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Watery
• Medicat ion s ide ef fec ts•  Overdose of  laxatives• Recent  abdominal  surger y

Loose large stool  p ieces  may be present .
Color  of  s tool  should be typica l . 

Lower Motor  Neuron Dysfunction
In jur y below T 12* *May need twice dai ly  bowel  program* *

In Morning:  administer  a  s t imulant  laxative  
( i .e.  senna)

In Evening:  30 min af ter  d inner,  per form 
abdominal  massage x  10  minutes 

•  then administer  a  rec ta l  suppositor y or 
enema or  anal  i r r igat ion .  Use manual 

d ig ita l  s t imulat ion to  fu l ly  evacuate 
s tool  f rom rec tum.

F in ish with rec ta l  check to  ensure bowel  is 
empty.

Passive Fecal  Incontinence:  Neurogenic  Bowel

• Impaired neurologica l/cognit ive awareness 
•  Impaired neuromuscular  contro l  due to  bra in or  sp inal  cord les ions (spinal  cord in jur y, 

s troke,  Parkinson’s  d isease,  mult ip le  sc lerosis ,  cauda equina syndrome,  cerebra l  pa lsy)

Cl in ica l  features :   s lowed gut  moti l i ty
  possib le  under lying const ipation

  reduced or  absent  contro l  of  defecation

  rec ta l  sensation may be absent  or  reduced

Fecal  Urgency with/without  Fecal  Incontinence

Cl in ica l  features :  rec ta l  sensation is  present   
  so i l ing ,  leakage,  seepage,

  fa i lure to  contro l  defecat ion

Nursing Inter ventions• Resolve any under lying const ipation and rule  out  impac tion .

•  Promote adequate f iber  intake f rom natura l  d iet :  a im for  20–25g of  f iber 

(bran ,  ground f laxseed,  prunes ,  or  prune ju ice).

•  Begin pelvic  f loor/anal  sphinc ter  exercises  with PT.

•  Consider  3-day n ightly  g lycer in  suppositor y af ter  d inner  to  promote regulat ing 

bowel  contro l .•  Check for/treat  dermatit is  or  u lcerat ion of  per ianal  sk in .

Measure and Evaluate Outcomes
• dai ly  or  ever y other  day bowel  movements

• manageable s tool  consis tency 
•  conta ined or  reduced bowel  accidents

•  education of  the patient  at  ever y bowel  care 

•  interac t ion;  emphasize se l f/home planning
• home caregiver  suppor t  is  arranged before d ischarge

Identi f y  medications associated with diarrhea

• Magnesium-contain ing antacids  and other  osmotic  laxatives  (e.g . , 

lac tulose)
• Any st imulant  laxatives  (e.g . ,  b isacodyl  or  senna)

• Antiarrhy thmic-cardiac  meds (glycosides ,  d ig ita l is)

•  Antib iot ic s  (amoxici l l in-clavulanate,  augmentin ,  macrol ides 

[e.g . ,  c l indamycin],  aminoglycosides ,  cephalospor ins ,  and 

f luoroquinolones)

•  Antineoplast ic s  (chemotherapy agents)  and immunosupressants 

•  B iguanides (e.g . ,  Met formin)• Ca lc i tonin
• Colchic ine

• NSAIDs (prescr ipt ion strength anti- inf lammator ies)

•  Metoclopramide (Reglan)
Hydrat ion:   Provide hydration suppor t ;  consider  supplemental  IV  f lu ids  i f  indicated .

Diet:   Consider  mi ld  d iet ,  such as  BR AT (bananas ,  r ice,  applesauce,  and toast)  i f  gastr i t is  or  co l i t is  is  suspec ted .

Me dic at ion s:  Hold laxatives .  Consider  antid iarrheal  medicat ions in  non-complicated cases  or  i f  d iarrhea has been < 72  hour s .

 
Antid iarrheal  (e.g . ,  loperamide)  is  contra indicated in  b loody diarrhea and increases  r isk  of  pro longing inf lammator y or  infec t ious d iarrhea .

A ntib iot ic s:  Not recommended in non-severe watery diarrhea, but should be considered in patients 65 years and older or if  immunocompromised, severely i l l ,  or with history of sepsis .

Probiot ic s:  Consider  supplementation with probiot ic s  in  patients  with h is tor y of  inf lammator y bowel  d isorder s/recent  antib iot ic s .

Sk in:   Promote hygiene,  apply moisture barr ier  to  per ianal  t is sue af ter  c leansing ,  and provide Q8 hour  skin  check s .

