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Abstract

Cervical immobilisation is commonly applied following trauma, particularly blunt head injury, but current methods
of immobilisation are associated with significant complications. Semi-rigid disposable cervical collars are known to
cause pressure ulcers, and impede effective airway management. These collars may also exacerbate a head injury
by increasing intracranial pressure as a result of external compression of the jugular veins. There is a clear imperative
to find ways of effectively immobilising the cervical spine whilst minimising complications, and any assessment of
existing or new devices should include a standardized approach to the measurement of tissue interface pressures
and their effect on jugular venous drainage from the brain. This systematic review summarises the research
methods and technologies that have been used to measure tissue interface pressure and assess the jugular vein

in the context of cervical immobilisation devices. 27 papers were included and assessed for quality. Laboratory
investigations and biomechanical studies have gradually given way to methods that more accurately reflect clinical
care. There are numerous accounts of skin ulceration associated with cervical collars, but no standardised approach
to measuring tissue interface pressure. It is therefore difficult to compare studies and devices, but a pressure of less

Head injury

than 30 mmHg appears desirable. Cervical collars have been shown to have a compressive effect on the jugular
veins, but it is not yet certain that this is the cause of the increased intracranial pressure observed in association
with cervical collar use. This is the first review of its type. It will help guide further research in this area of trauma
care, and the development and testing of new cervical immobilisation devices.

Keywords: Interface pressure, Cervical collar, Pressure ulcers, Jugular venous pressure, Intracranial pressure,

Introduction

Traumatic injuries as a result of road traffic collisions
are becoming more prevalent worldwide, with over a
million deaths annually, and this figure is predicted to
rise [1]. In developed countries it is standard practice
both in pre-hospital and in-hospital care to apply a
semi-rigid cervical collar to the neck of patients presen-
ting with blunt trauma, particularly head injury. These
collars are applied with the aim of minimising neck
movement prior to definitive clinical and/or radiological
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assessment, in order to reduce the risk of further dam-
age that may result if unrestricted neck movement oc-
curs in the presence of an unstable cervical spine injury.
This practice is currently adopted by all ambulance
trusts in the United Kingdom (UK), and promoted by
the Advanced Trauma Life Support (ATLS) and similar
courses [2].

However, the actual incidence of spinal cord injury is
very low, at 10-15 per million population per year in the
UK [3]. In the vast majority of patients semi-rigid cer-
vical collars are fitted “as a precaution” in the absence of
cervical spine injury; this means that most patients do
not benefit from their application. Semi-rigid collars
are often left in place for many hours, particularly in
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unconscious patients, with on-going use on intensive
care and orthopaedic or neurosurgical wards. In a healthy
and non-spinally injured patient continuous contact with
the collar, and the resulting tissue interface pressures, can
lead to early tissue breakdown and ulceration [4]. This is
even more problematic in the presence of an actual spinal
injury, due to lack of neural tone and decreased blood
flow to the affected area [5]. As a result, the onset of ulce-
ration and tissue breakdown is more rapid in patients
where it is least desirable.

It seems likely that that the use of semi-rigid collars
can exacerbate an existing traumatic brain injury [6-8].
This potential to exacerbate a head injury appears to
occur as a result of increases in intracranial pressure
(ICP) associated with the application of a semi-rigid col-
lar, but is not well understood. Existing research suggests
that increases in ICP are attributable to some degree of
interaction with the jugular veins [9,10]. However, fur-
ther work is required in this area.

Since most patients to whom a semi-rigid collar is ap-
plied do not need cervical immobilisation, and with such
devices known to cause clinically significant complica-
tions, new procedures and devices are clearly required
[11]. Research methods regarding cervical range of mo-
tion have recently been reviewed [12]; this should be
taken into consideration when conducting a thorough
evaluation of devices. In addition, any assessment of
existing or new devices should include a standardized
approach to the measurement of tissue interface pres-
sure and the devices effect on jugular venous drainage
from the brain. We therefore undertook a systematic re-
view to summarise the evidence to date and inform fur-
ther research in this area.

Aim

This systematic review was conducted to identify and
summarise research relevant to the measurement of tis-
sue interface pressures and assessment of the jugular
veins and intracranial pressure, with reference to cervical
immobilisation devices. The review has two objectives:

a) To identify scientific methods used to measure
tissue interface pressures occurring in association
with cervical immobilisation devices and summarise
the findings from the research;

b) To identify scientific methods used to research the
jugular vein and intracranial pressure in association
with cervical immobilisation devices and summarise
findings from the research.

