
 
 

Spinal Cord Injury 
Care plan 

	  
	  
	  
	  
	  
	  
Clinical care plans never replace clinical judgment. This care plan must be altered if not 
clinically appropriate for the individual patient 
 
This document covers the care needs required by this client group and is in addition to 
the basic care provided as standard to all patients 
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Contacts	  and	  referrals	  

	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  

	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  

Team	  Referred	  To	   Time	  Standard	   Contact	  Number	  

Stanmore	  -‐	  Spinal	  Injury	  
Unit	  (SIU)	  

4	  hrs	  for	  trauma	  	  
ASAP	  for	  other	  SCI	  	  

Referrals:	  nww.spinalreferrals.nhs.uk	  
Stanmore	  Outreach:	  02089095121	  	  	  

After	  Trauma	  
On	  admission	  if	  under	  

Trauma	  
Internal:	  45639	  

External:	  0203	  594	  5639	  

Spinal	  CNS	  
On	  admission	  (all	  SCI	  

patients)	  
Bartshealth.spinalcnsteam@nhs.net	  
Ext	  45855	  

Physiotherapy	  
	  

Within	  24	  hrs	  
Dayteam:	  As	  per	  ward	  contact	  numbers	  

Out	  of	  hours:	  Via	  Switchboard	  

Occupational	  Therapy	   Within	  72hours	  
Dayteam:	  As	  per	  ward	  contact	  numbers	  

	  

Speech	  &	  Language	  Therapy	  
All	  Cervical	  SCI	  once	  
appropriate.	  All	  other	  
levels	  as	  required	  

Dayteam:	  As	  per	  ward	  contact	  numbers	  
	  

Dietician	  

Acute	  SCI:	  Within	  
72hours	  	  

Chronic	  SCI:	  As	  nutrition	  
screen	  tool	  indicates	  	  

Dayteam:	  As	  per	  ward	  contact	  numbers	  

Continence	  CNS	   As	  needed	  
Internal:	  42684	  

External:	  0203	  594	  2684	  

Patient	  and	  Relative	  
Service,	  RAID/Psychology	  

As	  indicated	   RLH:	  RAID	  via	  CRS	  referral	  

Spinal	  Injury	  Association	  
(SIA)	  

As	  indicated	  
0800	  980	  0501	  

https://www.spinal.co.uk	  
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Guidance	  for	  completion	  	  
This	  document	  has	  been	  created	  for	  use	  at	  Barts	  Health	  NHS	  Trust	  hospital	  sites	  and	  has	  been	  divided	  into	  strategic	  
sections	   to	   focus	  acute	  spinal	  care.	   It	   is	   suitable	   for	  a	  primary	  diagnosis	  of	  acute	  spinal	  cord	   injury,	  MSCC	  and	  cord	  
infarcts.	   Some	   sections	  will	   be	   further	   explored	   via	   electronic	   resource	   folders	   available	   on	   the	   trust-‐shared	   drive.	  
Additional	  appendices	  are	  incorporated	  within	  to	  support	  daily	  management.	  
	  
This	  document	  should	  be	  used	  alongside	  the	  medical	  notes	  and	  is	  a	  multidisciplinary	  document.	  Reference	  should	  be	  
made	  in	  the	  medical	  notes	  to	  any	  procedures	  and/or	  actions	  carried	  out	  in	  relation	  to	  the	  document	  as	  a	  record	  of	  key	  
events	  e.g.	  Referrals,	  assessments,	  ASIA,	  etc.	  	  
The	  guideline/checklist	  has	  been	   created	   in	  ascending	  acuity	  of	   tasks.	   It	  will	   require	   staff	   to	   review	  each	  area	  on	  a	  
daily	   basis	   to	   ensure	   tasks	   are	   completed	   or	   updated,	   and	   flag	   any	   outstanding	   aspects	   to	   the	  MDT.	   Staff	   will	   be	  
expected	  to	  utilise	  the	  supporting	  information	  available	  in	  the	  resource	  folders.	  
	  
Inclusion	  Criteria:	  

 This	   care	   plan	   should	   only	   be	   used	   if	   the	   SCI	   is	   the	   primary	   diagnosis	   and	   there	   are	   rehabilitation	  
requirements.	  	  

 This	  pathway	  should	  be	  used	  for	  patients	  with	  acute	  cord	  injury/deficits,	  both	  trauma	  and	  non-‐trauma	  (e.g.	  
cord	  infarcts).	  

Exclusion	  criteria:	  
 Patients	  with	  significant	  brain	  or	  pelvic	  injury,	  cord	  lesion	  due	  to	  metastasis	  (care	  plan	  can	  still	  be	  used	  as	  a	  

reference	  for	  these	  cases).	  	  
If	  appropriate,	  care	  plan	  can	  be	  restarted	  at	  a	  later	  date,	  e.g.	  if	  the	  neurological	  deficit	  from	  the	  brain	  injury	  will	  not	  
prevent	  participation	  in	  Spinal	  rehabilitation	  
	  
Documentation	  Key	  
Sign	   Indicates	  action/care	  ordered/administered	  –	  this	  should	  be	  used	  every	  time	  an	  action	  is	  

completed/reviewed/	  discusses	  
Date	   Indicates	  when	  action	  was	  completed	  
C	   Indicates	  continuation	  in	  care	  following	  initial	  assessment	  /	  review	  

V	   Variance	  from	  the	  care	  plan	  
If	   an	   entry	   is	   recorded	   as	   a	   variance,	   further	   details	   should	   be	   documented	   on	   appendix	   7;	   reason	   for	  
variance,	  any	  action	  taken	  and	  the	  entry	  signed).	  	  This	  enables	  the	  care	  of	  these	  patients	  to	  be	  audited.	  	  
Documentation	  on	  patient	  notes	  should	  state	  that	  care	  was	  given	  as	  per	  Spinal	  Cord	  injury	  care	  plan	  	  
	  	  

Documentation	  
 The	  care	  plan	  complements	  the	  medical	  notes	  and	  is	  to	  be	  used	  as	  an	  MDT	  document.	  	  
 There	  may	  still	  be	  care	  documented	  elsewhere,	  but	  duplication	  should	  not	  occur.	  	  
 Patient	   details	   and	   date	   should	   be	   filled	   in	   on	   every	   page	   as	   parts	   of	   the	   pathway	   will	   be	   repeated	   (or	  

labelled)	  
 All	  members	  of	  the	  MDT	  can	  document	  –	  they	  should	  sign	  in	  on	  the	  signature	  page.	  	  All	  contact	  details	  and	  

dates	  should	  be	  documented	  on	  the	  referrals	  page	  as	  completed.	  	  
	  
