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SUMMARY 
 
NHS Improvement has issued Patient Safety Alert NHS/PSA/RE/2018/005 “Resources 
to support safer bowel care for patients at risk of autonomic dysreflexia” to raise 
awareness of difficulties patients face ensuring their regular bowel care is provided 
when they come into hospital or mental health units, or access other NHS care such 
as community care. 
 
ACTION  
 
Chief Executives of HSC Trusts should: 
 

 Identify an appropriate clinical leader (within each of adult services and paediatric 
services) to co-ordinate implementation of this alert. 

 

 Using the resources referred to in this alert, review your local clinical policy and 
guidance relating to bowel assessment and management. 

 

 Review your local education and training provision for interventional bowel 
management, and develop an action plan to ensure patients have adequate and 
timely access to staff who are appropriately trained to carry out these procedures, 
including in the evening and at weekends. 
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 Share your reviewed local guidance, advice on how to identify staff who can 
provide DRF, and the key messages in this alert with medical, nursing and other 
relevant clinical staff. 

 
Chief Executive, HSCB and PHA should:  
 

 Disseminate this circular to all relevant HSCB/PHA staff, community services, 
general practices and community pharmacies. 

 

 Consider it through the normal HSCB/PHA processes for assuring implementation 
of safety and quality alerts. 

 
Chief Executive, RQIA should: 
 

 Disseminate this circular to all appropriate Independent Sector providers. 
 
Chief Executive, NIMDTA should: 
 

 Disseminate this circular to doctors in training in all relevant specialties.  
 
BACKGROUND 
 
Patients with spinal cord injury or neurological conditions may have neurogenic 
bowel dysfunction, which often means they depend on routine interventional bowel 
care, including the digital (manual) removal of faeces (DRF). 
 
Some of these patients, especially those with spinal cord injury above T6, are 
particularly susceptible to the potentially life-threatening condition autonomic 
dysreflexia, which is characterised by a rapid rise in blood pressure, risking cerebral 
haemorrhage and death. A small number of patients who have had a severe stroke or 
who have severe forms of Parkinson’s disease, multiple sclerosis, cerebral palsy, or 
spina bifida may also be susceptible to autonomic dysreflexia. 
 
Autonomic dysreflexia can be caused by non-adherence to a patient's usual bowel 
routine or during or following interventional bowel care. For all of these patients, 
bowel care is vital for their health and dignity. 
 
The National Reporting and Learning System (NRLS) has identified reports of 
significant delays in providing DRF or an appropriate alternative. The key issues 
appeared to be a lack of staff with the training and experience to perform DRF 
(particularly as opportunities to learn and practice are limited outside of spinal injuries 
units and community teams who regularly undertake this procedure), or an inability to 
identify staff with the appropriate training. 
 
  



 

 

Enquiries:  

Any enquiries about the content of this circular should be addressed to:  
 
Safety Policy Branch 
Department of Health 
Room D1.4 
Castle Buildings  
BELFAST 
BT4 3SQ 
Tel: 028 90528322 
qualityandsafety@health-ni.gov.uk 
 

Yours sincerely 

 

 

Dr Paddy Woods  
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