Methods

Data sources and search strategy

A systematic search of international literature was con-
ducted in AMED (Allied and Complementary Medicine),
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BNI (British Nursing Index), EMBASE (biomedical and
pharmacological), MEDLINE (biomedical and life sci-
ences), and CINAHL (nursing, biomedicine and health
sciences) databases. A qualified librarian assisted in plan-
ning and performing the searches. Boolean/phase mode
was applied for two searches and the search strategy is
shown in Appendix 1. It was necessary to conduct a key
word search as there is no MeSH term for cervical collar
or orthoses. The searches were restricted to papers pub-
lished in the English language and were conducted dur-
ing October 2012; the last access to the database was on
31° October 2012.

Inclusion and exclusion criteria

Scoping searches revealed that there were likely to be
only a limited number of relevant randomised studies.
Therefore, quasi-experimental and observational studies
were eligible for inclusion. Due to the paucity of re-
search in this area case reports and literature reviews
were also included.

Articles were excluded if the primary focus of the
paper was children, animals, chronic neck complaints or
pressure ulcers caused by devices not designed to immo-
bilise the cervical spine.

Study selection

The study selection was a two stage process. Study titles
and, where available, abstracts were initially screened by
a single reviewer (AS) and first stage decision against the
exclusion criteria was made. All relevant full-text articles
were retrieved for detailed assessment by two reviewers
(AS and SV) and those meeting the exclusion criteria
were rejected. Studies relevant to the objectives were in-
cluded in the final review.

Quality assessment

Each paper was assessed for quality and the limitations
of each study, including risk of bias, were considered.
These are summarised in Tables 1 and 2. This area of re-
search is currently in development and there is a lack of
published research. None of the papers returned by the
searches were large prospective randomised controlled
trials assessing interface pressures or changes in jugular
venous parameters associated with cervical immobilisa-
tion devices. Therefore, no formal risk of bias tools were
used. However, it is important to fully consider the im-
pact of any limitations to inform future investigations.
For this reason all studies identified were included in the
review and the various limitations of the studies are dis-
cussed in the results.

Results
116 articles were returned from the search. 81 were ex-
cluded in the first stage of assessment and a further 7



Table 1 Reviewed articles for tissue interface pressure

Reference Country Article type & subjects Observations Key findings Weaknesses
Measurements
Jacobsen et al, 2008 [5] USA Literature review Reduction in occipital Improved nursing education and a variety of ~ Only looked at their own

Liew et al, 1994 [13] Australia
Murphy et al., 1997 [14] USA
Walker, 2012 [4] UK
Powers, 1997 [20] USA
Blaylock, 1996 [19] USA
Molano et al, 2004 [15] Spain

Chendrasekhar et al, 1998 [21]  USA

Beavis, 1989 [17] UK
Black et al,, 1998 [22] USA
Ferguson et al, 1993 [10] UK
Fisher, 1978 [16] USA

Case review: 2 patients

Case review: 1 patient

Retrospective analysis:
90 patients

Retrospective analysis

Retrospective analysis and study:
20 patients

Retrospective study:
92 patients
Retrospective study:

52 patients

Study: 10 volunteers,

4 collars

Study: 20 volunteers,

2 collars

Study: 5 patients,
6 collars
Study: 8 patients,

1 collar

pressure ulcers
Pressure ulcer development

Pressure ulcer development

Pressure ulcer development

Pressure ulcer development

Pressure ulcer development

Pressure ulcer development

Pressure ulcer development

Tissue Interface Pressure at chin
and occiput

(25-172 mmHg)
Tissue Interface Pressure at

occiput (39-83 mmHg) plus skin
temperature and humidity

Tissue Interface Pressure around
neck area (1.2-11.8 mmHg)

Tissue Interface Pressure at chin
an d occiput

(25-105 mmHg)

collars caused an reduction in occipital

ulcer incidence

Ulceration is a complication of hard collar use

Occipital pressure ulcers after collar use are
common; improved wound care/more

suitable collars advised

Cervically immobilised patients have an
increased risk of developing pressure ulcers

Improved education, more suitable collars
plus early collar removal protocol resulted in

a ulcer reduction

Improved education on skin condition/
wound care and collar fitting, plus a new

collar design resulted in no ulcers in
the subjects.

