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®m Evaluate a patient with suspected spinal
Injury

m |[dentify the common types of spinal injuries
and their X-ray features.

m Appropriately manage the spinal-injured

patient during the first hour from injury.

B Determine the appropriate disposition of the
patient with spine trauma.
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STANDARD NEUROLOGICAL CLASSIFICATION OF SPINAL CORD INJURY
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B The |mportant key

muscle (s) are.

C-5----- Deltoid
C-6----- Wrist extensors
C-7----- Elbow extensors

C-8-----Finger flexors to
the middle finger

T-1-----Smalll finger
abductors

L-2----- Hip flexors
L-3------ Knee extensors
L-4----- Ankle dorsiflexors

L-5----- Long toe
extensors

S-1-----Ankle plantar
flexors
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| For the sake of simplicity,
| certain muscles or
' muscle groups are s
identified as representing
i a single spinal nerve
segment.

In addition to bilateral
testing of these muscles,
: the external anal

- sphincter should be
tested by digital
examination.
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: any movement of the spinal column -
. m Establish and maintain proper immobilization
: of the patient until vertebral fractures or

spinal cord injuries have been excluded

m Obtain a lateral c-spine x-ray, when

- Indicated, as soon as life-threatening injuries
;. are controlled

: m Document the patient’s history and physical
. examination so as to establish a baseline for

. any changes In the patient’s neurologic




| m Obtain early consultation with a
neurosurgeon and /or an orthopedic
surgeon whenever a spinal injury Is
suspected or detected.

m Transfer patients with vertebral
fractures or spinal cord injury to a
definitive-care facility
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