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Background & Objectives: Road traffic injuries are the fourth most common cause
of death globally, according to surveys. The Canadian Cervical-Spine Rule (CCR) and
the National Emergency X-Radiography Utilization Study (NEXUS) Low-Risk Criteria
(NLC) are decision rules to guide the use of cervical-spine radiography in patients with
trauma. In this study we aim to evaluate and compare the sensitivity and specificity of
these rules in trauma patients for suspected C-spine injury.

Materials & Methods: 500 patients were prospectively enrolled, in the event of them
meeting the criteria. They were subjected to radiologic studies (X-ray or CT) of the
cervical spine if they met NEXUS criteria or the CCR.

Results: Of the 500 patients, 44.5% were subjected to radiography based on the NEXUS
score and 58.8% based on the Canadian CCR. When the CCR was applied, the test was
found to be 95.2% sensitive, 54.2% specific, 65% accurate, and with 42.6% positive
predictive value and 97% negative predictive value. When NEXUS criteria were applied,
sensitivity, specificity, positive predictive value, negative predictive value, and accuracy
were 100%, 75.3%, 59%, 100%, and 81.8%, respectively.

Conclusion: When the NEXUS score was applied, the diagnostic accuracy was better.
With the CCR, a greater number of patients were subjected to radiological evaluation.
Either of the two criteria may be applied for emergency care in the Indian population to
avoid unnecessary investigations. CCR followed by NEXUS criteria is recommended,
and the utilization of the same is to be studied in a larger population.
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Introduction

Approximately 5-10% of unconscious patients
who present to the ED after a motor vehicle
accident (MVA) or fall have a major injury to
the cervical spine. Cervical spine fractures have
been reported to occur most commonly at two

levels: at the level of C2 and at the level of C6
or C7. Most fatal cervical spine injuries occur
in upper cervical levels, either at the cranio-
cervical junction C1 or C2 (1).

Road Traffic Injuries (RTI) are the fourth
most common cause of death globally, according
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to surveys. Every year around 1.3 million people
die on the roads, and 20—50 million people have
non-fatal injuries, which may or may not lead to
life-altering disability (2, 3). According to the
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latest global status report by the World Health
Organization (WHO), there were 1.19 million
deaths in 2023 due to RTI (4). A recent estimate
in 2022 showed RTA deaths in India to be around
1.5 lakhs (5). Very few of these patients have
cervical spine fractures, and the current pattern
of use of radiography is not efficient. There is
considerable variation in published guidelines
and also among physicians with respect to the
use of radiography. Cervical spine radiography
is a low-cost procedure that adds substantially
to healthcare costs because of the high volume
of its use (6).

The Canadian Cervical-Spine Rule (CCR)
and the National Emergency X-Radiography
Utilization Study (NEXUS) Low-Risk Criteria
(NLC) are decision rules to guide the use of
cervical-spine radiography in patients with
trauma. NEXUS Low-Risk Criteria was first
introduced in 1992 when research indicated
that cervical spine radiography may not be
necessary to rule out C-spine injury in patients
who displayed no cervical spine tenderness,
signs of intoxication, altered mental status, or
significant and painful distracting injuries. A
fifth element (absence of focal neurological
deficits) was subsequently added to produce
what stands as the current NEXUS Low-Risk
Criteria (6). A study of 34,069 participants with
cervical spine injury showed that the NLC had
a specificity of 12.9% and a sensitivity of 99.6%.
This rule has thereby been recommended for
use by emergency department physicians (7-10).

More recently another group developed the
CCR foruse with alert patients in stable condition.
The CCR first evaluates suitable patients for any
of the three criteria that are classified as high risk.
The first is age: any patient who is at or above
65 years of age is at high risk. The second factor
is the mechanism of injury: a fall from more
than 3 feet in height, a high-speed motor vehicle
collision, a bike/motorized vehicle accident, or a
direct axial load with a higher risk for C-spine
injury. The third high-risk factor is paresthesia
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in any or all extremities. If a patient fits into
any of the three high-risk factors, radiography
1s mandatory according to CCR. In the absence
of any high-risk factor, CCR evaluation is done
to detect any low-risk factors, which include
ambulatory patients, absence of midline cervical
pain or delayed onset of pain, and simple rear-
end motor vehicle collisions. If none of these
low-risk factors applies to the patient, the CCR
mandates radiography. If, however, the patient
has no high-risk factor and does have at least one
low-risk factor, the ability to rotate their neck
actively (both left and right, at a 45° angle) with
or without pain is assessed. In case the exercise
cannot be performed by the patient, radiography
is indicated. If this exercise can be performed,
according to CCR, radiography is not necessary
for ruling out CSI.