If	  further	  information	  /	  advice	  is	  required,	  please	  contact	  the	  nurse	  in	  charge	  or	  a	  member	  of	  the	  Spinal	  team	  involved	  
as	  per	  the	  documentation	  log.	  	  
Ascertain	   Immigration	   status	   of	   patient	   regarding	   eligibility	   for	   funding	   for	   rehabilitation	   –	   if	   not	   eligible	   or	   unsure	  
refer	  to	  ‘Paying	  Patient	  Department’	  
	  
Resource	  folder	  information	  
For	  additional	  information	  on	  specific	  sections,	  please	  refer	  to	  the	  key	  resource	  pack:	  	  	  

o Box	  app	  
o Resource	  folder	  on	  (I:)	  drive	  	  

Location	  1:	  
 \\LNASV3\Directorates$\surgery_&_anaes\SpinalCord	  Injuries	  	  

Location	  2:	  
 \\LNASV3\Directorates$\surgery_&_anaes\ACCU\SpinalCord	  Injuries	  	  

Location	  3:	  
 \\LNASV3\Directorates$\nursing_&_therapies\THERAPIES\SpinalCord	  Injuries	  
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Documentation	  log	  –	  to	  be	  completed	  by	  every	  person	  documenting	  on	  the	  
care	  plan	  

	  
NAME	   ROLE	   INITIAL	  

	  
SIGNATURE	  
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Se
ct
io
n	  
1	  

Injury	  date:	  
	  
Mechanism	  of	  injury:	  
	  
Injury	  level:	  
	  
AIS:	  
	  
	  
	  

Admitting	  team	  /	  consultant:	  
	  
	  
Other	  significant	  injuries:	  
	  
Significant	  PMH:	  
	  
Infection	  control	  issues:	  

Action	   Comments	  and	  resources	   Timeframe	  

Se
ct
io
n	  
2	  

Add	  patient	  onto	  SCI	  
database/register	  for	  
specialist	  input	  
-‐	  Liaise	  with	  primary	  team,	  
Spinal	  CNS,	  after	  trauma	  or	  
therapy	  team	  

	  
See	  resource	  folder	  for	  more	  
information	  

http://nww.spinalreferrals.nhs.uk/	  to	  register	  patient	  and	  trigger	  referral	  to	  
Outreach.	  	  	  
	  	  
Stanmore:	  Spinal	  outreach:	  02089095121	  	  	  
Spinal	  CNS:	  Support	  on	  management	  of	  SCI	  
After	  trauma:	  support	  on	  overall	  injuries	  of	  patients	  

Traumatic	  injuries:	  	  within	  
4	  hours	  	  
Non-‐traumatic:	  	  as	  soon	  
as	  possible	  

Se
ct
io
n	  
3	  

Check	  spinal	  stability	  and	  
restrictions	  	  
	  	  
Day	  of	  referral	  	  
	  
See	  resource	  folder	  for	  more	  
information	  

Imaging	  completed	  (tick	  as	  appropriate)	  
CT	  	  	  	  	  MRI	  	  	  	  	  CTA	  	  	  	  	  MRI	  C/	  CONTRAST	  	  	  	  	  CT	  WITH	  CONTRAST	  	  	  	  	  	  
OTHER________	  
	  
Spinal	  restrictions	  and	  management:	  
-‐See	  Brace	  and	  collar	  proforma	  on	  CRS	  
-‐Spinal	  team	  documentation	  on	  CRS	  for	  spinal	  precautions	  
-‐Check	  CRS/Refer	  	  a	  patient	  for	  further	  documentation	  
	  

On	  admission	  
…………………………	  
	  
Following	  Spinal	  team	  r/v	  
	  
When	  condition	  changes	  
/	  post-‐surgery/	  post	  
treatment	  
	  

Se
ct
io
n	  
4	  

Refer	  to	  Spinal	  CNS	  	  
To	  be	  done	  on	  admission,	  
for	  ALL	  spinal	  patients	  

Overall	  management	  of	  SCI	  	  
Link	  between	  spinal	  consultant	  /	  family	  /	  therapies	  /	  ITU	  &	  Wards	  team	  
Contact:	  	  
Email	  –	  bartshealth.spinalcnsteam@nhs.net	  /	  referral	  on	  CRS	  /	  Ext	  45855	  
	  

On	  admission	  

Se
ct
io
n	  
5	  

	  
Monitor	  for	  Cardiovascular	  

stability	  
	  
	  
	  

Assessment	  and	  
management	  of	  

Neurogenic	  shock	  and	  
Spinal	  Shock	  

	  
	  

See	  resource	  folder	  for	  more	  
information	  

Team	  to:	  
assess	  if	  patient	  is	  at	  risk	  of	  autonomic	  dysfunction	  
ensure	  clear	  documentation	  when	  patient	  is	  in	  neurogenic	  shock	  or	  spinal	  
shock	  
assess	  daily	  the	  cessation	  of	  neurogenic	  shock	  /	  spinal	  shock	  
Refer	  to	  spinal	  CNS	  for	  further	  assistance	  
	  