23.9% had ulcers; with occipital ulcers being

more problematic to treat

Ulceration is related to duration of collar

wear; early collar removal advocated

Passive and active results showed wide
variance, but Beavis felt that the pressure was
a positive feature, being an incentive not

to move

No difference between the interface

pressures of the collars was found; felt skin

humidity was an important factor in
ulcer development

Pressures recorded depended on the
tightness of the collar

Passive interface pressures varied with

collar tightness:

trauma centre

Only looked at 2 patients

Only one patient reviewed

Looked at all types of immobilisation
not just semi-rigid collars

Only looked at their own
trauma centre

Possibility that the team were
conscious regarding ulcer
development. Small sample size and
only one trauma centre included

Only looked at their own unit

Only 34 patients actually included
due to mortality and only 8 had
their collar removed earlier

than normal

No consideration for the impact of
high interface pressure

Collars were worn for up to

30 minutes possibly impacting on
pressure readings due to foam
compression within the collar

Sensor positions were possibly not
indicative of true pressure points;
tensions applied were subjective

Used the same person to apply the
collar; 'tightness’ was subjective
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Table 1 Reviewed articles for tissue interface pressure (Continued)

Plaisier et al,, 1994 [18] USA Study: 20 volunteers, Tissue Interface Pressure at chin,
4 col occiput and mandible
coflars (27-57 mmHg); plus comfort
Tescher et al, 2007 [23] USA Study: 48 patients, Tissue Interface Pressure at
4 collars occiput and mandible

Philadelphia/Stifneck collars exceed capillary
closing pressure in some positions, yet
Newport/Miami J did not; comfort ratings
tallied with this

Miami J/Miami J with Occian back had lower
pressures recorded both seated and supine;
however all maximal pressures recorded
exceeded capillary closing pressure

Skin humidity temperature data
would have confirmed their ‘skin
friendly” endorsement of the
Newport and Miami J collar

Admit that interface pressure is an
important consideration in ulcer
development but admit other
factors may play an important part
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Table 2 Reviewed articles for jugular vein dimension and intracranial pressure (ICP)

Reference Country Article type & Observations Key findings Weaknesses
subjects Measurements
Craig et al, 1991 [25] UK Case review: Intracranial pressure and Collar use was associated with impaired venous Only two patients
) collar use drainage and as such relates to an increase in ICP
2 patients
Lemyze et al, 2011 [28]  France  Case review: Level of consciousness Collar use post hanging may exacerbate cerebral Only one patient
) oedema due to compression of neck veins
1 patient
Dunham et al, 2008 [32] USA Literature Review  Risks with MRI and collar use Collar use is associated with a rise in ICP, and Evidence supports the theory but no
secondary brain injury; early collar substantial proof
removal advocated
Ho et al, 2002 [7] China Literature Review  Intracranial pressure and Collars appear to act like a tourniquet around the Evidence supports the theory but no
collar use neck, potentially exacerbating a head injury and substantial proof
increasing ICP
Dunham et al, 2011 [8]  USA Simulation study  Collar use and outcome Early collar removal is advocated for unstable/high  Simulation study only; no real proof for claims
risk and stable patients with spinal injuries
Davies et al, 1996 [6] UK Study: ICP before and after Stifneck collar may cause a rise in Supports hypothesis for collars affecting ICP but
19 patient collar application intracranial pressure. exact mechanism for rise in ICP was
patients not determined
Hunt et al,, 2001 [29] UK Study: ICP before and after Collars are associated with a rise in intracranial Supports hypothesis for collars affecting ICP but
30 patient collar application pressure, potentially worse if the ICP is higher to exact mechanism for rise in ICP was
patients start with not determined
Kolb et al, 1999 [24] USA Study: Cerebrospinal fluid pressure Cerebrospinal fluid pressure increased after collar Collars were placed when the patient was inclined
20 patient before and after collar application application, but no clear associated with BMI to the side rather than supine; exact mechanism
patients for rise in ICP was not determined
Kuhnigk et al, 1993 [30] ~ Germany Study: Intracranial pressure and Found no correlation between collar use and Baseline ICP readings were higher than in other
18 patient collar use increased intracranial pressure reports and as such may have had an impact on
patients the results
Mobbs et al.,, 2002 [9] Australia  Study: ICP before and after Intracranial pressure was higher following the Supports hypothesis for collars affecting ICP but
10 patient collar application application of a collar exact mechanism for rise in ICP was
patients not determined
Stone et al, 2010 [31] USA Study: Jugular vein dimensions before Collar application associated with alteration to Supports hypothesis for collars affecting ICP but
42 volunt and after collar application jugular vein diameter indicative of no mechanism was determined as actual ICP was
volunteers venous obstruction not measured
Porter et al, 1999 [27] UK Study: ICP before and after All patients showed a rise in ICP following Supports hypothesis for collars affecting ICP but
) collar application collar application no mechanism was determined
9 patients
Ferguson et al, 1993 [10] UK Study: Tissue Interface Pressure around Normal jugular venous pressure when supine was 2- Supposition rather than fact with the relationship
< oatient neck area 7 mmHg, concluded pressures exerted on the neck  of collar use to increased ICP
patients over this will cause a ‘back pressure’
Raphael et al, 1994 [26] UK Study: Cerebrospinal fluid pressure 7/9 experienced raised cerebrospinal fluid pressure  Supports hypothesis for collars affecting ICP but
9 patients before and after collar application  following collar application no mechanism was determined
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during the second stage. 27 papers were included in the
review.