Bloody
• L ikely  u lcerat ive co l i t is•  Clostr id ium-dif f ic i le•  Campylobac ter•  Shiga-toxin producing• E .co l i

•  Consider  mal ignancy

Upper Motor  Neuron Dysfunction
In jur y/Lesion above T 12 

In  Morning:  administer  a  s t imulant  laxative 
8-12  hour s  before p lanned bowel  care ( i .e. , 

senna)
In Evening:  administer  a  rec ta l  s t imulant 

suppositor y or  mini-enema;  provide dig ita l 
s t imulat ion;  may require  regular  d ig ita l 

removal  of  feces  for  complete evacuation 
of  s tool .

F in ish with rec ta l  check to  ensure bowel  is 
empty.

Mucous/Fatty/Foamy• Hepatobi l iar y  d isorder s•  Malabsorption syndrome• L ac tose into lerance• Gluten/wheat  into lerance• Medicat ion s ide ef fec ts(can be inf lammator y)

Purulent,  Watery,  and May Alternate 
with ConstipationOf ten associated with moderate to  severe 

abdominal  pain .•  Crohn’s  d isease• Diver t icul i t is•  I r r i table  bowel  d isease• Ulcerat ive co l i t is•  Neoplasia  (co lon CA)• Radiat ion Col i t is

YES

NO

Step 1: Correct Active Diarrhea and Regulate Stool Consistency.

Identi f y  underlying cause of  a l tered stool  pattern and incontinence.

Step 2: Regulate Stool Pattern and Control Fecal Incontinence.

Did correcting the diarrhea resolve 

fecal urgency and fecal incontinence?

Chronic  Diarrhea

Acute Diarrhea with Urgency or  Fecal  Incontinence

Col lect  a  stool  culture and treat  any underlying infect ion i f  present.

Manage the Diarrhea.

Can any of  the medicat ions be discontinued or  adjusted? Work with pharmacist  and MD to review drug regimen.

Establ ish a  Neurogenic  Bowel  Program 

ALGORITHM 6: DIARRHEA OR FECAL INCONTINENCE

From Clinical Tools for Continence Care: An Evidence-Based Approach, 

available at rehabnurse.org © 2017 Association of Rehabilitation Nurses. All rights reserved.

Acute Onset  Constipation• Previously  regular  s tool  pat tern at  home
• Under  psychologica l  d is tress•  Inadequate food/f iber  intake• Dietar y pat tern change• Medicat ion s ide ef fec ts  (opio ids ,  ant ichol inergics ,  Ca2+ channel b locker s)

•  L ack of  to i let ing pr ivacy• Painful  rec ta l  hemorrhoids

Transient/Simple• Include natura l  f iber  in  d iet  such as – whole gra in f iber  cereal – whole meal/high-f iber  breads/cr isp breads
 – mixed beans ,  couscous bulgur, lent i ls

 – prunes and prune ju ice• L imit  or  e l iminate processed foods .•  Encourage upr ight  posture for  a l l s tool ing
• Encourage safe,  da i ly  mobi l i ty,  out of  bed for  a l l  meals•  Abdominal  massage may help af ter  major  meals  to  s t imulate gastrocol ic  ref lex• Use hyperosmotic  laxatives  in morning to promote sof t  s tool – polyethylene glycol – lac tulose

• Magnesium-based laxatives  may cause cramps or  b loating (should not  be used with CHF,  CKD,  or  ESRD)

Transient/Simple Constipation
 or

Narcotic  Bowel  Syndrome

Aref lexive 
Neurogenic 

Bowel

LMN (<L1)
no anal  ref lex

f laccid  bowel
low/no motor tone of  anal 

sphinc ter 
feca l 
incontinence

Reflexive 
Neurogenic 

Bowel

UMN (>T12)
+ anal  ref lex

dif f iculty 
passing stool

hyper tonic i ty of  rec tum
fecal  res idue or leakage

Must  Consider  Fecal Obstruct ion then consider :
Pelvic  Floor  Dyssynergia

 or
Pelvic  Floor  Prolapse(with rec tocele  or  enterocele)

Normal  Transit  Constipation
 or

I rr i table  Bowel  Syndrome
Slow Transit  Constipation

 or
Gastroparesis

Neurogenic  Bowel• Enteric nervous system disruption •  Neurologica l  condit ions:  CVA , SCI ,  TBI ,  PD,  MS .  etc .•  S lowed gut /hypoac t ive bowel sounds
• Poor  ora l  intake• May have feca l  seepage or per ianal  s tool  res idue• Histor y of  feca l  incontinence

LMN Neurogenic  Bowel • High r isk  for  feca l incontinence i f  bowel care is  not  routin ized .•  Some patients  need twice dai ly  bowel programs .
•  Stools  should be f i rmer to  prevent  bowel accidents .