Spinal	  shock	  =	  areflexia	  or	  hyporeflexia	  	  +	  autonomic	  dysfunction	  	  
During	  spinal	  shock	  patients	  will	  present	  with	  FLACCID	  paralysis	  below	  the	  
injury	  level,	  distended	  abdomen	  due	  to	  gastric	  paralysis,	  absent	  reflexes,	  
absent	  bowel	  sounds.	  
Daily	  assessment	  would	  indicate	  cessation	  of	  spinal	  shock	  –	  monitor	  bowel	  
sounds,	  abdomen	  distension,	  reflex	  assessment	  
After	  cessation	  of	  spinal	  shock	  patients	  may	  no	  longer	  present	  flaccid	  paralysis.	  
If	  severe	  spinal	  shock	  -‐	  patients	  to	  be	  managed	  on	  ITU	  	  
	  
Neurogenic	  shock	  =	  significant	  cardiovascular	  dysfunction	  (unopposed	  
parasympathetic	  activity	  due	  to	  cessation	  of	  sympathetic	  activity).	  Usually	  
occurs	  in	  injury	  above	  T6.	  Symptoms:	  low	  blood	  pressure,	  initial	  tachycardia	  
followed	  by	  low	  heart	  rate.	  
Patients	  to	  be	  managed	  on	  ITU	  	  
	  
Interventions	  during	  this	  period:	  
-‐	  Target	  based	  fluid	  management	  requiring	  close	  blood	  pressure	  and	  CVP	  
monitoring.	  Caution	  with	  over	  transfusion	  as	  may	  lead	  to	  pulmonary	  oedema.	  
-‐	  Target	  MAP	  of	  80	  to	  90	  mmHg.	  Consider	  use	  of	  inotropes	  for	  improving	  BP	  
and	  cord	  perfusion.	  
-‐	  Consider	  prescription	  of	  sympathomimetics	  for	  symptomatic	  bradycardia	  
such	  as	  Glycopyrolate.	  
-‐	  Prevent	  postural	  drop	  on	  sitting	  upright	  using	  Ephedrine	  and	  abdominal	  
binder	  prior	  to	  trial	  of	  sitting	  out.	  
	  

	  
	  
Every	  shift	  as	  per	  ward	  
protocol	  	  
	  
	  
	  
If	  spinal	  chock	  /	  
neurogenic	  shock	  
	  
Date	  commenced	  
………………………	  
Date	  resolved	  
…………………………	  
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Se
ct
io
n	  
5	  
(c
on

t)
	  

	  
Monitor	  and	  assess	  risk	  of	  
autonomic	  Dysreflexia	  	  
	  
	  
	  
Ensure	  patients	  at	  risk	  of	  
AD	  (SCI	  T6	  and	  above)	  are	  
prescribed	  PRN	  GTN	  spray	  	  
	  	  
More	  prevalent	  as	  patient	  
comes	  out	  of	  neurogenic	  
shock,	  often	  sub-‐acute	  
phase.	  	  
	  
	  
Please	  see	  appendix	  1	  +	  
resource	  folder	  for	  further	  
guidance	  	  

Occurs	  mostly	  in	  patients	  with	  lesions	  at	  T6	  or	  above.	  	  	  
Due	  to	  the	  loss	  of	  central	  control	  over	  the	  sympathetic	  nervous	  system,	  an	  
exaggerated	  and	  unchecked	  response	  to	  stimuli	  can	  occur,	  causing	  extensive	  
vasoconstriction	  in	  the	  large	  splanchnic	  blood	  vessels	  and	  a	  subsequent	  
increase	  in	  BP.	  	  
It	  is	  life	  threatening	  due	  to	  the	  risk	  of	  inter	  cranial	  haemorrhage,	  malignant	  
hypertension,	  encephalopathy,	  seizures	  or	  cardiac	  arrhythmia.	  	  
	  
Signs	  and	  symptoms:	  Bradycardia,	  hypertension	  (at	  least	  20	  SBP	  higher	  than	  
patient’s	  baseline),	  severe	  pounding	  headache,	  perfuse	  sweating,	  flushing	  
above	  the	  level	  of	  injury,	  chills,	  nasal	  congestion,	  blurred	  vision	  and	  shortness	  
of	  breath	  	  
	  
Common	  triggers:	  Blocked	  catheter,	  constipation,	  pressure	  ulcer,	  tight	  
clothing,	  stretching,	  FES	  	  
	  
What	  to	  do	  if	  you	  suspect	  AD:	  	  
*	  Do	  not	  put	  patient	  flat*	  	  	  
-‐	  Elevate	  the	  patient’s	  head	  and	  lower	  their	  legs	  	  
-‐	  Check	  BP	  and	  continue	  to	  measure	  	  
-‐	  Call	  for	  medical	  assistance	  as	  they	  may	  need	  urgent	  medication,	  don't	  leave	  
the	  patient	  	  
-‐	  Try	  to	  identify	  and	  alleviate	  the	  cause	  	  
-‐	  Loosen	  abdominal	  binders	  and	  remove	  any	  compression	  garments	  
	  
NB	  –	  Ensure	  patients	  at	  risk	  of	  AD	  are	  prescribed	  GTN	  spray	  /sublingual	  
nifedipine	  –	  this	  will	  help	  lower	  the	  BP	  for	  moments	  whilst	  the	  cause	  for	  AD	  is	  
being	  identified	  and	  solved	  

	  

Assess	  every	  shift	  	  and	  
manage	  as	  necessary	  	  

	  

Se
ct
io
n	  
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Respiratory	  assessment	  and	  
appropriate	  management	  
plan	  	  
	  	  
Refer	  to	  Physiotherapist	  
during	  core	  day	  hours.	  If	  
respiratory	  deterioration	  out	  
of	  hours	  Physiotherapist	  
available	  via	  switchboard	  
	  
Please	  see	  appendix	  2	  and	  
resource	  folder	  for	  further	  
information	  

Aim	  to	  prevent	  atelectasis,	  ensure	  effective	  secretion	  clearance	  and	  minimise	  
respiratory	  fatigue	  	  