Information was extracted from each study on tissue
interface pressures (14 papers included [4,5,10,13-23])
and jugular venous measurements (14 papers included
[6-10,24-32]) in association with cervical immobilisation
devices (Figure 1). One paper [10] was included in both
searches.

Research and scientific methods to measure tissue
interface pressures

There have been a number of observational, retrospec-
tive studies to document cases of skin breakdown and
ulceration resulting from semi-rigid cervical collars. The
14 papers included in this section of the review are sum-
marised in Table 1.

In 1994 Liew et al carried out a case review of two
multi-trauma patients [13], noting that they had deve-
loped significant occipital pressure ulceration as a result
of cervical collar use, whilst Murphy, in 1997 [14], was
the first to note that ‘development of occipital pressure ul-
cers under cervical collars is a common problem’ (Pg. 60).
Molano et al also identified pressure sores as a complica-
tion of collar use following a review of patients admitted
with an acute cervical spine injury [15]. Pressure sores
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developed most frequently at occipital, chin and supra-
scapular zones; with occipital injuries the most severe.
Jacobsen et al determined that whilst only 1% of all oc-
cipital pressure ulcers are attributable to the use of a
rigid cervical collar [5], the incidence of hospital ac-
quired pressure ulcer ranges from 23.9% to 44%. They
also noted that collar-related pressure ulcers may deve-
lop at various locations on the body; but occipital pres-
sure ulcers are the most serious because there is very
little subcutaneous tissue over the bone, confirming the
work of Molano et al [15]. Jacobsen et al also drew at-
tention to cases where the application of cervical collars
exerted a pressure greater than the capillary closing
pressure, thus restricting blood flow to contact areas, ex-
acerbating the problem. A retrospective case review by
Walker identified immobilised patients as being at great-
est risk of pressure ulceration exacerbated by immobili-
sation devices [4]. This resulted in prolonged recovery
times and additional healthcare dependence. He recom-
mended that practitioners be aware of the high risk of
pressure ulcer development in patients with a cervical
orthosis, especially if they are not able to relieve the
pressure or verbalise discomfort. Walker also considered
the factors that affect development of pressure ulcers in
the spinally injured immobilised patient, such as reduced

116 unique articles returned from search

A4

35 full texts examined

81 abstracts excluded on relevance

A\ 4

8 full texts excluded on relevance

\ 4

A 4

27 articles included in literature review

v

14 articles had
information on tissue
interface pressures
extracted

1 paper had information
on both tissue interface
pressures and jugular

venous measurements

14 articles had
information on jugular
venous measurements

extracted

Figure 1 Flow of studies included in the review.
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mobility, use of immobilisation devices, malnutrition
and hypoperfusion.

Following the observation that skin breakdown and ul-
ceration are common after the application of a cervical
collar, the next logical step became measurement of the
tissue interface pressures that occur.

Fisher observed that the resting tissue interface pres-
sure (TIP) exerted by a sternal occipital mandibular im-
mobilisation (SOMI) orthosis depended on how tight
the orthosis was fitted (pressures of between 25 and
105 mmHg were recorded) [16]. However, when Beavis
[17] and Ferguson et al [10] investigated TIP using pneu-
matic pressure sensors placed on the necks of volunteers,
they obtained varied results. Ferguson et al recorded mean
TIPs of between 0.3 and 11.8 mmHg from passive supine
participants, whilst Beavis recorded TIPs of between 55
and 150 mmHg for active movements of flexion and ex-
tension with seated participants. The findings from these
studies indicate that there is considerable variation in TIP
measurements depending on the testing conditions and
subject movement, with a lack of standardization in the
testing protocols used.

Plaisier et al carried out a study comparing four cervi-
cal collars (Stifneck®, Miami ], Philadelphia and Newport)
[18]. Tissue interface pressures were measured using
electro-pneumatic sensors at the chin, occiput and man-
dible, and opinions on comfort noted. All collars were
tested on healthy volunteers in both a seated and supine
position (adopting features from the work of Beavis and
Ferguson et al). TIP exerted by the Stifneck® collar was
noted to exceed capillary closing pressure (CCP); this also
applied to the Philadelphia collar, particularly when wea-
rers were supine. The Miami ] and Newport exerted a TIP
well below CCP. Newport and Miami ] devices were
therefore perceived as ‘skin friendly, due to comfort and
low TIP readings, with the conclusion that they may re-
duce the incidence of soft tissue complications and im-
prove patient compliance.

