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11 Post-imaging care guidance 
 

⑩ CT c-spine results 
 

12 Mechanism of injury 

 Fall 

 down stairs 
 distance in steps: 

 from height 
 distance in feet:  

 on level ground 
 riding incident 

 Pedestrian hit by motor vehicle 

 Bicycle crash 

 Diving injury 

 Contact sport + axial load to head 

 

 Other 

⑨ C-spine assessment if unstable (see box 2) 

⑧ ROCSM with antiemetic cover 

If alert but abnormal vital signs 

 ➔ Reassess patient after appropriate interventions 

 

 If stabilized – return to the algorithm 

 If instability persists – proceed to CT 

 

If stable vital signs but GCS 13 or 14 

 ➔ Use clinical judgment; select from the following options 

 

 ROCSM (see box 8) and reassessment at 2h from injury. 
 If GCS then 15, return to the algorithm. If not, proceed to CT. 

 Immediate CT c-spine (AND head) if ROCSM is poorly tolerated 

• Use manual in-line stabilisation (MILS) during initial assessment 
of unstable pts and during airway manoeuvres, including RSI 

   
• ROCSM = head blocks & tape only (DO NOT use cervical        

collar), on scoop or transfer trolley mattress (as available) 

 If a scoop is used, patient should be scanned and off                   
the scoop within 45min 

 
• Offer ondansetron orodispersible film 16mg PO routinely                   

if any of the below: 

• Age >75 

• Weight >105kg 

• Vital signs or GCS abnormal 

• Patient receiving opiates 
 
• Offer BOTH ondansetron (as above) AND metoclopramide IV to 

all pts with ROCSM who have already vomited or feel nauseous 

 Motor vehicle collision (MVC) 

Seatbelt worn 

Did vehicle roll over 

Was patient ejected 
 
Patient vehicle type (please circle) 

 
 
 
   
 Other 
 
 
 
 
Object of collision (please circle) 

 
 
 
 
  Other 
   vehicle 
   type or 
 object 

 None 
 
Collision schematic 

• Indicate patient’s position in vehicle 
• Tick direction of travel 
• Draw an arrow to indicate point 
 & direction of impact with object 

 
 
 
 
 
 
 

 
 
 
Patient vehicle speed 
(mph) 

Colliding vehicle speed 
(mph, if applicable) 

Combined speed 
(mph; if frontal impact 
with other vehicle) 

☐ Yes   ☐ No 

☐ Yes   ☐ No 

☐ Yes   ☐ No 
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 Acute CT abnormality or new focal neurological deficit 

 → ROCSM necessary. Refer to orthopaedic team. NB: If focal 
peripheral neurological deficit despite normal CT, MRI can show 
‘spinal cord injury without radiological abnormality’ (SCIWORA). 

 NB: Consider CT or MR angiography of the neck vessels if 
injuries seen on CT (fractures involving foramina transversaria 
or lateral processes, or vertebral misalignment) raise suspicion 
of vascular injury or if there are features suggestive of a 
posterior circulation stroke 

 Neither of the above but patient intubated and ventilated 

 → ROCSM necessary. If reassessment not possible after 24h, 
options are MRI or lifting of ROSCM if agreed by 2 consultants. 

 All other patients can be declared ‘radiologically cleared’ 
 → Discontinue ROCSM and record outcome in the notes 

ROCSM = head blocks & tape only (DO NOT use cervical 
collar), on scoop or transfer trolley mattress (as available) 

NB: If a scoop is used, patient should be                          
scanned and taken off scoop within 45min 

 normal 