	  
Full	  physiotherapy	  respiratory	  assessment	  within	  24hours	  
-‐	  With	  injury	  T12	  and	  upwards	  	  
-‐	  Any	  spinal	  level	  on	  prolonged	  bed	  rest	  	  
-‐	  Any	  spinal	   level	  with	   risk	   factors	   (smoker,	  obesity,	   chest	   trauma/pathology,	  
age)	  
	  
Assessment	  to	  include	  if	  self	  ventilating/non-‐invasively	  managed	  (NIV)	  
-‐	   Daily	   supine	   forced	   vital	   capacity	   (FVC)	   assessment	   to	   monitor	   for	  
deterioration	   (at	   least	   twice	   daily	   with	   higher	   frequency	   up	   to	   4-‐6	   hourly	  
determined	  from	  acuity	  of	  injury)	  	  
-‐	  If	  FVC	  is	  less	  than	  1	  litre	  (not	  technique	  related),	  the	  patient	  is	  at	  high	  risk	  of	  
respiratory	   failure	   and	   escalated	   to	   CCOT/ACCU	   for	   close	   monitoring	   and	  
ventilatory	  support	  considered	  e.g.,	  NIV	  or	  intubation	  
-‐	   If	   FVC	   1L	   –	   1.5L,	   prophylactic	   options	   for	   increasing	   maximal	   inspiratory	  
capacity	   should	   be	   considered	   e.g.	   cough	   assist	   device	   and/or	   non-‐invasive	  
ventilation	  if	  on	  ACCU	  
-‐	  Peak	  cough	  expiratory	  flow	  (PCEF)	  to	  evaluate	  cough	  effectiveness	  	  
-‐	  Close	  monitoring	  of	  respiratory	  rate	  and	  increase	  work	  of	  breathing	  
-‐	  Serial	  chest	  X-‐rays	  
-‐	  Blood	  gas	  e.g.	  ABG	  
	  
Overall	  Management	  to	  include:	  	  
Prophylactic	  treatment	  essential	  (regardless	  of	  whether	  retained	  secretions	  or	  
increased	  WOB):	  	  
Positive	   pressure	   via	   non-‐invasively	   if	   on	   ACCU	   or	   cough	   assist	   device	   (to	  
improve	  ventilation)	  
-‐Manual	   assisted	   cough	   +/-‐	   suctioning	   to	   aid	   secretion	   clearance	   if	   not	  
contraindicated	   by	   paralytic	   ileus/abdominal	   trauma	   and	   cough	   assist	   device	  
programme	  incorporation	  

-‐	   If	   unstable/uncleared	   T4	   fracture	   and	   upwards	   ensure	   spinal	  
stability	   maintained	   with	   neck	   stabilisation	   and	   shoulder/chest	  
counter	  pressure	  	  
-‐	  Ensure	  pre-‐oxygenation	  with	  all	  chest	  treatment	  	  

	  
NEVER	  position	  an	   individual	  with	  cervical	   SCI	   in	   the	   sitting	  position	  when	   in	  
respiratory	   distress.	   Lying	   flat	   will	   assist	   respiratory	   function	   by	   enhancing	  
sympathetic	  activity.	  

	  
	  
	  
Assess:	  within	  24	  hours	  of	  
admission	  	  
	  

	  
	  
	  
	  
Assess	  daily	  and	  
manage/escalate	  as	  
necessary	  	  

	  
	  
FVC	  assessment	  date	  
started:	  

	  
…………………..	  
	  
Abdominal	  binder	  date	  
provided:	  
	  
…………………………..	  
	  
	  
Cough	  assist	  device	  	  date	  
started:	  
	  
………………………….	  
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Neurological	  assessment	  
	  
Includes:	  
ASIA	  for	  all	  SCI	  levels	  
ASIA	  +	  GCS	  on	  injuries	  above	  
C3	  
Sacral	  segments	  
Reflexes	  
	  	  
Please	  see	  appendix	  3	  +	  
resource	  folder	  for	  further	  
guidance	  

American	  spinal	  cord	  injury	  assessment	  (ASIA)	  provides	  an	  overview	  of	  the	  
motor,	  sensory	  and	  neurological	  level	  of	  cord	  injury.	  It	  will	  enable	  patients	  to	  
be	  classified	  as	  complete	  or	  incomplete	  spinal	  cord	  injury	  and	  monitor	  changes	  
with	  intervention	  and	  recovery.	  	  	  
	  
Best	  practice:	  ASIA	  charting	  should	  be	  completed	  in	  one	  session	  as	  patient	  
tolerance	  allows,	  as	  well	  as	  with	  the	  same	  person	  present	  for	  all	  testing	  to	  
ensure	  consistency	  
	  
Spinal	  CNS/Medical	  team	  responsible	  for	  completion	  of	  sacral	  assessments	  on	  
admission,	  within	  the	  first	  24-‐72	  hours,	  on	  cessation	  of	  spinal	  shock	  and	  when	  
condition	  changes	  (S4/5	  motor	  &	  sensory	  function	  (deep	  anal	  pressure	  &	  
voluntary	  anal	  contraction)	  
	  
ASIA	  completed:	  
-‐	  Within	  72hrs	  of	  admission	  (clear	  documentation	  in	  Emergency	  department	  if	  	  
-‐	  At	  6	  weeks	  or	  post	  significant	  medical	  intervention	  e.g.	  
fixation/decompression/	  raised	  cord	  perfusion	  	  
-‐	  At	  3	  months	  of	  injury	  
	  
*A	  review	  of	  reflexes	  during	  should	  be	  incorporated	  into	  assessments	  
	  
NB	  -‐	  IF	  THERE	  IS	  A	  CHANGE	  IN	  NEUROLOGY	  this	  should	  be	  documented	  and	  
reported	  to	  the	  medical	  /spinal	  team	  IMMEDIATELY.	  Please	  also	  document	  
who	  this	  was	  reported	  to,	  or	  if	  unanswered	  attempts	  to	  contact	  were	  made.	  	  	  
	  