However, data is lacking with regard to the
clinical use and decision-making outcomes
of both these criteria in populous countries
like India, where the incidence of road traffic
accidents is also the highest in the world. About
4% of trauma patients present with injuries to the
cervical spine. Failure to detect cervical spine
injury in an efficient and timely manner in the
acute clinical setting can result in catastrophic
consequences involving permanent neurologic
sequelae or even death. Currently, uncertainty
exists about the optimal diagnostic approach.
The radiologist plays a crucial role in the
diagnosis of spinal injury and is vulnerable
to inter-observer variability and accidental
overlooking of key findings. A crucial correlation
of clinical presentation, examination findings,
and radiological findings is ideal for a more
accurate diagnosis. There arises the need for a
study to compare the accuracy and reliability
of CCR and NLC in stable and alert patients as
an important initial step in patient care (11-15).
Radiography is not recommended if a patient
meets the following criteria:

1. Absence of tenderness at the posterior midline
of the C-spine
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2. Absence of a focal neurological deficit
3. Normal level of alertness

4. No evidence of intoxication

5. Absence of distracting pain

In case these criteria are not fulfilled,
radiographic imaging is indicated and ought
to be done as early as possible. According to
international guidelines, use of computerized
tomography (CT) has been advised as the first
imaging of choice. ATLS spine and spinal cord
trauma guidelines and the Western Australian
Department of Health’s Diagnostic Imaging
Pathways for Cervical Spine Injury suggest the
use of plain radiography in low-risk injuries.
But the possibility of missing out on significant
findings 1s high due to the increased chance
of missing out on findings by the reporting
physician (16). Poor quality of the radiographic
images obtained and inadequate viewing of
the field of interest (17). In addition to ruling
out severe spine trauma, initial assessment of
pain is also helpful in the prediction of long-
term pain and slow recovery (18). This will
also aid in early initiation of assisted treatment,
including physiotherapy and anti-inflammatory
medications, for faster recovery and reduced
impact on daily activities. Prompt identification
of the primary injury and proper immobilization
are important, as failure to do so may result in a
secondary injury.

In developing countries like India, most of
the patients are from middle-class families and
might be the primary earning member of the
family. It is a need of the hour that the burden
on the patients be reduced and investigations be
kept to the bare minimum, and investigations
should be done only if absolutely required.
The specificity has been found to be more for
the CCR when compared to NEXUS criteria
(19), but current imaging guidelines or clinical
guidelines do not reflect these findings, and a
well-established guideline that is tailored to the
Indian population is necessary. The goal of the
current study was to compare the reliability,
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accuracy, and clinical acceptability of CCR
and the NLC in stable and alert patients with
cervical spine injury. To evaluate and compare
the sensitivity and specificity of the CCR and
NEXUS criteria in trauma patients undergoing
radiographic evaluation for suspected C-spine
injury.

Materials and Methods

This is an observational hospital-based
study to know the clinical accessibility and
diagnostic accuracy of both criteria. Of all the
trauma patients presenting to the institution’s
Emergency Medicine Department, 500 patients
were prospectively enrolled. During the study
period, a total of 724 patients were brought in
following road traffic accidents, and out of these,
569 patients were brought in with cervical injury.
The participants were enrolled by convenience
sampling, and patients were provided with a
detailed consent form, and consent was obtained
for participating in the study. All patients
requiring radio imaging according to either
NEXUS or the CCR were a part of the study
after receiving formal consent. Patients who
refused either investigation were not considered
in this study. The sensitivity and specificity of
the criteria were analyzed, keeping multidetector
computerized tomography (MDCT) as the gold
standard. Other imaging tests done included
X-ray of the cervical spine—anteroposterior
(AP) view, lateral view (from the skull base to
the upper limit of the vertebral body of T1), and
an open-mouth odontoid view.
Study Population

All trauma patients with suspected C-spine
injury attending the Emergency Medicine
Department during the period of 6 months (Ist
September 2024-31st February 2025) were
included in the study. An annual incidence of
around 1400-1600 cases of trauma with C-spine
injury has been observed in the Emergency
Department. Considering the sensitivity and
specificity for C-spine radiology (for X-ray
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and CT) and assuming 5% precision and a
95% confidence interval, a sample size of 500
was considered adequate. Statistical analysis,
including calculation of sensitivity, specificity,
and accuracy, was carried out using SPSS
software version 22.0.