•  Promote optimal  f iber intake of  at  least  20–25g dai ly.
•  Supplement with a  bulk laxative.

•  Rec ta l  medicat ion is necessar y in  most cases  (e.g . ,  suppositor y or  mini-enema) with d ig ita l  s t imulat ion and manual  evacuation of s tool  f rom rec tum ever y am and pm.
• At  least  30 minutes of  RN t ime must  be scheduled for  care.

Obstructed Constipation• E xcessive s tra in ing to pass  sof t s tool
•  Pro longed to i let ing t ime• Rec ta l  pa in

• Sense of  incomplete evacuation• T ight /constr ic ted anal  sphinc ter or  rec ta l  pro lapse• Histor y of  rec ta l  t rauma (e.g . , f is sure or  tear)•  Histor y of  rec ta l  mal ignancy

UMN Neurogenic  Bowel• I f  pat ient  cannot  safe ly s i t  upr ight ,  per form bowel  care on L  s ide whi le  in  bed. •  Schedule bowel  program ever y day or  ever y other day based on stool qual i ty.
•  Administer  ora l s t imulant  laxative 8–12 hour s  before p lanned bowel  care (e.g . ,  senna).•  Provide evening bowel care 30 minutes  af ter  last  large meal .•  Administer  rec ta l s t imulant  laxative.•  Provide abdominal massage.

•  Posit ion upr ight  on to i let  or  BSC.•  Provide dig ita l s t imulat ion . •  Monitor  for  autonomic symptoms .

•  Histor y of  a l ternating const ipation with d iarrhea• Inadequate f iber  intake• Dehydration
• Usual ly  hard ,  pel let- l ike s tools•  Histor y of  laxative dependence• Recurr ing ,  mod- to  severe abdominal  pain• Frequent  cramping• B loating

Obstructed
• Stool  consis tency may a lready be sof t .•  Prevent  patient  f rom excessive s tra in ing on to i let .

•  Constant  tension f rom sit t ing wi l l  increase r isk  for  hemorrhoids and rec toper ineal t is sue damage.•  St imulant  laxatives wi l l  make symptoms wor se.
•  P syl l ium/bulking agents  are NOT recommended.•  Emol l ient  laxatives (e.g . ,  docusate)  are helpful . 

•  Hyperosmotic  agents should be taken in morning .
•  Rec ta l  pro lapse may become f r iable; consider  GI  consult .

•  Usual ly  women• Ver y inf requent ,  large stools (two or  fewer per  week)• Signif icant  d is tension• B loating/cramping• Mala ise/nausea• Does not  respond wel l  to  f iber•  Poor  response to   s t imulant laxatives
• Common in elderly over 65 years•  Common in  d iabetes• May include patients  with Parkinson’s  or  mult ip le  sc lerosis

Normal  Transit Constipation/IBS• Promote adequate f iber intake 20–25g.•  Promote adequate hydrat ion .
•  Coordinate care with neuropsych to  explore anxiety d isorder s , psychologica l  s tressor s , and mental  i l lness .•  P syl l ium bulk-agents  are best  to  optimize moti l i ty.•  May be complicated with IBS ,  with episodic d iarrhea .

•  Avoid s t imulant  laxatives with these patients . •  Stool  sof tener s  ( i .e. , docusate)  twice dai ly  may ass is t  with defecation .•  Recommend at  least  1–2x /week enema for  thorough evacuation . 

Slow Transit  Constipation • Patients frequently complain of gas ,  bloating, nausea. Consider anti-gas agents (e.g.,  simethicone).•  Megacolon may be present i f  STC has  been long-standing.
• Moderate fiber intake, <12g per day is recommended.•  L ac tulose dai ly  may  improve f requency of s tools .

•  P syl l ium/bulk  agents  are NOT indicated and can increase r isk  of  impac tion .•  St imulant  laxatives  can be tr ia l led ,  use with caution .•  Prevent  excessive s tra in ing . 
•  Recommend at  least  2x /week anal  i r r igat ion (enema) for  co lon c leansing .

Chronic  Functional  Constipation (2  types)

Step 1: Identify Patient’s Symptoms of Constipation.