Blaylock conducted a retrospective analysis of pressure
ulcer development as well as a clinical trial of a new col-
lar in 20 patients [19]. The recommended outcomes
were for improved skin care, education on proper collar
fitting and choice of collar, as well as implementing the
new collar for trauma patients. A multidisciplinary ap-
proach to reducing complications associated with collar
use was also adopted by Powers [20]. By improving nur-
sing care, using a different type of collar and developing a
new protocol for cervical spine clearance, Powers was able
to eliminate the incidence of pressure ulcers related
to collar use from his department. A key outcome from
this work was that patients were wearing collars for a
much shorter period of time. A recommendation for early
collar removal was also the conclusion of a study by
Chendrasekhar et al [21]. They examined patients with
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severe closed head injury; 13 (34%) developed occipital
pressure sores related to cervical collar use, whilst those
who underwent early collar removal did not.

Black et al evaluated skin breakdown in healthy volun-
teers with two collars (Aspen and Philadelphia). They
measured occipital pressure using the Talley digital skin
pressure evaluator, Model SD500 (Talley Group Ltd,
England); as well as skin temperature and humidity [22].
Pressure and skin temperature were comparable bet-
ween the collars, but skin humidity increased with the
Philadelphia collar, increasing the risk of pressure ulcer
development. Tescher et al carried out a similar study
looking at the TIP exerted by four cervical collars
(Miami J, Aspen, Philadelphia and Miami J) [23]. Interface
pressures were measured at the occiput and the anterior
mandible using the XSensor X2 (XSENSOR Technology
Corporation, Canada) system of capacitance pressure-
sensing transducers, in both a seated and supine position,
similar to Plaisier. They showed that the TIP exerted by
the collar at the mandible varied greatly (between 22.08
and 70.89 mmHg); but more significantly they noted capil-
lary closing pressure was only 32 mmHg. As the TIP sites
were different it is difficult to compare these results to
other studies, however Tescher does confirm Black’s
theory that moisture may impact on pressure sore de-
velopment. Tescher also identified a number of other
important factors that influence TIP. These include
BM]I, fluid retention due to the traumatic inflammatory
response, poorly fitting collars and shear forces exerted on
the skin.

Research and scientific methods to assess the jugular
vein and intracranial pressure

There has been a limited amount of work to assess the
jugular vein and its relationship to intracranial pressure
(ICP) when a cervical collar is applied. The link between
the use of rigid cervical collars and an increase in intra-
cranial pressure (especially in head injured patients) is
widely considered as fact, yet the exact aetiology is un-
known. The 14 papers included in this section of the re-
view are summarised in Table 2.

A number of studies have postulated a venous tourni-
quet effect from a rigid cervical collar, with an impact
on intracranial pressure [10,24]. This has been supported
by research demonstrating that ICP increases when a
cervical collar is applied, and then gradually declines on
removal. The most obvious explanation is an increase in
intracranial blood volume due to pressure on the neck
impairing venous drainage [6,25-28].

Hunt et al [29] examined the effect of cervical collars
on patients with a traumatic brain injury. Results showed
a rise in baseline intracranial pressure when collars
were applied. There were no other changes to cardio-
respiratory parameters; therefore venous compression
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in the neck was considered to be the likely cause of the
observed effect. Moreover, they showed that the most sig-
nificant increases in intracranial pressure were in patients
with a higher baseline to start with, suggesting that this ef-
fect of cervical collars is more pronounced in patients
with a greater risk of neurological deterioration. These
findings were confirmed by Mobbs et al who concluded
that early assessment of the cervical spine in a head
injured patient is essential [9]. They also postulated that
obstruction of venous drainage and the potential for the
collar to cause a painful stimulus may both impact on
ICP. However, they were unable to determine the exact
reason for the observed increase in ICP.

Kuhnigk et al measured ICP in 18 severely head in-
jured patients before and after placement of a collar
[30], but did not find a significant change in ICP follow-
ing collar application. They therefore concluded that the
risk of increasing ICP in a head injured patient was low.
These findings contradict the other papers reviewed, and
are unexplained. However, the work was carried out in
patients with a higher baseline ICP than the other stu-
dies, and this may have been a factor.

Stone et al were the first to actually assess the effect of
a cervical collar on the dimensions of the internal jugu-
lar veins, using ultrasound examination [31]. In healthy
volunteers, they were able to show an increase in cross-
sectional area following the application of a cervical col-
lar, supporting the hypothesis that collars create venous
obstruction in the neck. It seems likely that this obstruc-
tion contributes to an increase in intracranial pressure,
but this could not be confirmed because the measure-
ment of ICP is invasive, and therefore not suitable for
volunteer studies.

