
SUMMARY
Autonomic dysreflexia is considered an emergency condition 
in Spinal Cord Injury that can lead to seizures, stroke, or death.  
The WOC Nurse now has the tools at hand to manage this 
complication as needed.
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Autonomic Dysreflexia: What Do I Do Now?

RECOMMENDATIONS RELEVANT TO WOC NURSING PRACTICE

1. Recognize the signs and symptoms of autonomic dysreflexia, including:
(Scientific evidence–None; Grade of recommendation – Expert consensus; Strength of panel 
opinion–Strong)
• Elevated blood pressure.
• Pounding headache.
• Bradycardia (may be a relative slowing so that the heart rate is still within the
normal range).
• Profuse sweating above the level of the lesion, especially in the face, neck, and
shoulders, or possibly below the level of the lesion.
• Piloerection or goose bumps above or possibly below the level of the lesion.
• Cardiac arrhythmias, atrial fibrillation, premature ventricular contractions, and 
atrioventricular conduction abnormalities.
• Flushing of the skin above the level of the lesion, especially in the face, neck, 
and shoulders, or possibly below the level of lesion.
• Blurred vision.
• Appearance of spots in the patient’s visual fields.
• Nasal congestion.
• Feelings of apprehension or anxiety over an impending physical problem.
• Minimal or no symptoms, despite a significantly elevated blood pressure (silent 
autonomic dysreflexia).

2. Check the individual’s blood pressure.
(Scientific evidence–III/V; Grade of recommendation–C; Strength of panel opinion–Strong)
• A sudden, significant increase in both the systolic and diastolic blood pressure 
above their usual levels frequently associated with bradycardia. An individual with 
SCI above T6 often has a normal systolic blood pressure in the 90–110 mm Hg 
range.  Therefore, a blood pressure of 20 mm to 40 mm Hg above baseline may be 
a sign of autonomic dysreflexia.
• Systolic blood pressure elevations more than 15–20 mm Hg above baseline in 
adolescents with SCI or more than 15 mm Hg above baseline in children with SCI 
may be a sign of AD.

5. If the blood pressure is elevated, immediately sit the person up if the 
individual is supine.
(Scientific evidence–III/V; Grade of recommendation–C; Strength of panel opinion–Strong)
Performing this maneuver may allow a pooling of blood in the lower extremities 
and may reduce the blood pressure. If possible, in addition to sitting the person 
up, lower their legs as well.

6. Loosen any clothing or constrictive devices.
(Scientific evidence–III/V; Grade of recommendation–C; Strength of panel opinion–Strong)
Performing this maneuver may allow a pooling of blood in the abdomen and lower 
extremities and may reduce the blood pressure.

8. Quickly survey the individual for the instigating causes, beginning with the 
urinary system.
(Scientific evidence–III/V; Grade of recommendation–C; Strength of panel opinion–Strong)
The most common cause of autonomic dysreflexia is bladder distention 

9. If an indwelling urinary catheter is not in place, catheterize the individual.
Scientific evidence–None; Grade of recommendation–Expert consensus; Strength of panel 
opinion–Strong)
The most common cause of autonomic dysreflexia is bladder distention 

10. Prior to inserting the catheter, instill 2 percent Lidocaine jelly (if 
immediately available) into the urethra and wait 2 minutes, if possible.
(Scientific evidence–None; Grade of recommendation– Expert consensus; Strength of panel 
opinion–Strong)
Catheterization can exacerbate autonomic dysreflexia. The use of Lidocaine jelly 
may decrease the sensory input and relax the sphincter to facilitate catheterization. 
The peak effect of Lidocaine jelly is between 2–5 minutes. Exercise clinical 
judgment regarding elevated blood pressure; immediate catheterization may be 
necessary.