Step 2: Check for/Resolve Fecal Impaction.

Step 3: Stabilize Dietary Routines.

Step 4: Manage for Specifi c Constipation Types.

L ikely  D iagnosis

Diagnosis Diagnosis

L ikely  D iagnosis

L ikely  D iagnosis

L ikely  D iagnosis

Manual ly  Clear  the Rectum • Al low for  at  least  20 minutes  to  inspec t  and per form rec ta l  care to  identi f y  and resolve feca l  impac tion .

•  Inspec t  external  rec tum for  evidence of  s tool  or  proceed to inser t  a  s ingle-gloved,  lubr icated f inger  into the rec tum to detec t  presence of  s tool—

then proceed to d is impac t  i f  indicated  us ing adequate lubr icat ion;  gently  extrac t  s tool  f rom rec tum to c lear  s tool  away f rom the anal  sphinc ter.

•  Continue to use water-based lubr icat ion and provide dig ita l  s t imulat ion;  encourage patient  to  gently  bear  down. 

•  Safeguard against  rec ta l  t rauma and excessive pressure that  could result  in  rec ta l  inf lammation ,  f is sures ,  or  hemorrhoids .

•  The goal  is  to  evacuate the bowel  completely ;  s top at  any t ime the patient  expresses  excessive discomfor t  or  has  b leeding.

M aint a in Da i ly  Me a l  S che d ule:  Eat  at  consis tent  t imes with adequate balance of  proteins ,  f iber-r ich carbohydrates ,  and fats .

Avoid Con st ipat ing Food s:   Da ir y  produc ts  (cheese,  i ce  cream, cot tage cheese,  whole-milk  yogur ts)

 

Red meats ,  tough meats
 

Snack foods:  potato chips ,  snack chips ,  cookies  (a lmost  any preser ved packaged foods)

 

Fat-based foods (pastr ies ,  desser t  cakes)  and f r ied foods (f r ied starches l ike French f r ies)

ALGORITHM 5: CONSTIPATION 
No Bowel Movement in 3 Days or More

From Clinical Tools for Continence Care: An Evidence-Based Approach, 

available at rehabnurse.org © 2017 Association of Rehabilitation Nurses. All rights reserved.

Obstruct ive
• BPH
• Urethra l  Str ic ture
• B ladder  C A
• B ladder  s tone
• Severe const ipation• Fecal  impac tion

Are bother some symptoms present?
• Physica l  d iscomfor t  due to incomplete b ladder  emptying• Post-void dr ibbl ing• Increased accidents•  Frequency with urgency• Intermit tency (star t /stop/star t whi le  voiding)

• Weak stream
• Noc tur ia  with >  3  n ightly episodes

Infect ious/Inf lammator y• UT I/Cyst i t is
•  Post- indwel l ing catheter syndrome

• Prostat i t is
•  Transver se myel i t is•  Gui l la in  Barre

• Var ice l la  zoster

Coordinate with MD to treat any underlying infect ion/inf lammator y disorder.

Pharmacologic  S ide Ef fects• Antiarrhy thmics
• Antichol inergics
•  Antidepres s ants
•  Antih is tamines
• Antihyper tensives
• Antiparkinsonian drugs• Antipsychotic s

•  Hormonal  agents
• Muscle  re laxants
• Opio id analgesics
•  NSAIDs
• Operat ive analgesia

Consider  removal or  adjustment of medications contributing to urinar y retention.

Brain/Spinal Cord/UMN Damage• CVA
• TBI
•  Bra in tumor s
• Parkinson’s  d isease• Mult ip le  sc lerosis

•  Anoxic  or  toxic 
•  Encephalopathy
any neurologica l  insult  result ing in  bra in damage or  inf lammation

Spinal  Cord/LMN Damage• Incomplete or  complete spinal cord in jur y
• Disc  herniat ion
• Cord compres sion
• Spinal  s tenosis
•  Spinal  tumor
• Cauda equina syndrome• Mult ip le  sc lerosis

Warning:  Indwel l ing catheter izat ion is  as sociated with s ignif icant  harm to patients  and has been shown to 

cause 80% of  hospita l  acquired UT Is .  Fo l low C AUTI  prevention and removal  of  catheter  as  soon as  pos sib le. Provide Basel ine Conser vative Management
• Continue f requency/volume tracking f rom in it ia l  b ladder  as sessment . 
•  Mainta in adequate hydrat ion 1500–2000mL per  day.
•  Monitor  for  SIADH in  head injur y;  adjust  f lu ids  according to serum 

sodium levels .