A literature review by Ho et al noted that between
25% and 75% of all traumatic cervical spine injuries are
unstable, and therefore recommended cervical stabilisa-
tion [7]. However, they hypothesised that a cervical col-
lar may act as a tourniquet around a patient’s neck,
mirroring Ferguson’s concerns. They therefore recom-
mended rapid clearance of the cervical spine in trauma
patients to reduce the risk of raised intracranial pressure.
Prolonged collar use was also the focus of a literature re-
view by Dunham et al [32]. The risk of raised ICP due to
collar use was found to be 35.8% in unstable patients,
and they also noted that a cervical collar was associated
with increased intracranial pressure in patients without
head injury. In a later simulation study, Dunham et al
showed that early collar removal was associated with
more favourable outcomes in both unstable and stable
cervical spine injured patients [8].

Discussion
This systematic review has identified relatively few stu-
dies that assess the impact of a semi-rigid cervical collar
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on tissue interface pressures or jugular venous drainage
from the brain. Those that have been done tend to use
small samples of volunteers with variable methodologies
and testing protocols, which makes comparison between
papers difficult.

The evidence that is available demonstrates an impor-
tant causal relationship between the use of semi-rigid
cervical collars and the development of pressure ulcers,
as a result of the skin pressure exerted at key tissue in-
terfaces. A number of retrospective studies have linked
cervical collars to the development of pressure ulcers,
but few have actually determined the TIP exerted by
various immobilisation devices. For those that do record
TIP the results vary widely, ranging from 0.3 mmHg
to 150 mmHg, and this makes it difficult to draw any
clear conclusions or compare different devices. Much
of the variation is likely to be due to differences in
test conditions (e.g. seated versus supine) and the
technical characteristics of the devices used to meas-
ure TIP, as well as actual differences between the im-
mobilisation devices under test. Future research in
this area would benefit from the development and im-
plementation of standardised TIP measurement tech-
niques and protocols.

With respect to jugular vein assessment, we found a
number of studies demonstrating an association between
the use of semi-rigid cervical collars and increased intra-
cranial pressure (ICP), though this was not universal.
There is, however, very little research to determine the
underlying cause. It seems likely that existing cervical
collars have a tendency to obstruct jugular venous drain-
age, by acting as a tourniquet around the neck, but al-
though it has been shown that collars have an effect on
the dimensions of the internal jugular vein [30], a causal
link to increased ICP has yet to be demonstrated. Other
factors, such as discomfort or pain associated with collar
use, may also be important, and further work is required
in this area.

Conclusions
There were some limitations to this review. The first
stage of the selection process was carried out by a single
reviewer; however the exclusion criteria were clearly
defined and this is unlikely to have influenced the
end result. In addition, it was not possible to use a
formal tool to assess risk of bias; thus the papers dis-
cussed in the results are of varying validity. Nonethe-
less, in light of the global use of cervical immobilization
devices in daily practice, these findings indicate that fur-
ther scientific scrutiny of the complications described is
warranted.

Tissue interface pressure (TIP) is an important factor
in the use of cervical immobilisation devices, and to pre-
vent the development of skin ulcers the early removal of
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a collar is recommended. However, this is not always
possible, and where cervical immobilisation is required
for a prolonged period of time measures should be taken
to reduce the pressure exerted by a collar or similar de-
vice. There is no standardised approach to measuring
TIP, making it difficult to compare studies and cervical
immobilisation devices; however it is reasonable to aim
for TIPs of less than 30 mmHg, since this approximates
to the capillary closing pressure.

The relationship between cervical collars, the jugular
vein and intracranial pressure (ICP) requires further re-
search. Evidence to date demonstrates a strong relation-
ship between cervical collars and altered jugular vein
dimensions. This is likely to be the cause of the raised
ICP associated with collar application, but has yet to be
confirmed experimentally. Research that simultaneously
assesses the jugular vein and ICP is therefore required.

New approaches to cervical immobilisation, which avoid
these common complications of the collars currently in
use, would be welcome.

Appendix 1
Search One (tissue interface pressures):

cervical collar
cervical orthos*
hard cervical collar
collar
#1 OR #2 OR #3 OR #4
craniofacial
occip*®
scalp
chin
. mand*
. #6 OR #7 OR #8 OR #9 OR #10
. contact
. interface
. tissue interface pressure
. pressure
. ulcer
. pressure ulcer
. #12 OR #13 OR #14 OR #15 OR #16 OR #17
.5 AND 11 AND 19
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Search Two (jugular veins and intracranial pressure):

cervical collar

cervical orthos*

hard cervical collar
collar

#1 OR #2 OR #3 OR #4
jugular vein

jugular pressure

jugular vein diameter

®© N oUW
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9. jugular vein measurements

10. head injury

11. neck veins

12. intracranial pressure

13. #6 OR #7 OR #8 OR #9 OR #10 OR #11 or #12
14.5 AND 13

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions

AS and SV conducted the review and drafted the manuscript. JB supervised
the work, editing the manuscript and providing the clinical context.

