocked or kinked
catheter, UTI, impacted bowel, ingrown toenail or pressure ulcer. Work to resolve these
immediately

d) In the first instance perform a whole bed tilt (head up) or sit the patient up if appropriate
to do so, on the advice and direction of the medical clinician

e) Inform the attending medical clinician to initiate treatment. The treatment regime would
normally include:- administration of GTN spray/tablets or Nifedipine, these recommended
medications should be added within the PRN section of drug prescription
system/chart/documentation ideally on admission or when patient is through the spinal
shock stage of their recovery

f) Monitor cardiovascular signs continuously for resolution of the signs of dysreflexia.
Maintain heightened awareness for repeat attacks. Consider requirement for an enhanced
care level bed if triggering stimulus takes time to resolve
g) Document each episode in the patient’s case notes

h) All staff responsible for caring for a SCI patient are aware of Autonomic Dysreflexia and
appropriate management
Exceptions: None
Link: National Rehabilitation Hospital - The Mystery of Autonomic Dysreflexia Poster below can
be used for display in prominent areas.
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The Mystery of Autonomic Dysreflexia Poster
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Element 12: Outreach service from the SCIC
An outreach visit may be necessary to assess the patient prior to acceptance for admission to the
SCIC. The visits are often done by a Consultant Nurse or Outreach Coordinator.
The outreach team are also available to help support staff with the patients care and even provide
expert training.
They will ensure the patient is assessed and fully understands their injury and will let them know
what treatment / rehabilitation pathway they are likely to follow and often meet with family and
carers of the patient to offer them support and advice, usually contacted via the unit switchboard.
The SCI Consultant Nurse or Outreach Coordinator will clearly document in the medical notes or
on the electronic noting system when a referral has been shared with another specialist SCI unit.
It is also important for a date of acceptance to be documented in the medical notes/electronic
noting system.
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Abbreviations
SCI
SCIC
TU
MTC
ASIA
TED

Spinal Cord Injury
Spinal Cord Injury Centre
Trauma Unit
Major Trauma Centre
American Spinal Injury Association
Thromboembolism-deterrent
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Appendix 1 – Example 24-hour check list
Consider the use of a 24-hour check list or equivalent to ensure urgent aspects of all the above
elements have been initiated.
Patient Address Label

24 Hour Check List
Please Tick

Sign & Print Name

Appropriate Spinal Imaging completed

________________________________________

Refer to a Spinal Cord Injury Centre

________________________________________

Turning Regime initiated within 3 hours

________________________________________

Commence on gastrointestinal protection

________________________________________

Refer to a Dietician

________________________________________

Appropriate collar care / spinal brace completed ________________________________________
Perform a Digital Rectal Examination &
Day 1 assess for anal tone

Faeces Present

________________________________________

No
Yes
Removed

Bowel program initiated

________________________________________

Catheterise Patient

________________________________________

Put on thigh leg TED stocking

________________________________________

Is there a need to transfer the patient?

No
Yes

Contact Trauma Nurse Coordinator (if an MTC)
PLEASE FILE IN THE PATIENTS NOTES and ENSURE A COPY ACCOMPANIES THE PATIENT TO THEIR
RECIVING HOSPITAL
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Appendix 2 – Log Rolling and Positioning Pictures
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Neutral supine

Complete manual turn to relieve pressure
Areas

Shoulder release
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Hand position

Hand position

Neutral support of foot with no pressure on the heel
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Example of manual assisted cough technique
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Appendix 3 – Supporting Services Links
MASCIP

www.mascip.co.uk

RISCI

www.risci.org.uk

SIA

www.spinal.co.uk

After Trauma

www.aftertrauma.org

BACKUP

www.backuptrust.org.uk

Headway

www.headway.org.uk

ASPIRE

www.aspire.org.uk
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Appendix 4 - Suspect Spinal Damage? Poster
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Appendix 5 – SCIC Admission & Transfer Criteria’s for Oswestry / Stoke Mandeville /
Sheffield / Southport
Midland Centre for Spinal Injuries (Oswestry)
Criteria for Acute Admission
A spinal cord injury is damage to the spinal cord or column which often causes permanent
disability or loss of movement (paralysis) and sensation below the site of the injury.
The MCSI is a supraregional centre for the management of spinal cord injuries, receiving
patients from acute hospitals that fall into the following criteria
1. All patients with spinal trauma with neurological deficit.
2. Patients with spinal trauma, without neurological deficit but with an unstable spine where the
admitting hospitals are unable to manage.
3. Patients with spinal paralysis of non-traumatic origin and non-progressive in nature
Considerations when accepting for admission
1. General condition of the patient
Any problems identified at time of referral the generic form should be completed reviewing
specifically mental health problems, personality problems, dementia and potential for
rehabilitation.
2. Chest
3. If the referring hospital gives enough information on the condition of the patient immediately
add to the waiting list, if there are any concerns and the patient will be visited in the referring
hospital to make a decision about suitability for admission.
4. Patients who require longer term tracheostomy should be downsized to a maximum of a size
6 uncuffed tube before transfer (and have been stable with this for a minimum of 5 days).
5. Patients not fit for transfer e.g. ventilated will be put on hold until their condition improves.
NOTE RE: TRANSFER OF PATIENTS WITH A TRACHEOSTOMY – the patient must be
decannulated, clinically well and have had a chest x ray, ABGs and full set of bloods before
being considered for transfer.
Updated April 2018
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Stoke Mandeville
Criteria for Non-Acceptance
1. Patients with injury to spinal column but intact neurology.
2. People with progressive disease. Explanatory Note: Spinal tumours are classified as
Specialised Cancer Services, not Specialised SCI. However if spinal cord dysfunction
has arisen from the effects of a benign tumour which has been primarily dealt with by an
appropriate specialty, or from a tumour which has been adequately treated and is now
deemed to have a benign cause, or if the patient has a significant life expectancy, the
patient may transfer to the Spinal Cord Injury Service for rehabilitation and life-long follow
up. At this point they will come under the scope of Specialised SCI.
3. Life limited condition (<1yr).
4. Severe cognitive/behavioural impairment which limits an individual’s capacity to engage
in the goal planning and rehabilitation process fully.
5. Severe risk of self-harm to themselves and to others.
6. Severe co-morbidities – which will limit their rehabilitation potential and their ability to
tolerate a full and active rehabilitation program.
7. Behavioural issues that pose risk to others/evidence of non-compliance to treatment –
that contradicts Trust Behavioural Policies.
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Southport & Ormskirk NHS Trust
1. People who have suffered a new SCI or Cauda Equina Syndrome as a result of trauma.
Eg – RTA, Falls, Sporting Injury, Acts of violence, Iatrogenic causes - post surgical
complications – degenerative disease, aortic aneurism etc (list not meant to be
exhaustive).
2. People who have suffered a new SCI or Cauda Equina Syndrome as a result of a nontraumatic cause.
*All of the above should be of a non-progressive aetiology
Conditions excluded from admission criteria
1.
2.
3.
4.
5.

People with progressive neurological conditions
People with congenital neurological conditions
People who have a supraspinal aetiology.
People with significant mental health issues, brain injuries of cognitive difficulties
People who require ongoing renal support or have ongoing treatment priorities which are
a barrier to rehabilitation

31

Appendix 6 – ASIA Chart and Explanatory Notes
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Feedback to the Network
It is very important to us that we know what you think about this best practice guide so that we
can continue to ensure that it is useful and includes information that is relevant and up to date.
If you have used the best practice guide, please could you take some time to feedback your
comments and suggestions. Please email Trauma.mcctn@nhs.net
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