Patients were ineligible if they had penetrating
neck trauma, acute paralysis, or known vertebral
diseases; if they had been evaluated previously
for the same injury; or if they were pregnant.
All patients with suspected C-spine injury
attending the Emergency Medicine Department
were included in the study and were subjected to
detailed history taking and examination. They
were subjected to radiologic studies (X-ray or
CT) of the cervical spine if they met NEXUS
criteria or the CCR. All cases were subjected to
X-ray study, and 79.2% of cases were subjected
to CT imaging. CT imaging was opted for
when X-ray findings were inconclusive and
needed further evaluation for correlation with
examination findings.

Results

This study was carried out in the Emergency
Medicine Department of a tertiary care center for
a period of 6 months, and these are the findings.
Five hundred patients were included in the study,
out of which the majority (48.4%) belonged to
the 46—65 years age group, followed by patients
in the age group of 26—45 years (19.4%). Only
15.4% of patients were in the age group of more
than 65 years, and 16.8% of cases were in the
age group of 1625 years. An evaluation of the
age distribution shows an increased incidence in
middle-aged and elderly patients. This reflects the
financial burden inflicted on patients following
hospital admission for trauma, as most of them
are earning members of the family.

Among the 500 patients enrolled in the
study, 312 were males, constituting 62.4% of
the study population. A total of 87.8% of patients
sustained injury due to road traffic accidents,
while the remaining patients had injuries due
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to falls. Patients were diagnosed with C-spine
injury based on the presence of pain, alertness,
intoxication, Glasgow Coma Scale (GCS), spine
tenderness, ability to rotate the neck, and motor
and sensory symptoms. They were subjected to
radiological studies based on the NEXUS score
and the CCR. Among these, 72% of patients
were under the influence of alcohol.

Other clinical findings noted are as given
below:

* Pain — 72.8% patients presented with pain

» Alertness — 84% of patients were alert when
they presented to the casualty

* GCS score — 62% of patients had a GCS above
12 (12/15)

* Spine tenderness—Spine tenderness was seen
in only 9.2% of patients.

* Ability to rotate neck — 84% of the patients
were able to rotate their neck

* Paraesthesia — Only 10.8% of patients presented
with paraesthesia (mainly of the extremities).

* Vitals — The majority (82.4%) of the patients
were stable when they were brought to the
Emergency Department.

When the NEXUS score was applied, 321
(64.2%) patients fulfilled the criteria and were
subjected to radiological imaging according to
this criterion. When the CCR was applied, 348
(69.6%) patients were recruited for radiological
imaging, which means more patients were
subjected to radiological imaging when this
criterion was used. The predictive power of both
rules was analyzed and depicted in Table 1.

NEXUS criteria showed a sensitivity of 100%
and specificity of 75.3%, compared to the CCR
that showed a significantly lower 94.2% and
54.2%, respectively. Although both criteria are
effective in the evaluation of cervical trauma,
the slight supremacy of the NEXUS criteria in
terms of sensitivity may be due to the nature of
the criteria, which enables easier understanding
and an elaborate analysis of symptoms, with
importance given to the mental status of the
patient. The positive predictive value and



http://dx.doi.org/10.18502/jabs.v16i1.20128
https://jabs.fums.ac.ir/article-1-3181-en.html

W

Journal of Advanced
Biomedical Sciences

Fasa University of
Medical Sciences

NEXUS criteria and C Spine rule in Trauma Care

Table 1. Comparison of the predictive power of NEXUS criteria and Canadian C-spine rule among trauma patients
with suspected C-spine injury.