11. If the individual has an indwelling urinary catheter, check the system 
along its entire length for kinks, folds, constrictions, or obstructions and for 
correct placement. If a problem is found, correct it immediately.
(Scientific evidence–None; Grade of recommendation– Expert consensus; Strength of panel 
opinion–Strong)

12. If the catheter appears to be blocked, gently irrigate the bladder with a 
small amount (10–15 ml) of fluid, such as normal saline at body 
temperature. Irrigation should be limited to 5–10 ml for children under 2 
years of age and to 10–15 ml in older children and adolescents. Avoid 
manually compressing or tapping on the bladder.
(Scientific evidence–None; Grade of recommendation– Expert consensus; Strength of panel 
opinion–Strong)
Use of a larger volume or of a cold solution might irritate the bladder and 
exacerbate autonomic dysreflexia. If a Lidocaine solution is readily available, 
irrigation with it may be beneficial by decreasing sensory input from the 
bladder. Bladder pressure or tapping may also increase sensory input and 
exacerbate autonomic dysreflexia. Do not continue to irrigate the bladder if the 
fluid is not draining.

13. If the catheter is draining and the blood pressure remains elevated, 
proceed to recommendation 18.
(Scientific evidence–None; Grade of recommendation– Expert consensus; Strength of panel 
opinion–-Strong)

14. If the catheter is not draining and the blood pressure remains elevated, 
remove and replace the catheter.
(Scientific evidence–None; Grade of recommendation– Expert consensus; Strength of panel 
opinion–-Strong)
Irrigating and changing the catheter should be done as quickly as possible. 
Pharmacologic management may become necessary if the blood pressure 
remains elevated and/or if catheter replacement is difficult. Refer to 
Recommendation 19, page 15, and its accompanying rationale for guidance on 
pharmacologic management.

15. Prior to replacing the 
catheter, instill 2 percent 
Lidocaine jelly (if immediately 
available) into the urethra and 
wait 2 minutes, if possible.
(Scientific evidence–None; Grade of 
recommendation– Expert consensus; 
Strength of panel opinion–Strong)
Catheterization can exacerbate 
dysreflexia. The use of Lidocaine 
jelly may decrease sensory input 
and relax the sphincter to 
facilitate catheterization. The 
peak effect of Lidocaine jelly is 
between 2–5 minutes. Exercise 
clinical judgment regarding 
elevated blood pressure and the 
use of Lidocaine; immediate 
catheterization may be 
necessary.

16. If difficulties arise in replacing the catheter, consider attempting to pass 
a Coude catheter or consult a urologist.
(Scientific evidence–None; Grade of recommendation– Expert consensus; Strength of panel 
opinion–Strong)
A Coude catheter may be useful if there is an associated bladder neck 
obstruction.

17. Monitor the individual’s blood pressure during bladder drainage.
(Scientific evidence–None; Grade of recommendation– Expert consensus; Strength of panel 
opinion–Strong)
Sudden decompression of a large volume of urine would be expected to normalize 
blood pressure. However, this may cause hypotension if the individual has already been 
given pharmacological agents to decrease blood pressure. 

18. If acute symptoms of autonomic dysreflexia persist, including a sustained 
elevated blood pressure, suspect fecal impaction.
(Scientific evidence–II/V; Grade of recommendation–B/C; Strength of panel opinion–Strong)
Fecal impaction is the second most common cause of autonomic dysreflexia. Refer to 
the clinical practice guidelines titled Neurogenic Bowel Management in Adults with 
Spinal Cord Injury, pages 26–27 (Consortium for Spinal Cord Medicine, 1998), for 
information on autonomic dysreflexia precipitated by neurogenic bowel conditions. 

19. If the elevated blood pressure is at or above 150 mm Hg systolic, consider 
pharmacologic management to reduce the systolic blood pressure without 
causing hypotension prior to checking for fecal impaction.
(Scientific evidence–None; Grade of recommendation– Expert consensus; Strength of panel 
opinion–-Strong)

If the blood pressure remains elevated but is less than 150 mm Hg systolic, proceed to 
recommendation 22.
(Scientific evidence–V; Grade of recommendation–C; Strength of panel opinion–Strong)