All authors edited and approved the final manuscript.

Acknowledgements

The authors would like to thank Pauline Shaw (Assistant Librarian) for advice
on the search strategy and providing access to papers.

The research team wishes to acknowledge, and thank, all of the ambulance
service, fire and rescue service and public volunteers who participated in this
research. We are also grateful to Great Western Ambulance Service (now
South Western Ambulance Service NHS Foundation Trust) for facilitating and
supporting the work.

Funding

This research was funded by the National Institute for Health Research
Invention for Innovation (i4i) Programme. The views expressed in this report
are those of the authors and do not necessarily represent those of the
National Institute for Health Research.

Author details

"Research Paramedic, Great Western Ambulance Service NHS Trust, Bristol,
UK. “Research Fellow in Emergency Care, Faculty of Health and Life Sciences,
University of the West of England, Bristol, UK. *Professor of Emergency Care,
Faculty of Health and Life Sciences, University of the West of England, Bristol, UK.

Received: 10 June 2013 Accepted: 20 November 2013
Published: 3 December 2013

References

1. World Health Organisation: Saving Millions of lives: decade of action for road safety
2011-2020. Geneva: WHO; 2011. http//www.who.int/violence_injury_prevention/
publications/road_traffic/saving_millions_lives_en.pdf.

2. American College of Surgeons Committee on Trauma: Advanced Trauma
Life Support. 9th edition. Chicago: American College of Surgeons; 2012.

3. el Masri WS: Management of Traumatic Spinal Cord injuries: current
standards of care revisited. Adv Clin Neurosci Rehabil 2010, 10:37-40.

4. Walker J: Pressure ulcers in cervical spine immobilisation: a retrospective
analysis. J Wound Care 2012, 21:323-326.

5. Jacobson TM, Tescher AN, Miers AG, Downer L: Improving practice: efforts
to reduce occipital pressure ulcers. J Nurs Care Qual 2008, 23:283-288.

6. Davies G, Deakin C, Wilson A: The effect of a rigid collar on intracranial
pressure. Injury 1996, 27:647-649.

7. Ho AM, Fung KY, Joynt GM, Karmakar MK, Peng Z: Rigid cervical collar and
intracranial pressure of patients with severe head injury. J Trauma-Inj
Infect Crit Care 2002, 53:1185-1188.

8. Dunham CM, Carter KJ, Castro F, Erickson B: Impact of cervical spine
management brain injury on functional survival outcomes in comatose,
blunt trauma patients with extremity movement and negative cervical
spine CT: application of the Monte Carlo simulation. J Neurotrauma 2011,
28:1009-1019.

9. Mobbs RJ, Stoodley MA, Fuller J: Effect of cervical hard collar on
intracranial pressure after head injury. ANZ J Surg 2002, 72:389-391.

10.  Ferguson J, Mardel SN, Beattie TF, Wytch R: Cervical collars: A potential risk
to the head-injured patient. Injury 1993, 24:454-456.

11. Benger J, Blackham J: Why do we put cervical collars on conscious
trauma patients? Scand J Trauma Resusc Emerg Med 2009, 17:44. http//
www sjtrem.com/content/17/1/44.


http://www.who.int/violence_injury_prevention/publications/road_traffic/saving_millions_lives_en.pdf
http://www.who.int/violence_injury_prevention/publications/road_traffic/saving_millions_lives_en.pdf
http://www.sjtrem.com/content/17/1/44
http://www.sjtrem.com/content/17/1/44

Sparke et al. Scandinavian Journal of Trauma, Resuscitation and Emergency Medicine 2013, 21:81

http://www.sjtrem.com/content/21/1/81

12. Voss S, Page M, Benger J: Methods for evaluating cervical range of
motion in trauma settings. Scand J Trauma Resusc Emerg Med 2012,
20:1-6.

13.  Liew SCC, Hill DA: Complication of hard cervical collars in multi-trauma
patients. Aust N Z J Surg 1994, 64:139-140.

4. Murphy KM, Musiak H, Hanlon M: Patient with occipital pressure ulcer
requiring continued cervical collar use. J Wound Ostomy Continence Nurs
1997, 24:58-60.

15. Molano Alvarez E, Murillo Perez MA, Salobral Villegas MT, Dominguez
Caballero M, Cuenca Solanas M, Garcia Fuentes C: Pressure sores
secondary to immobilization with cervical collar: a complication of acute
cervical injury [Spanish] Ulceras por presion secundarias a la
inmovilizacion con collarin cervical: una complicacion de la lesion
cervical aguda. Enfermeria intensiva / Sociedad Espanola de Enfermeria
Intensiva y Unidades Coronarias 2004, 15:112-122.