p-value

Sensitivity (%) 100.0 95.2 4.417%* <0.01
Specificity (%) 75.3 54.2 6.221%* <0.01

False Negative 0.0 4.8 4.417** <0.01

False positive 247 45.8 6.221%* <0.01
Positive Predictive value (%) 59.0 42.6 4.649** <0.01
Negative Predictive value (%) 100.0 97.0 3.508%* <0.01
Positive Likelihood ratio 4.0 2.1 1.609 0.110
Negative Likelihood ratio 0.0 0.1 0.593 0.555
Accuracy (%) 81.8 65.0 5.359%* <0.01

** Significant at 0.01 level

[ Downloaded from jabs.fums.ac.ir on 2026-01-31 ]
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negative predictive value of NEXUS criteria
were found to be significantly higher than
that of the CCR, and the total accuracy was
also higher in NEXUS criteria. When patients
were subjected to radiological imaging using
the NEXUS score or the CCR, C-spine injury
was present in 82.4% of cases (412 patients).
Eighty-eight patients (17.6%) were not having
any C-spine injury.

Discussion

This study on the comparison of diagnostic
accuracy and clinical acceptability of the
NEXUS score and the CCR was carried out
in the Emergency Medicine Department of a
tertiary care center during a period of 6 months.
Five hundred patients who satisfied the inclusion
criteria were selected and included in the study
after consent was obtained. Previous studies
have shown an increased sensitivity of NEXUS
criteria in comparison with the CCR (20, 21).

In 2002, the State of Maine added the
NEXUS criteria into their 2002 protocols, and
it is different from the original NEXUS criteria
in two ways. Firstly, the altered mental status
criterion and the intoxication criterion were
combined into a single criterion. This simplifies
the rule and emphasizes the importance of
the patient’s mental status. This is one of the
factors that might be the reason for the increased
sensitivity of NEXUS criteria, as evidenced in
this study and others too. The second difference

is that the Maine protocols state that prehospital
providers will initiate patient immobilization in
all patients complaining of pain or tenderness
anywhere along the posterior spine and is not
limited to patients with cervical spine tenderness.
This change works to increase the sensitivity
of the rule as well as to decrease disagreement
between providers.

The CCR is a clinical prediction rule based on
physical examination, the role of which is to reduce
the uncertainty in determining if a patient requires
radiographic imaging of the cervical spine.

First published in 2001, the CCR assessed
patients for a high-risk factor, a low-risk factor,
and the ability to actively rotate their necks
(15-20). Patients were only eligible for CCR
evaluation if they were 16 years old or older,
were alert and oriented (defined as scoring 15
on the Glasgow Coma Scale), had stable vital
signs, and had sustained some trauma that can
lead to C-spine injury. Additionally, patients
were not eligible if they had any confounding
factors such as paralysis, a history of vertebral
injury or disease, or pregnancy. In the present
study, when the CCR was applied and patients
were subjected to radiography, the test was
found to be 95.2% sensitive, 54.2% specific,
42.6% positive predictive value, 97% negative
predictive value, and 65% accurate. In short,
when this was applied, 95.2% of patients were
having cervical spine injuries. When NEXUS
criteria were applied and patients were subjected
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to radiography, sensitivity was 100%, specificity
was 75.3%, positive predictive value was 59%,
negative predictive value was 100%, and
accuracy was 81.8%.

When NEXUS criteria were applied, a lesser
number of patients were included in the study, but
the diagnosis was 100% accurate and sensitive.
But when the CCR was applied, the diagnosis
of cervical spine injury was only 65% accurate.
While initial clinical assessment is generally
conducted using one of the most commonly used
evidence-based decision rules, the NEXUS criteria
or the CCR, there is continuing debate about the
optimal radiographic imaging protocol. When
clinical clearance alone is done, it is not possible to
rule out all injuries with confidence. This signifies
the relevance of a specific radiographic imaging
protocol and the need for such a study.