Routine	  spinal	  observations	  (Power	  and	  sensation)	  should	  be	  done	  by	  
allocated	  nurse	  every	  2-‐4	  hourly	  

	  

	  
	  
Full	  neurological	  
assessment:	  on	  admission	  
and	  when	  condition	  
changes	  
	  
	  
Routine	  spinal	  
observation	  to	  be	  done	  
every	  shift	  /	  4	  hourly	  by	  
ward	  nurses	  
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Positioning	  and	  range	  of	  
movement	  management	  	  
	  	  
Commence	  from	  72	  hours	  
from	  initial	  assessment	  
	  	  
Please	  see	  appendix	  4	  +	  
resource	  folder	  for	  further	  
guidance	  

Be	  aware	  of	  spinal	  stability	  and	  associated	  precautions	  whilst	  ensuring	  range	  
of	  movement	  (ROM)	  is	  not	  lost	  

- Uncleared/unstable	  T4	  and	  above:	  maintain	  cervical	  spine	  
alignment,	  counter	  pressure	  for	  all	  movements	  and	  shoulder	  
flexion	  at	  90	  degrees.	  

- Uncleared/unstable	  T5	  –	  T7:	  limit	  hip	  flexion	  to	  90	  degrees.	  
- Uncleared/unstable	  injuries	  below	  T8	  should	  not	  have	  their	  hips	  

flexed	  more	  than	  30°	  although	  ‘frogging’	  (full	  external	  rotation	  of	  
the	  hip	  with	  full	  knee	  flexion)	  should	  be	  carried	  out	  to	  maintain	  
range	  

	  
Tone/	  Spasticity	  management:	  

-‐ Monitor	  for	  the	  presence	  of	  spasms	  and	  tonal	  changes	  e.g.	  
Modified	  Ashworth	  Scale.	  If	  evident	  and	  liaise	  with	  medical	  and	  
therapy	  staff.	  	  

-‐ Consider	  use	  of	  positioning	  equipment	  +/-‐	  anti-‐spasmodics	  as	  
indicated	  

	  
Positioning	  and	  Splinting	  	  
Aims:	  To	  maintain	  joint	  range	  of	  movement	  and	  muscle	  length	  
-‐	  Establish	  patient	  specific	  positioning	  chart	  	  
-‐	  Passive	  and	  active	  assisted	  ROM	  range	  of	  motion	  programme	  to	  be	  instigated	  
by	  therapist	  and	  taught	  to	  relatives	  as	  appropriate	  
-‐	  Splint	  regimes	  should	  be	  individualised	  and	  provided	  by	  therapists	  as	  
appropriate	  e.g.	  resting	  splints	  for	  C5	  cervical	  level.	  Please	  link	  in	  with	  
occupational	  therapy	  for	  further	  guidance	  
	  
Progression	  towards	  seating	  should	  be	  reviewed	  and	  agreed	  regularly	  by	  the	  

multi-‐disciplinary	  team	  
	  
Be	  aware	  of	  Heterotopic	  Ossification:	  	  
-‐	  The	  formation	  of	  bone	  in	  and	  around	  joints,	  common	  within	  the	  first	  few	  
months	  of	  SCI.	  	  
-‐	  Early	  signs	  include	  swelling	  and	  reduced	  ROM,	  +/-‐	  fever,	  pain	  and	  increase	  in	  
spasticity	  	  
-‐	  Most	  commonly	  affects	  shoulders,	  elbows,	  hips	  and	  knees	  	  
-‐	  Increased	  occurrence	  with	  aggressive	  stretch	  and	  passive	  movements	  	  

Specify	  and	  date	  any	  
change	  of	  spinal	  
precautions	  
management:	  
	  
1)…………………………..	  
	  
2)…………………………..	  
	  
3)…………………………..	  
	  
	  
Date	  of	  medication	  
commencement	  for	  
management:	  
	  
…………………………….	  
	  
	  
Date	  of	  referral	  for	  any	  
orthotics	  requests:	  
	  
……………………………..	  
	  
……………………………..	  
	  
	  
	  
	  
Specify	  and	  date	  any	  
identification:	  
	  
……………………………….	  
	  
………………………………	  
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Pressure	  care	  	  
	  	  
Commence	  from	  admission	  
	  
Please	  see	  appendix	  4	  +	  
resource	  folder	  for	  further	  
guidance	  

Review	  Waterlow	  score	  to	  identify	  pressure	  risk.	  	  	  
	  
SSKIN	  Bundle	  
-‐	  Ensure	  bundle	  components	  are	  continually	  considered:	  Surface,	  Skin	  
inspection,	  Keep	  moving	  (repositioning),	  Incontinence	  and	  moisture,	  Nutrition	  
and	  hydration).	  	  
	  
Bed	  
-‐	  Commence	  use	  of	  air	  mattress	  and	  use	  of	  pillows	  as	  condition	  allows	  (fixed	  or	  
cleared	  spine).	  
-‐	  Agree	  positioning	  chart	  as	  soon	  as	  possible	  (2	  hourly	  turns	  if	  any	  skin	  marking	  
otherwise	  4	  hourly	  &	  grade	  by	  30mins	  every	  3	  days).	  Seek	  advice	  by	  
physiotherapists	  or	  follow	  photographs	  provided.	  
-‐	  Patient	  education	  and	  teach	  self	  pressure	  relief	  (rolling)	  as	  early	  as	  possible.	  	  
	  
Wheelchair	  	  
-‐	  Use	  appropriate	  pressure	  relieving	  cushion	  dependent	  on	  Waterlow	  score.	  	  	  
Complete	  hoist	  transfer	  always	  for	  first	  assessment	  to	  wheelchair	  or	  
plinth/bed.	  	  
-‐	  Strict	  graded	  seating	  plan	  (increase	  time	  in	  chair	  by	  30-‐60	  mins	  every	  day	  if	  
pressure	  areas	  remain	  intact/no	  cardiovascular	  compromise)	  	  
-‐	  Patient	  education	  and	  teach	  self	  pressure	  relief	  as	  early	  as	  possible.	  
	  