In it iate  Behavioral  Inter ventions• Identi f y  optimal  voiding posit ion (for  men,  i f  s afe,  encourage 
standing up to void).•  Reduce/el iminate caf feine in  the diet .•  Decrease heavi ly  seasoned or  sp icy food.•  L imit  evening f lu id  intake af ter  8  pm.• Use a  f requency-volume char t  to  track patient ’s  pat tern and 

incorporate b ladder  tra in ing into dai ly  b ladder  care. Refer  to  b ladder  tra in ing in  Algor i thm 3 .

Other  Poss ible  Nur s ing Inter ventions• Determine i f  a  uro logist  is  involved.•  Consider  noti f icat ion of  the patient ’s  uro logist  of  the current 
hospita l izat ion and coordinate management .   or

•  Request  for  a  uro logist  consult  now.

Consider  Patient  for  Pharmacologica l  Approach
• An inter val  of  2–4 week s is  recommended to evaluate benef ic ia l 

ef fec ts  of  a lpha b locker s  (e.g . ,  tamsulosin)  and at  least  3  months for 
5-ARIs .

•  I f  OAB symptoms are present ,  the patient  may be considered for 
combination therapy of  a lpha b locker  and antichol inergic  drugs .

coexist ing func t ional  incontinence is  common

I f  ur ine leakage with retention
Some bladder  sens ation

• Ref lexive B ladder •  Detrusor  Sphinc ter •  Dys synergia  OR Spast ic  B ladder

Bladder  Tra ining with IC• Of fer  to i let ing oppor tunit ies  ever y 2  hour s  dur ing 
day time and ever y 4  hour s  at  n ight .•  Col lec t  PVR s at  least  3x /day.•  Instruc t  patient  on pelvic  f loor  muscle s trengthening.

•  Encourage double voids  for  PVR s >150cc• Uti l ize  IC  or  CIC .

Goal  i s  to  maintain bladder  volumes <500mL at  a l l  t imes.

I f  NO urine leakage with retention
No bladder  sens ation

• Aref lexive or  “ f laccid ” b ladder• Diminished s acra l  ref lex with weak or  absent b ladder  contrac t ions

Individual ize  Bladder  Management• In  acute phase of  SCI ,  an indwel l ing catheter is  of ten used.  RN goals  are to  promote proper dra inage and prevent  infec t ion .•  The level  and sever i ty  of  the SCI  must  be considered in  b ladder  tra in ing and sel f-care• Evaluate the patient ’s  emotional  and cognit ive 
abi l i ty  to  par t ic ipate or  se l f-manage ur inar y needs .

May require  long-term indwel l ing catheter i f  per s is t ing leakage occur s  or  patient   cannot use upper  extremit ies for  se l f-care.

Begin education for se l f-cath using c lean technique.

Note:  as  sp inal  shock resolves ,  the b ladder  may fa i l 
to  s tore ur ine result ing in  ur inar y incontinence. 
Urology consult  is  indicated .

Improvement
• Fewer accidents
• Contained accidents• No skin breakdown or dermatit is

•  Patient  is  able  to se l f-manage ur inar y needs .

Per s ist ing Fai lure to Empty BladderConsider :
 – Baclofen
 – Chol inergic  agonistThere is  l imited evidence that  urechol ine is  an ef fec t ive treatment option with no RC Ts demonstrat ing any improvement in  ur inar y symptoms for  retention .

Single  use catheter  ( intermit tent  se l f-cath)  is  the 
golden standard to  manage long-term bladder 
dysfunc t ion .
•  Educate and equip patient  to  per form 4–6 t imes 

per  day or  ever y 4–5 hour s .•  Provide caregiver  tra in ing i f  pat ient  wi l l  need as s is tance at  home.• Encourage CIC  in  a  bathroom with dra inage direc t ly 
into a  to i let .

•  Al low patient  to  void f i r s t  i f  there is  some preser ved b ladder  func t ion ,  and consider  reducing 
f requency to  twice a  day only.

Neurogenic  Bladder

ALGORITHM 4: VOIDING DYSFUNCTION Inability to voluntarily void or completely empty 
bladder; the cause is often multifactorial.

From Clinical Tools for Continence Care: An Evidence-Based Approach, 

available at rehabnurse.org 
© 2017 Association of Rehabilitation Nurses. All rights reserved.