In order to directly compare the CCR and
the NEXUS Low-Risk Criteria, Stiell et al.
performed a comparison study in affiliation
with nine Canadian emergency departments
(15). Of the 8,283 trauma patients enrolled in the
study, 169 (2%) were found to have significant
C-spine injuries. The CCR was found to be
99.4% sensitive and 45.1% specific, while the
NEXUS criteria were determined to have a
sensitivity of 90.7% and a specificity of 36.8%.
However, there are limitations to this study. The
study was performed in Canada and may not
be applicable to the US. As Canadian protocol
does not mandate imaging of low-risk patients,
all patients did not undergo imaging, and hence
this required utilization of a phone survey and
follow-up imaging (if needed) for assessment of
the outcome. Interestingly, however, the study
noted that physicians were both less comfortable
and less accurate when applying the CCR as
compared to the NEXUS criteria. In fact,
physicians failed to perform the required range
of motion assessment for 845 patients (10.2%
of the enrolled population). Even though the
radiography rate was high (98.8%), a higher
incidence of injuries was not seen (0.8%).
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Although the reluctance to evaluate range of
motion is understandable given the emphasis on
complete spinal immobilization for patients with
potential cervical trauma, one must question
how useful the tool will be if physicians are
reluctant to fully employ it. CCR also shows a
more elaborate evaluation of the mechanism of
trauma, which is less commonly documented in
developing countries.

The present study shows an increased
sensitivity, specificity, and accuracy of NEXUS
criteria as compared to the CCR. The study
conducted by Migilore et al. in 2011 showed a
sensitivity of 100% for NEXUS criteria and a
specificity of 23% (22). In the meantime, the study
conducted by Coffey et al. in 2010 showed CCR
to have a sensitivity of 100% and a specificity of
42% (23). Similarly, a study done in 2010 showed
100% sensitivity for CCR with 43.4% specificity
(24). In 2012, a systematic review was done by
Michaleff et al. to evaluate the accuracy of the
two rules. Fifteen studies were analyzed and
showed that both rules had a high sensitivity.
Most of the studies were validation studies, but
one direct comparison study recommended the
use of CCR, as CCR had a higher sensitivity.
They evaluated that imaging rates would have
been reduced by 42.0% if CCR was utilized,
while the use of NEXUS criteria would have
reduced the radiography rates by 30.9% (19). Ina
study of 34,069 patients, the NEXUS researchers
found the criteria to have a sensitivity of 99.6%
and a specificity of 12.9% for significant cervical
spine injuries (14). Although the original NEXUS
research reported nearly 100% sensitivity for
significant cervical spine injuries, subsequent
studies have demonstrated slightly less sensitivity
for the Low-Risk Criteria (20, 25).

A study conducted in 2023 in Bengaluru,
India, showed that out of the 631 patients
evaluated, 92.7% fulfilled NEXUS criteria and
98.6% of patients fulfilled CCR. Among these,
spine X-rays were found to be normal in 87.8% of
cases, and fractures were seen in 9.5% of cases.
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A total of 2.7% of cases showed the presence
of doubtful lesions, warranting the use of CT
or MRI (26). NEXUS and CCR have not been
utilized in patients less than 16 years old, and to
avoid unnecessary exposure to radiation during
radiographic evaluation, the PECARN (Pediatric
Emergency Care Applied Research Network)
prediction rule was established for children. CT
evaluation may be done in children only if plain
radiographs are inadequate, or there has been a
concerning finding in the radiograph, or if there
was a high-risk mechanism of injury. This rule
lacks prospective validation, and there is a need
for a larger study for the establishment of these
criteria in the pediatric population (27). NEXUS
criteria has also been shown to be less accurate
for elderly patients, and the initial assessment
with CCR followed by NEXUS criteria has been
suggested (28).

Numerous studies have been done to evaluate
the value of X-ray imaging in high-risk and/
or low-risk patients (29, 30). In 35-72% of the
patients, injuries are missed by X-ray imaging
that are detected by CT scanning (31-35). CT
scanning is superior in imaging osseous injuries.
However, soft tissue injuries like ligamentous,
intervertebral disc, and spinal cord injuries can
be missed on a CT scan. Magnetic Resonance
Imaging (MRI) is more effective in the analysis
of such injuries. CT and MRI have replaced
conventional radiography, and the radiographic
findings are easily overlooked by clinicians (36).
The need for a large population-based study is
warranted to arrive at a conclusive diagnostic
format, specially tailored for the Indian
population. CT has been described as the gold
standard, and a higher sensitivity of 90-100%
when compared to plain radiographs has been
explained in various studies (37, 38). Avoiding
unnecessary exposure to radiation, reduction of
inter-observer variability in radiologic reporting,
and reduction of patient load referred for further
investigations are the main benefits to be
expected through the application of a screening
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criterion. The hesitancy of clinicians to utilize
CCR and the preference for NEXUS criteria
ought to be addressed, and a guideline has to be
set as the standard at the primary point of care.