	  
If	  signs	  of	  pressure	  or	  moisture	  lesions	  	  
Terminate	  any	  positioning	  where	  direct	  pressure	  to	  that	  area	  is	  applied	  and	  re-‐
establish	  appropriate	  positioning	  chart.	  Discuss	  same	  day	  with:	  	  
-‐	  Patient’s	  own	  nurse	  	  
-‐	  Spinal	  CNS	  	  (	  +/-‐	  discuss	  if	  tissue	  viability	  nurse	  input	  needed)	  	  
-‐	  Nurse	  in	  Charge	  	  
	  
	  	  

Weekly	  
	  
	  
Every	  shift	  as	  per	  ward	  
protocol	  
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Bowel	  and	  Bladder	  
management	  
	  	  
Within	  24	  hours	  of	  initial	  
assessment	  
  
Please	  see	  appendix	  5	  +	  
resource	  folder	  for	  further	  
guidance	  

 
BLADDER	  	  
-‐	  IDC	  on	  free	  drainage	  in	  the	  initial	  stage	   
-‐	  Patient	  will	  present	  one	  of	  3	  types	  of	  neurogenic	  bladder	  -‐	  neurogenic	  
detrusor	  over	  activity,	  detrusor	  sphincter	  dyssynergia,	  detrusor	  areflexia	   
-‐	  Ensure	  adequate	  fluid	  intake	  
	  -‐Regular	  urine	  dipsticks	  	  
NB	  –	  Feeling	  the	  catheter	  tug	  	  is	  different	  from	  having	  full	  bladder	  control	  
	  
BOWEL	  	  
-‐	  Neurogenic	  bowel	  management	  -‐	  Flaccid	  (injuries	  below	  T12)	  or	  Reflexic	  
(injuries	  above	  T12)	   
*NB	  –	  Spinal	  shock	  patients	  to	  be	  treated	  as	  flaccid	  (even	  on	  injuries	  >T12)	  -‐
Please	  refer	  to	  MASCIP	  /	  Stanmore	  guidelines	  for	  further	  information	  and	  
management	  	  
-‐	  Laxatives	  for	  flaccid	  bowel	  –	  stimulant(senna)	  and	  osmotic	  (movicol	  /	  
lactulose)	  	  
-‐	  Laxatives	  for	  reflexic	  bowel	  –	  stimulant	  (senna),	  softener	  (sodium	  docusate)	  
+/-‐	   
osmotic	  (movicol/lactulose)	  and	  alternate	  day	  rectal	  stimulant	  (glycerine)	  	  
 
Patients	  will	  need	  adequate	  management	  plan	  to	  be	  established	  ASAP	  –	  
including	  manual	  manoeuvres.	  Bowel	  care	  to	  be	  done	  DAILY for	  every	  
patients	   
	  
Spinal	  CNS	  team	  will	  document	  and	  advise	  on	  plan	  for	  B/B	  management	  
	  
	  To	  be	  considered:	  	  
Referral	  to	  continence	  CNS	  	  
Referral	  to	  urology	  regarding	  need	  for	  suprapubic	  catheter	  	  
Stanmore	  Outreach	  for	  further	  advice	  	  
Establish	  positioning	  and	  seating	  chart	  around	  B/B	  timings	  	  
Consider	  B/B	  timings	  when	  scheduling	  therapy	  sessions	   
Spinal	  Care	  Bladder	  and	  Bowel	  Assessment	  forms:	  	  

-‐ MASCIP	  guidelines	  	  
	  

Every	  shift	  as	  per	  ward	  
protocol	  
	  
	  
	  
	  
	  
Every	  shift	  as	  per	  ward	  
protocol	  
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Nutrition	  management	  
	  
Referral	  within	  48	  –	  72hrs	  if	  
acute	  SCI	  
	  
	  
	  
See	  resource	  folder	  for	  more	  
information	  

All	  patients	  admitted	  with	  acute	  SCI	  should	  be	  referred	  to	  the	  Dietitian	  for	  a	  
nutritional	  assessment.	  	  
	  
Patients	  who	  cannot	  maintain	  volitional	  nutritional	  intake	  should	  have	  an	  
enteral	  feeding	  tube	  inserted	  (assuming	  no	  contraindications)	  and	  feed	  
commenced	  within	  24-‐48	  hours	  of	  admission	  as	  per	  the	  out	  of	  hours	  policy.	  	  
	  
Patients	  should	  then	  have	  a	  dietetic	  assessment	  within	  48-‐72	  hours.	  
Nutritional	  requirements	  should	  be	  estimated	  on	  an	  individual	  basis	  taking	  
into	  consideration	  various	  clinical	  parameters	  that	  may	  alter	  nutritional	  
requirements,	  particularly	  in	  the	  acute	  phase.	  	  
	  
The	  commencement	  of	  any	  oral	  food	  or	  fluid	  intake	  should	  be	  in	  liaison	  with	  
Speech	  and	  Language	  Therapy	  and	  their	  evaluation	  of	  the	  patient’s	  swallow.	  
	  
Patients	  who	  have	  prolonged	  swallow	  deficits	  or	  an	  inability	  to	  manage	  
sufficient	  oral	  intake	  should	  be	  considered	  for	  a	  gastrostomy	  tube	  insertion	  to	  
facilitate	  long	  term	  feeding.	  This	  should	  be	  a	  multidisciplinary	  decision	  and	  a	  
referral	  should	  be	  sent	  to	  the	  Nutrition	  Team	  for	  assessment	  and	  placement.	  
	  
Patients	  admitted	  with	  a	  chronic	  SCI	  should	  be	  screened	  using	  the	  
Malnutrition	  Universal	  Screening	  Tool	  (MUST)	  and	  referred	  to	  a	  dietitian	  if	  
required.	  
	  

