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Introduction_________________________________________________________ 
Autonomic dysfunction is a late sign of spinal cord compression that can cause 
significant disturbance in bowel habit. This can be manifest as loss of rectal 
sensation, constipation, diarrhoea or incontinence. 
 
Management may be influenced by the level of the vertebral lesion: 
 
Above T12-L1  ‘reflex bowel’ (reflex arcs in tact) 
 

• Cauda equina in tact → spastic bowel; sacral reflex generally preserved 
 
Below T12 – L1  ‘flaccid bowel’ (reflex arcs damaged) 
 

• Cauda equina involved → flaccid bowel; generally requires manual 
evacuation of rectum 

 
 
ABC guidelines 
 
Assessment 

1. What is the level of compression? 
2. Document the current bowel habit  
3. Review and document the current medication  - laxatives / suppositories 

       - constipating drugs (e.g. opiates) 
4. Examination – including PR, assessment of anal tone, faecal loading 
5. Assess bladder function (constipation may contribute to bladder symptoms) 

 
Baseline abdominal x-ray 

if suspicion of obstruction or to assess for faecal loading 
 
Control protocol 

• Aim is regular evacuation of formed faeces every 1-3 days 

• Controlled continence may take weeks to achieve - the protocol below should 
be varied according to response to treatment and individual needs 

 
1. If faecal loading: 

o 1st line: insert 2 glycerine suppositories or micro-enema deep into the 
rectum 

o Digital manual stimulation may be useful if spastic bowel (lesion above 
T12-L1)* 

o 2rd line  Arachis oil enema overnight 
o 3th line  Phosphate enema given the next morning 
o 4th line: gentle digital manual evacuation (Generally required if flaccid 

bowel – lesions below T12-L1)* 
o Proceed to 2. 

 
2. Establish regular bowel routine: 

o Review diet / fluid intake (high fibre diet, high fluid intake) 
o Regular oral laxatives with PR intervention every 1-3 days may be 

required to achieve controlled continence (see below).  
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o Consider anti-diarrhoeal preparations (eg loperamide or codeine) as 
part of a control regime if there is persistent faecal leakage. 

 
Recommended regular oral laxatives regime 
Softener:   Sodium Docusate 200mg bd 
Stimulant:  Senna 2 tabs alt. nights (or night before PR 
intervention)** 

 
Recommended regular PR intervention regime 
Suppositories:  Bisacodyl (1 spp.) – alternate nights with 
   Glycerine (1 spp.) – alternate nights 
If not effective: Microlax enema (instead of suppositories) 
If not effective: May require regular gentle manual evacuation 
 
 

* follow RCN clinical nursing guidelines on digital rectal examination & manual 
removal of faeces 
**Also consider Movicol (1-2 sachets) if required - up to 6 sachets if faecal impaction 
 
Note: Autonomic dysreflexia 
 

• Autonomic dysreflexia is a potential problem if the spinal lesion is above T7 

• It presents as headache (often pounding), profuse sweating, nasal stuffiness, 
facial flushing, hypertension and bradycardia 

• It is caused by a stimulus below the level of the lesion causing sympathetic 
autonomic overactivity → vasoconstriction and hypertension; this stimulates 
parasympathetic overactivity above the lesion via the carotid and aortic 
baroreceptors 

• Action: treat the cause - check urinary catheter; PR assessment 
 

CONSULTATION, APPROVAL & RATIFICATION PROCESS  

All documents must be involved in a consultation process either locally within a 

department or division or throughout the trust at relevant board/committee meetings 
before being submitted for approval. 
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For more information and protocols on management of MSCC see: 
http://www.christie.nhs.uk/MSCC  
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