Conclusion

When patients with suspected cervical
spine injury were subjected to examination and
evaluation based on NEXUS criteria and the
CCR, a lesser number of patients were flagged
to have spinal injury by NEXUS criteria with
good accuracy. Even though the utilization of
the CCR subjected a greater number of cases to
radiographic evaluation, the chance of missing
out on a spinal injury was less. Both rules
have been shown to be effective in ruling out
cervical spine injury and in deciding the need
for radiologic evaluation. This is particularly
helpful in the Indian population, as this can help
in reducing the financial burden on the patients
as well as reduce the number of patients sent for
radiologic evaluation. The utilization of these
guidelines in the emergency room has to be
ensured, and the recommendation of using CCR
followed by NEXUS criteria has to be analyzed
in a larger population-based study.

Study Highlights
We aim to evaluate and compare the

sensitivity and specificity of NEXUS criteria
and the CCR in trauma patients undergoing
radiographic evaluation for suspected C-spine
injury. The present study shows an increased
sensitivity, specificity, and accuracy of NEXUS
criteria as compared to the CCR.

Acknowledgements

We would like to thank the staff of the
emergency medicine and radiology departments
for the support rendered during the completion
of the study.

Conflict of Interest
There are no conflicts of interest

67



http://dx.doi.org/10.18502/jabs.v16i1.20128
https://jabs.fums.ac.ir/article-1-3181-en.html

[ Downloaded from jabs.fums.ac.ir on 2026-01-31 ]

[ DOI: 10.18502/jabs v16i1.20128 |

W

Y

Journal of Advanced
Biomedical Sciences

Mohammed Fabin KN, et al.
Ethical Considerations

The Institutional Ethics Committee, KMCT

Medical College, has approved the research
project with IECRef No: IECKMCT/92/2024.
No ethical issues were found, and patient data
was maintained with care and kept confidential.
Patients were informed of the methodology, and
prior consent was obtained, and the patients
had the right to withdraw from the study if they
wanted to.

Code of Ethics

[ECKMCT/92/2024.

Authors' Contributions

Conceptualization: Dr. Mohammed Fabin and

Dr. Aswin Abbas; Data curation: Dr. Mohammed
Fabin, Dr. Aswin Abbas, Dr. Rameez Roshan, Dr.
Bimal Govind; Formal analysis: Dr. Mohammed
Fabin, Dr. Aswin Abbas, Dr. Swathy Shanker;
Methodology: Dr. Mohammed Fabin, Dr.
Aswin Abbas, Dr. Rameez Roshan, Dr. Swathy
Shanker; Validation: Dr. Mohammed Fabin, Dr.
Aswin Abbas, Dr. Rameez Roshan, Dr. Bimal
Govind; Writing—original draft: All authors;
Writing—review & editing: All authors.

References

1

68

McCaig LF, Burt CW. National Hospital Ambula-
tory Medical Care Survey: 2000 emergency depart-
ment summary. Adv Data. 2002 Apr 22;(326):1-34.
Reid DC, Henderson R, Saboe L,Miller JD. Etiol-
ogy and clinical course of missed spine fractures. J
Trauma Acute Care Surg.1987;27(9):980-6
Diliberti T,Lindsey RW.Evaluation of the cervical
spine in the emergency setting: who does not need
an X-ray? Orthopedics.1992;15(2):179-83.

World Health Organization. Global status report on
road safety 2023. Geneva: World Health Organiza-
tion; 2023 Dec .Available from https:/www.who.int/
publications/i/item/9789240086517

Ministry of Road Transport and Highways (IN).
Road accidents in India 2022. New Delhi: Govern-
ment of India; 2022. Available from: https:/morth.
nic.in/sites/default/files/RA_ 2022 30 Oct.pdf
Hoffman JR, Schriger DL, Mower W, Luo J S,

10

11

12

13

14

15

18

Fasa University of
Medical Sciences

Zucker M. Low-risk criteria for cervical-spine radi-
ography in blunt trauma: a prospective study. Ann
Emerg Med.1992;21(12):1454-60.

Fischer RP.Cervical radiographic evaluation of alert
patients following blunt trauma.Ann Emerg Med.
1984;13(10):905-7.