On	  admission	  
	  
	  
Weight	  on	  admission	  
……………………….	  
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Pain	  management	  
	  
See	  resource	  folder	  for	  more	  
information	  

Common	  pain	  in	  SCI	  can	  be	  Neuropathic	  (due	  to	  dysfunction/damage	  of	  
nervous	  system)	  and/or	  nociceptive	  (damage	  caused	  on	  non-‐neural	  tissue)	  
	  
	  
Pain	  is	  a	  vital	  sign	  and	  should	  therefore	  be	  assessed	  regularly	  	  
	  
*NB:	  Neuropathic	  pain	  can	  be	  described	  as	  :	  burning,	  tingling,	  pricking,	  
sharpness,	  shooting,	  squeezing,	  cold,	  electric	  or	  shock-‐like	  
-‐	  Treatment	  options	  for	  neuropathic	  pain:	  tricyclic	  antidepressants	  (e.g.	  
amitriptyline)	  antiepileptic	  drugs	  (gabapentin	  /	  pregabalin)	  
-‐	  Opioids	  can	  be	  used	  for	  intractable	  pain,	  in	  combination	  with	  NSAID’s	  
	  

Continuous	  	  
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Communication	  assessment	  
Refer	  all	  cervical	  SCI’s	  to	  SLT,	  
and	  other	  levels	  as	  required	  
	  
	  
See	  resource	  folder	  for	  more	  
information	  

Speech	  and	  Language	  Therapists	  provide	  assessment	  and	  treatment	  for	  
swallowing,	  motor	  speech,	  voice	  and	  cognitive	  communication	  function	  in	  
patients	  with	  SCI.	  Patients	  who	  sustain	  cervical	  spine	  injuries	  may	  experience	  
dysphagia	  and	  voice	  disorders	  secondary	  to	  the	  effects	  of	  surgery	  or	  
endotracheal	  intubation	  (especially	  if	  over	  48	  hours)	  and	  the	  presence	  of	  a	  
collar.	  Artificial	  airways	  and	  mechanical	  ventilation	  may	  impact	  voice,	  swallow	  
and	  ability	  to	  communicate	  effectively.	  
	  	  
Referral	  to	  SLT	  is	  routinely	  required	  for	  patients	  with	  cervical	  spine	  injuries,	  
patients	  who	  have	  undergone	  anterior	  or	  posterior	  cervical	  spine	  surgery,	  
those	  requiring	  mechanical	  ventilation	  and	  tracheostomy.	  
	  
Patients	  who	  are	  mechanically	  ventilated	  or	  have	  a	  tracheotomy	  with	  cuff	  
inflated	  and	  are	  attempting	  to	  communicate	  and	  awaiting	  assessment	  by	  SLT,	  
members	  of	  the	  MDT	  can	  trial	  use	  of	  low	  tech	  AAC	  (e.g.	  auditory	  alphabet	  
charts,	  picture	  charts,	  yes/no	  flow	  chart).	  
	  
These	  are	  available	  in	  the	  “Communication”	  folder	  in	  the	  resource	  folders.	  
Also	  consider	  environmental	  controls	  for	  your	  patient	  (refer	  to	  SLT/OT)	  
	  
	  

Continuous	  
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Seating	  assessment	  &	  
wheelchair	  provision	  	  
	  	  
Consider	  in	  agreement	  with	  
MDT	  	  
	  
	  
Please	  see	  appendix	  4	  +	  
resource	  folder	  for	  further	  
guidance	  

Initial	  considerations	  for	  seating	  	  
-‐	  Ensure	  clearance	  from	  medical	  team	  documented	  including	  medical	  stability,	  
any	  precautions/restrictions	  e.g.	  collar	  	  
-‐	  Ensure	  Initial	  use	  of	  abdominal	  binder	  for	  respiratory	  management	  and	  BP	  if	  
T10	  or	  above	  injury	  (see	  respiratory	  section)	  -‐	  abdominal	  binder	  can	  be	  
weaned	  when	  cardiovascular	  system	  remains	  stable.	  	  
-‐	  Considerations	  for	  the	  additional	  use	  of	  VTE	  equipment	  during	  hoist	  e.g.	  TED	  
stockings,	  intermittent	  pneumatic	  compression/flowtron	  therapy	  as	  available	  
-‐	  Appropriate	  specialist	  wheelchair	  and	  cushion	  (patient	  dependent)	  
-‐	  Ensure	  rescue	  medication	  for	  cardiovascular	  insufficiency	  prescribed	  and	  
readily	  available	  e.g.	  Ephedrine,	  Midodrine,	  glycopyrrolate	  appropriate	  
(patient	  dependent).	  
	  
Seating	  assessment	  
-‐	  Graded	  sitting	  up	  in	  bed	  0-‐60	  degrees	  with	  gradual	  lowering	  of	  legs	  for	  3-‐4	  
hours	  	  
-‐	  Monitor	  BP	  and	  pressure	  areas	  	  
-‐	  Complete	  hoist	  transfer	  always	  for	  first	  seating	  assessment	  	  
-‐	  Strict	  graded	  seating	  plan	  from	  day	  1	  (increase	  time	  in	  chair	  by	  30-‐60	  
minutes	  every	  day	  if	  pressure	  areas	  remain	  intact)	  	  
	  
Pressure	  Considerations	  
Do	  not	  seat	  patients	  with	  any	  grade	  pressure	  sore	  or	  moisture	  lesion	  where	  
pressure	  will	  be	  directly	  applied	  to	  that	  area.	  	  
-‐Refer	  to:	  

-‐	  Pressure	  care	  section	  above	  for	  more	  guidance	  
-‐	  Ward	  therapy	  team	  
-‐	  Spinal	  CNS	  
-‐	  Tissue	  viability	  nurse	  

	  	  

	  
	  
	  
	  
	  
	  
	  
	  
	  
Initial	  seating	  assessment	  
date	  to	  chair:	  
	  
………………………………	  
	  
	  
	  
Specify	  which	  specialist	  
and	  date:	  
	  
…………………………….	  
	  