16.  Fisher SV: Proper fitting of the cervical orthosis. Arch Phys Med Rehabil
1978, 59:505-507.

17. Beavis A: Cervical Orthoses. Prosthet Orthot Int 1989, 13:6-13.

18.  Plaisier B, Gabram SGA, Schwartz RJ, Jacobs LM: Prospective evaluation of
craniofacial pressure in four different cervical orthoses. J Trauma 1994,
37:714-720.

19.  Blaylock B: Solving the problem of pressure ulcers resulting from cervical
collars. Ostomy Wound Manage 1996, 42:26-31.

20. Powers J: A multidisciplinary approach to occipital pressure ulcers
related to cervical collars. J Nurs Care Qual 1997, 12:46-52.

21. Chendrasekhar A, Moorman DW, Timberlake GA: An evaluation of the
effects of semirigid cervical collars in patients with severe closed head
injury. Am Surg 1998, 64:604-606.

22. Black CA, Buderer NM, Blaylock B, Hogan BJ: Comparative study of risk
factors for skin breakdown with cervical orthotic devices: PHILADELPHIA
and ASPEN. J Trauma Nurs 1998, 5:62-66.

23. Tescher AN, Rindflesch AB, Youdas JW, Jacobson TM, Downer LL, Miers AG,
Basford JR, Cullinane DC, Stevens SR, Pankratz VS, Decker PA: Range-of-
motion restriction and craniofacial tissue-interface pressure from four
cervical collars. J Trauma 2007, 63:1120-1126.

24.  Kolb JC, Summers RL, Galli RL: Cervical collar-induced changes in intracranial
pressure. Am J Emerg Med 1999, 17:135-137.

25.  Craig GR, Nielsen MS: Rigid cervical collars and intracranial pressure.
Intensive Care Med 1991, 17:504-505.

26. Raphael JH, Chotai R: Effects of the cervical collar on cerebrospinal fluid
pressure. Anaesthesia 1994, 49:437-439.

27.  Porter KM, Allison K: Semirigid cervical collar and intracranial pressure: a
change in pre-hospital emphasis might be indicated. Pre-hosp Immediate
Care 1999, 3:226-228.

28. Lemyze M, Palud A, Favory R, Mathieu D: Unintentional strangulation by a
cervical collar after attempted suicide by hanging. Emerg Med 2011,
28:532.

29. Hunt K, Hallworth S, Smith M: The effects of rigid collar placement on
intracranial and cerebral perfusion pressures. Anaesthesia 2001,
56:511-513.

30.  Kuhnigk H, Bomke S, Sefrin P: Effect of external cervical spine
immobilisation on intracranial pressure [German] Auswirkung der
externen halswirbelsaulenimmobilisation auf den intrakraniellen druck.
Aktuelle Traumatol 1993, 23:350-353.

31, Stone MB, Tubridy CM, Curran R: The effect of rigid cervical collars on
internal jugular vein dimensions. Acad Emerg Med 2010, 17:100-102.

32. Dunham CM, Brocker BP, Collier BD, Gemmel DJ: Risks associated with
magnetic resonance imaging and cervical collar in comatose, blunt
trauma patients with negative comprehensive cervical spine computed
tomography and no apparent spinal deficit. Crit Care 2008, 12:R89.
doi:10.1186/cc6957. http://ccforum.com/content/12/4/R89.

doi:10.1186/1757-7241-21-81

Cite this article as: Sparke et al: The measurement of tissue interface
pressures and changes in jugular venous parameters associated with
cervical immobilisation devices: a systematic review. Scandinavian
Journal of Trauma, Resuscitation and Emergency Medicine 2013 21:81.

Submit your next manuscript to BioMed Central
and take full advantage of:

¢ Convenient online submission

¢ Thorough peer review

* No space constraints or color figure charges

¢ Immediate publication on acceptance

¢ Inclusion in PubMed, CAS, Scopus and Google Scholar

* Research which is freely available for redistribution

Submit your manuscript at
www.biomedcentral.com/submit

( BiolVied Central

Page 10 of 10



http://ccforum.com/content/12/4/R89

	Abstract
	Introduction
	Aim

	Methods
	Data sources and search strategy
	Inclusion and exclusion criteria
	Study selection
	Quality assessment

	Results
	Research and scientific methods to measure tissue interface pressures
	Research and scientific methods to assess the jugular vein and intracranial pressure

	Discussion
	Conclusions
	Appendix 1
	Competing interests
	Authors’ contributions
	Funding
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