22. If fecal impaction is suspected and the elevated blood pressure is less than 
150 mm Hg, check the rectum for stool, using the following procedure:
(Scientific evidence–II/V; Grade of recommendation–B/C; Strength of panel opinion–Strong)
• With a gloved hand, instill a topical anesthetic agent, such as 2 percent Lidocaine 
jelly, generously into the rectum.
• Wait 2 minutes if possible for sensation in the area to decrease.
• Then, with a gloved hand, insert a lubricated finger into the rectum and check for the 
presence of stool. If present, gently remove, if possible.
• If autonomic dysreflexia becomes worse, stop the manual evacuation. Instill 
additional topical anesthetic and recheck the rectum for the presence of stool after 
approximately 20 minutes.

A rectal examination may exacerbate autonomic dysreflexia.  Instillation of a local 
anesthetic agent may decrease the occurrence of autonomic dysreflexia during the 
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There are a total of 28 recommendations.  The list below is a summary of those that are most relevant to the WOC Nurse

Grade of Panel Consensus

Grading of the Guideline 
Recommendations 

Scientific Levels of Evidence 

Strength of Evidence Based 
Recommendations

Level I - Large randomized trials 
with clear-cut results (and low risk 
of error)

Level II - Small randomized trials 
with uncertain results (and 
moderate to high risk of error)

Level III - Nonrandomized trials with 
concurrent or contemporaneous 
controls

Level IV - Nonrandomized trials 
with historical controls

Level V - Case series with no 
controls

After the guideline was drafted, 
each recommendation was graded 
according to the level of scientific 
evidence supporting into three 
categories - A, B & C

Grade: A - The guideline 
recommendation is supported by 
one or more level I studies. 

Grade: B - The guideline 
recommendation is supported by 
one or more level II studies. 

Grade: C - The guideline 
recommendation is supported only 
by one or more level III, IV, or V 
studies. 

The level of agreement with the 
recommendation among panel 
members was assessed as either 
low, moderate, or strong based on 
an aggregate mean agreement 
score.
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GOALS:  - Develop clinical practice guidelines (CPGs)
         - Facilitate optimal medical care for individuals with spinal cord injuries
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MISSION:  To direct the development and dissemination of clinical practice guidelines 
      and companion consumer guides; this mission is solely aimed at improving the 
      healthcare and quality of life for individuals with spinal cord injury (SCI)

             

There are approximately 250,000 Americans currently living with spinal cord injury (SCI) and 
an estimated 12,000 new injuries occur annually.  Individuals with SCI at the thoracic level 
T6 or above are usually at risk of developing Autonomic Dysreflexia (AD), also known as 
autonomic hyperreflexia. Prevalence estimates vary from 66 to 85% of patients with lesions 
at or above T6 after spinal shock is over, so AD may be seen in the hospital or home. AD is 
caused by a variety of stimuli, creating an exaggerated response of the sympathetic 
nervous system (massive vasoconstriction) due to lack of control from higher centers above 
the injury. Common symptoms include a sudden increase in blood pressure, pounding 
headache, bradycardia, profuse sweating and flushing of the skin above the injury, blurred 
vision, dilated pupils, piloerection above or below the level of injury, and nasal congestion. 
These symptoms must be recognized and treated quickly to prevent life threatening 
complications such as seizure, acute myocardial infarction, or cerebral hemorrhage. The 
most common causes of AD include bladder distention/obstructed catheter, bladder or 
kidney stones, urologic instrumentation, bowel distention/impaction, pain, and pressure 
ulcers.  These are all areas within the scope of practice of the WOC Nurse. Fortunately, the 
Consortium for Spinal Cord Medicine has developed a clinical practice guideline that 
provides recommendations and supporting evidence in the management of AD. The WOC 
Nurse may use these guidelines in the management of the SCI patient, and when providing 
education to the patient and family since they must also be taught to recognize the 
symptoms of AD, and to either take action or instruct caregivers to take actions. This poster 
will review the development of the SCI clinical practice guidelines for AD, some of the 
specific recommendations and evidence related to bladder and bowel interventions, 
evaluation of outcomes, and ultimately prevention of AD.
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