Stiell IG, Wells GA, Vandemheen KL, Clement CM,
Lesiuk H, De Maio VJ, et al. The Canadian C-Spine
rule versus the NEXUS low risk criteria in patients
with trauma. N Engl J Med.2003;349(26):2510-8.
Gbaanador GB, Fruin AH, Taylon C. Role of routine
emergency cervical radiography in head trauma.
Am J Surgery.1986;152(6):643-8.

Bayless P,Ray VG.Incidence of cervical spine inju-
ries in association with blunt head trauma. Am J
Emerg Med.1989;7(2):139-42.

Tintinalli JE, Kelen GD, Stapczynski JS, Ma OJ, Yealy
DM, Meckler GD, et al. Emergency Medicine: A
Comprehensive Study Guide. 6th ed. New York:
McGraw-Hill; 2004. Spine Trauma / Cervical Spine
Clearance ;pp. 1685-1710

S Weiner.The Actual Application of the NEXUS and
Canadian C-Spine Rules by Emergency Physicians.
Int J Emerg Med. 2008;5 :2.

Stiell IG Wells GA, Vandemheen KL, Clement
CM, Lesiuk H, Laupacis A, et al.Comparison of
the Canadian CT Head Rule and the New Orleans.
Criteria in patients with minor head injury.Jama.
2005;294(12):1511-8.

Stiell IG, Wells GA, Vandemheen KL, Clement CM,
Lesiuk H, De Maio VJ et al. Variation in emergency
department use of cervical spine radiography for
alert, stable trauma patients. Canad Med Assoc J.
1997;156(11):1537-44.

Stiell IG, Wells GA, Vandemheen KL, Clement CM,
Lesiuk H, De Maio V], et al. The Canadian C-spine
rule versus the NEXUS low-risk criteria in patients
with trauma. N Engl J Med. 2003;349(26):2510-8
Diaz JJ Jr, Gillman C, Morris JA Jr, May AK, Car-
rillo YM, Guy J. Are five view plain films of the
cervical spine unreliable? A prospective evaluation
in blunt trauma patients with altered mental status.
J Trauma. 2003;55:658—63

Stabler A , Eck J, Penning R, Milz SP, Bartl R, Resn-
ick D, et al. Cervical spine: postmortem assessment
of accident injuries — comparison of radiographic,
MR imaging, anatomic, and pathologic findings.
Radiol. 2001;221:340-6.

Schellingerhout JM, Heymans MW, Verhagen AP,
Lewis M, de Vet HC, Koes BW. Prognosis of patients
with nonspecific neck pain: development and exter-
nal validation of a prediction rule for persistence of



http://dx.doi.org/10.18502/jabs.v16i1.20128
https://jabs.fums.ac.ir/article-1-3181-en.html

[ Downloaded from jabs.fums.ac.ir on 2026-01-31 ]

[ DOI: 10.18502/jabs v16i1.20128 |

W

Y

Journal of Advanced
Biomedical Sciences

19

20

21

22

23

24

25

26

27

28

complaints. Spine. 2010;35:E827-35.

Michaleff ZA, Maher CG, Verhagen AP, Rebbeck T,
Lin CW. Accuracy of the Canadian C-spine rule and
NEXUS to screen for clinically important cervical
spine injury in patients following blunt trauma: a
systematic review. CMAIJ. 2012;184:E867-76
Hoffman JR, Mower WR, Wolfson AB, Todd KH,
Zucker MI. Validity of a set of clinical criteria to rule
out injury to the cervical spine in patients with blunt
trauma. N Egl J Med.2000;343(2):94-9.

Slaar A, Fockens MM, Wang J, Maas M, Wilson DJ,
Goslings JC, et al.T riage tools for detecting cervical
spine injury in pediatric trauma patients. Cochrane
Database Syst Rev. 2015;2015(12):CDO011686.
Migliore S, Strelkauskas A, Matteucci M. The
NEXUS criteria: inter-rater reliability between resi-
dents versus attending physicians in the emergency
department. Acad Emerg Med. 2011;18: S139-40
Coffey F, Hewitt S, Stiell I, Howarth N, Miller P,
Clement C, et al. Validation of the Canadian c-spine
rule in the UK emergency department setting.
Emerg Med J. 2011; 28:873—6

Stiell IG, Clement CM, McKnight RD, Brison R,
Schull MJ, Rowe BH, et al. Multicentre prospec-
tive validation of use of the Canadian C-Spine Rule
by triage nurses in the emergency department.
CMAJ. 2010 Aug 10;182(11):1173-9. doi: 10.1503/
cma;j.091430.

