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Are “Normal” Multidetector
Computed Tomographic Scans

Sufficient to Allow Collar 
Removal in the Trauma Patient?

(J Trauma. 2010;68: 103–108)

Back ground

• C-spine clearance: definitively rule out any 
injury that could put the spinal cord at risk 
once the collar is removed and the patient 
is mobilized.

• No universally accepted guidelines was 
done.

Overview and Comparison of NEXUS and Canadian C-Spine Rules
American Journal of Clinical Medicine Volume 3, No. 4, Fall 2006

Overview and Comparison of NEXUS and Canadian C-Spine Rules
American Journal of Clinical Medicine Volume 3, No. 4, Fall 2006

Back ground

• MDCT alone: Sensitivity of detection of unstable 
C-spine injuries is 98-100%.

• MRI: detect 20.7% soft tissue injury that is not 
detected on plain films or CT.

• Retrospectively to review the C-spine CT scan to 
see how often the initially negative results 
interpreted by radiology was sufficient to clear 
the C-spine by spine surgeons
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Patient and methods
• June, 2001- July, 2006
• Brigham and Women’s 

Hospital, an ACS 
verified Level I Trauma 
Center

Four questions

• Whether the study was adequate
• Whether the study had abnormal findings
• Whether there was evidence or suspicion 

of C-spine instability
• Whether the study alone would allow for 

discontinued use of the cervical collar.

Results

MRI reviews

• 22/91 have abnormalities on CT by at 
least one spine surgeon.

• 17/22 (77%) have abnormalities on MRI.
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Discussion

• MRI is the gold standard for cervical 
clearance in the obtunded patient.
– Mechanical ventilation
– Risk of leaving of the ICU
– the need for nursing staff to accompany the 

patient during the study
• Discrepancy of reading images

Discussion

• 8% (7/91) have inadequate studies.
• 3% (3/91) have unstable spine.
• 18% (17/91) have injuries on MRI.

Conclusion

• MDCT scans obtained on trauma patients 
may need to be evaluated by both the 
primary team and a spine consultant.

• Good communication between primary 
trauma team, radiologists, and spine 
surgeons.

Any questions ?

Just One Drop: The Significance 
of a Single Hypotensive Blood

Pressure Reading During 
Trauma Resuscitations

J Trauma. 2010;68: 1289–1295

Back ground
• Tachycardia in trauma patients may be an 

unreliable indicator of injury.
• Persistent hypotension is often a late 

manifestation of shock.

• Isolated hypotensive BP measurements should 
alert the clinician to the presence of injuries that 
require immediate operative or endovascular 
treatment.

• A single hypotensive BP “cutpoint” value
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Methods

• Prospective observational study
• June 2008 - January 2009
• Temple University Hospital

Methods

• Inclusion:
– Patients between 18 - 88 years old, regardless of 

injury mechanism.
– Single measurement of BP < 110 mmHg

• Exclusion:
– Transferred from outside hospitals
– Injured 2 hours before ED arrival
– Manage by ED staff
– only isolated prehospital hypotension
– >= 2 hypotensive episode

Results
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Discussion

Previous studies

• Hypotension in traumatic patient is best defined 
by a value of 110 mm Hg rather than 90 mm Hg

• If SBP < 110 mm Hg, every ↓ 10 mm Hg in 
admission SBP will↑ 5% mortality
– maximum mortality rate was at 60 mm Hg.

• Prehospital hypotension were more likely to 
undergo emergent therapeutic operations.

• ED BP proved to be a better predictor of 
outcome compared with field BP.

In our study

• Single SBP < 105 mm Hg is an 
independent clinical outcome predictor.
– Immediate operation
– Surgical ICU admission
– Length of hospital stay

• Warrants early trauma team activation, 
aggressive utilization of diagnostic 
adjuncts, and close monitoring in a 
surgical ICU.