……………………………	  
	  
……………………………	  
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Goal	  Setting	  /	  	  
Rehabilitation	  Programme	  
&	  Outcome	  Measures	  
	  
To	  be	  established	  by	  therapy	  
team	  once	  suitable	  
	  
	  
See	  resource	  folder	  for	  more	  
information	  

An	  early	  rehabilitation	  programme	  for	  spinal	  cord	  injury	  has	  been	  created	  to	  
provide	  guidance	  on	  the	  rehabilitation	  potential	  for	  cord	  injuries	  with	  clearer	  
trajectories	  e.g.	  complete	  injuries.	  This	  is	  available	  as	  a	  key	  resource	  
document.	  
	  
Before	  commencement:	  
-‐	  Ensure	  clearance	  from	  medical	  team	  documented	  including	  medical	  stability,	  
any	  precautions	  or	  restrictions	  e.g.	  collar.	  	  	  
-‐	  All	  patients	  with	  SCI	  should	  be	  individually	  assessed	  for	  the	  potential	  benefits	  
of	  standing.	  	  
-‐	  Consider	  additional	  CVS	  exercise	  to	  improve	  aerobic	  capacity/endurance	  
guided	  by	  medical	  team	  if	  any	  instability	  present.	  	  	  
	  
Specific	  Speech	  and	  Language	  rehabilitation	  
-‐	  Individual	  assessment	  to	  establish	  appropriate	  and	  effective	  means	  of	  
communicating,	  ideally	  by	  restoring	  natural	  communication	  via	  own	  speech	  or	  
use	  of	  AAC	  for	  patients	  unable	  to	  communicate	  verbally.	  	  
-‐	  Assessment	  of	  cognitive	  communication	  (for	  patients	  with	  co-‐occuring	  brain	  
injury)	  and	  voice	  function	  
-‐	  Consider	  prompt	  swallow	  assessment	  to	  establish	  early	  oral	  intake	  with	  
consideration	  for	  objective	  swallow	  assessments	  (FEES/VFS)	  as	  required	  
	  
	  
All	  MDT	  
A	  range	  of	  outcome	  measures	  can	  be	  completed	  on	  admission,	  every	  fortnight	  
and	  on	  discharge:	  	  
-‐	  ASIA	  (see	  initial	  neurological	  assessment	  section)	  
-‐	  SCIM	  (quick	  to	  do,	  specific	  to	  SCI	  Ax	  performance	  of	  ADLs)	  	  
-‐	  FIM	  (gold	  standard	  for	  ax	  of	  basic	  ADLs.	  	  Motor	  &	  socio-‐cognitive	  subscales)	  	  
-‐	  Neutral-‐0	  and	  Ashworth	  Scale	  	  
-‐	  Goal	  Attainment	  Scale	  (GAS)	  can	  be	  used	  to	  set	  measurable	  goals	  	  
	  	  
Speech	  and	  Language	  specific	  
-‐	  AusTOMs	  –	  Trache,	  voice,	  cognitive/communication	  
-‐	  RBHOMS	  -‐	  Dysphagia	  
	  

Continuous	  	  
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	   Psychological,	  emotional	  
and	  peer	  support	  
	  
Refer	  once	  appropriate	  
	  
See	  resource	  folder	  for	  more	  
information	  

SIA	  website	  for	  patient/relatives/carers	  (emotional	  and	  practical	  signposting)	  
Peer	  support	  offered	  	  
Expert	  patient	  visit	  –	  liaise	  with	  SIA	  	  	  
Discuss	  mood/motivation	  /engagement	  monitoring	  (in	  sessions	  and	  in	  MDT	  
Long	  Term	  Ward	  Round),	  anti-‐depressants	  and	  referral	  to	  RAID	  or	  ACCU	  
psychology	  as	  required	  	  
	  

Specify	  and	  date	  referral	  
to	  specialist:	  
	  
……………………………..	  
	  
……………………………..	  
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Overall	  planning	  	  
(Including	  rehabilitation,	  
discharge	  and	  current	  
admission)	  
	  
All	  MDT	  involvement	  
	  
See	  resource	  folder	  for	  more	  
information	  

-‐	  Any	  issues	  /	  new	  concerns	  to	  be	  addressed	  with	  MDT	  as	  appropriate	  
-‐	  Timely	  consideration	  of:	  
	  	  Discharge	  destination	  (local	  SCI	  center,	  neuro-‐rehabilitation	  unit,	  nursing	  
home	  etc.)	  
	  	  Specialist	  equipment	  
	  	  Family	  meeting	  
	  	  Involvement	  of	  other	  MDT	  members	  

Specify	  date	  of	  referrals	  /	  
meetings	  
…………………….	  
…………………….	  

	  
	  
	  
	  

	  
Appendices	  

	  
1	  –	  Autonomic	  Dysreflexia	  guide	  
2	  –	  Respiratory	  Management	  in	  SCI	  
3	  –	  ASIA	  
4	  –	  Pressure	  Care	  
5	  –	  Bowel	  Management	  algorithm	  	  
6	  -‐	  Table	  log	  for	  variations	  from	  care	  plan	  
	  
	  
For	  additional	  information	  on	  specific	  sections,	  please	  refer	  to	  the	  key	  resource	  pack:	  	  	  

o Box	  app	  
o Resource	  folder	  on	  (I:)	  drive	  	  

Location	  1:	  
 \\LNASV3\Directorates$\surgery_&_anaes\SpinalCord	  Injuries	  	  

Location	  2:	  
 \\LNASV3\Directorates$\surgery_&_anaes\ACCU\SpinalCord	  Injuries	  	  

Location	  3:	  
 \\LNASV3\Directorates$\nursing_&_therapies\THERAPIES\SpinalCord	  Injuries	  
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