Blackmore CC, Mann FA, Nuiiez Jr B. Variability
in the practice ofemergency radiology: a survey of
the members of the American Society of Emergency
Radiology. Emerg Radiol. 2000;7(3):142-8

Pawan Kumar KM, Madhuchandra P,Santhosh G,
Sunil. Retrospective Analysis of Efficacy of the
National Emergency X-Radiography Utilization
Study Low-Risk Criteria and the Canadian Cervical
Spine Rules for Cervical Spine Trauma. J Orthopaed
Dis Traumatol. 2023;6(2): 154-156.

Leonard JC, Harding M, Cook LJ, Leonard JR,
Adelgais KM, Ahmad FA, et al. PECARN predic-
tion rule for cervical spine imaging of children
presenting to the emergency department with blunt
trauma: a multicentre prospective observational
study. Lancet Child Adolesc Health. 2024;8(7):482-
490 .
Runde

D. Calculated decisions: NEXUS

29

30

31

32

33

34

35

36

37

38

Fasa University of
Medical Sciences

NEXUS criteria and C Spine rule in Trauma Care

criteria for c-spine imaging. Emerg Med Pract.
2020;22(8):D1-D3.

Stein DM, Roddy V,Marx J, Smith WS, Weingart
SD.Emergency neurological life support: traumatic
spine injury. Neuro critical care. 2012;17(1):102-11.
Brohi K, Healy M, Fotheringham T, Chan O,Aylwin
C, Whitley S et al. Helical computed tomographic
scanning for the evaluation of the cervical spine in
the unconscious, intubated trauma patient. J Trauma
Acute Care Surg.2005;58(5):897-901.

Demetriades D,Charalambides K,Chahwan
S,Hanpeter D,Alo K,Velmahos G et al. Non skel-
etal cervical spine injuries:epidemiology and diag-
nostic pitfalls. J Trauma Injur Infect Crit Care.
2000;48(4):724-1.

Diaz JJ Jr, Gillman C, Morris JA Jr, May AK, Carrillo
Y, Guy J. Practice management guidelines for the
identification of cervical spine injuries following
trauma. J Trauma. 2009;67(3):651—-659.

DiazlJr JJ, Aulino JM, Collier BR, Roman CD,
May AK, Miller RS,Guillamondegui OD.The
Early Work-Up For Isolated Ligamentous Injury Of
The Cervical Spine:Does CT-Scan Have A Role?J
Trauma Acute Care Surg. 2004;57(2):453.

Widder S,Doig C,Burrowes P,Larsen G,Hurlbert
R.J,Kortbeek J.B.Prospective evaluation of com-
puted tomographic scanning for the spinal clearance
of obtunded trauma patients: preliminary results .J
Trauma. 2004;56:1179-1184.

Ruiz Santiago F, Lainez Ramos-Bossini AJ, Wang
Y X]J, LopezZuiiiga D. The role of radiography in the
study of spinal disorders. Quant Imaging Med Surg.
2020;10(12):2322-2355.

Rutsch N, Amrein P, Exadaktylos AK, Benneker
LM, Schmaranzer F, Miiller M, et al. Cervical spine
trauma: evaluating the diagnostic power of CT, MR,
X-Ray and LODOX. Injury. 2023;54(7):110771.
d0i:10.1016/j.injury.2023.05.003.

Holmes J.F, Akkinepalli R. Computed tomog-
raphy versus plain radiography to screen for cer-
vical spine injury: a meta-analysis. J Trauma.
2005;58(5):902-905.

Gale SC, Gracias VH, Reilly PM, Schwab CW.
The inefficiency of plain radiography to evaluate
the cervical spine after blunt trauma. J Trauma.
2005;59(5):1121-1125.

69



http://dx.doi.org/10.18502/jabs.v16i1.20128
https://jabs.fums.ac.ir/article-1-3181-en.html
http://www.tcpdf.org

