
For all pathology, in preparation for transfer:

Acute Spine Consultation Guidelines
Developed by Dr. Sunjay Sharma, Dr. Michael Fehlings, and Dr. James Rutka for Provincial Neurosurgery Ontario

In all cases, ABC’s should be evaluated and treated 
prior to the application of these guidelines.

Once all steps have been completed, 
urgently contact CritiCall at 1-800-668-4357

* 
†  Adjust dosage for paediatric patients.

1  Stabilization and management

2  

3  

If no CT scanner but clinical/radiographic suspicion arises, 
arrange urgent transfer for proper imaging to closest facility. 

x-rays, consultation with neurosurgeon recommended 
prior to CT scan.

CT scan demonstrating at least 1 of the following

Special considerations

Proceed with next step before contacting CritiCall

Spinal Cord Injury (SCI)

Acute (<48hrs) spinal cord compression 
(metastatic)

Cervical

Thoracolumbar

Early symptoms and signs

Management

neck pain after trauma with normal CT scan. 
These patients require MRI to rule out spinal cord injury 
without radiographic abnormality.

Immobilize in hard collar

Assess bowel and bladder 
function

Keep on bedrest with 

Investigate for associated 
spinal and systemic injuries 
(e.g. bowel injury, occult 
spinal injury)

Look for lesions, the whole 
spine must be imaged 
with MRI + gadolinium

Avoid hypotension * 
(SBP < 100)

Delineate primary lesion 
if applicable

Dexamethasone 16mg IV x 1†

Neurologic dysfunction

Localized tenderness

Severe unremitting spinal pain

Nocturnal pain

Aggressive pain controlAttend to ABC’s

MAP ≥85 Judicious use of sedation 
(short acting drugs 
preferred)

Reverse coagulopathy 
(INR <1.5)

Be mindful of FVC and 
ventilation in C-Spine injury

Perform neurovitals 
frequently (q1h)

For neurogenic shock use 
Dopamine 5-10mcg

Avoid hypotension

Lumbar disc herniation 

compromise

Spinal cord compression 
secondary to new mass

Spinal column fracture

Collapse of vertebral body

Subluxation/dislocation of 
facet joints in cervical spine

For all pathologies, images should be reviewed 
with an available radiologist prior to CritiCall referral.

should be evaluated by gadolinium enhanced MRI emergently

MRI despite negative CT

Cauda equina syndrome
Keys to diagnosis

Next steps

Post void residual >150cc *

Saddle anesthesia

Decreased rectal tone

Bilateral motor weakness

Once clinical diagnosis established, must be corroborated 
by MRI to establish diagnosis prompting referral.

Optimize laboratory values (i.e. coagulation) for operative 
intervention.