Bladde r  Record:  In i t iate  a  4 8–72 hour  f requency/volume char t  to  record f lu id  intake and output  (consider  hand-writ ten tracking tool  or  dr y-erase board in  the bathroom or    

  at  the patient ’s  bedside for  convenience).

Tre at  Infect ion:  Obtain ur inalysis  result s  and coordinate treatment with prescr ib ing MD,  i f  indicated.

PVR s:    Obtain at  least  2  post-void residuals  (PVR s)  using bedside b ladder  scanner  to  identi f y  f i l l ing pat tern or  retention . 

  Co l lec t  PVR s within 20 minutes  of  the previous void .  Col lec t  PVR s f rom 2 consecutive voids .

S afe Mobi l i t y:  Per form a func tional  mobi l i ty  assessment:  assess  to i let  transfer  safety.  Determine best  devices  for  safe  to i let ing . 

  E stabl ish safe path to  bathroom. Reassess  ever y 3–5 days or  i f  the patient ’s  condit ion changes .  Coordinate with occupational  therapy.

Prompted Void:   O f fer  to i let ing assistance by ANY rehabi l i tat ion team member ever y 2  hour s  whi le  the patient  is  awake. 

  O f fer  to i let ing assis tance ever y 3–4 hour s  at  n ight . 

Bowe l  Care:  Complete a  bowel  assessment and in it iate  a  dai ly  bowel  care program to correc t  any under lying dysfunc tion .

Urge Incontinence
(Overac t ive b ladder  with or 

without  incontinence)

• urgency is  the hal lmark s ign

• leakage of ten occur s  on the way to the 

bathroom of  overac t ive b ladder  (OAB)

• f requency of  voiding is  more than 8 

t imes per  day

• voiding smal l  amount of  ur ine

• voiding more than 4 t imes in  the night

Stres s  Incontinence
•   urine leakage occurs during activities:

 – sneezing,  coughing

 – laughing
 – exercis ing 

 – l i f t ing heavy objec ts

•  smal l  volumes of  leakage

• more common in  women:

 – post-menopause

 – pelvic  organ prolapse

 – pelvic  f loor  weakness

 – past  hysterec tomy

Functional  Incontinence
• gait /balance disturbance

• motor  or  sensor y impairment

• needs more than 10 minutes  to 

approach the to i let  due to  mobi l i ty 

def ic i t s
•  cognit ive impairment with poor 

problem solving or  impaired insight /

judgment

• psychologica l  impairment /fear  of 

fa l l ing ,  depression

Mixed Incontinence
• voiding dysfunc tion with b ladder 

disturbance and ur inar y leakage

• PVR s may be e levated (>150cc)

•  there may be leakage with ac t ivity  too

• neurologica l  damage of  bra in or  spinal 

cord result ing in  neurogenic  b ladder

• per ipheral  ner ve damage (pelvic 

ner ves),  i .e. ,  mult ip le  sc lerosis  or 

d iabetic  neuropathy 

Collect Data for All Rehabilitation Patients

In  a l l  ur inar y incontinence,  implement conser vative management:

1 .  Reduce or  e l iminate caf feine/carbonated beverages and avoid chocolate,  a lcohol , 

tomato,  c i trus ,  ar t i f ic ia l  sweetener s ,  and spicy foods .

2 .  Mainta in f lu id  intake goals  of  1 .5-2L /day to promote hydration and l imit  n ight  f lu ids  to 

smal l  s ips  of  f lu ids  af ter  8  pm.

3 .  Promote c lean per ineal  hygiene;  educate on self-care to  prevent  skin  breakdown/

incontinence dermatit is .

1.  B ladder  Tra ining
• Af ter  patient  can achieve continence 

with Q 2 hour  voiding,  begin lengthening 

the t ime between the urge to  ur inate 

and the ac tual   t ime that  the patient 

voids .
•  The goal  is  to  increase the t ime 

between voiding up to 3–5 hour s . 

2.  Teach Urge Suppres s ion
• Upon the urge to  ur inate,  STOP patient , 

remain st i l l .

•  Contrac t  the pelvic  f loor  muscles 

quickly  3–5 t imes ,  repeat  i f  needed.

•  Sit  patient  on a  f i rm chair.

•  Begin re laxation/deep breathing.

•  Coach patient  to  concentrate on urge 

suppression:  when the f i r s t  urge passes , 

d irec t  patient ’s  at tention away f rom 

awareness  to  void .

•  Wait  for  the urge to  subside,  then assis t 

patient  to  bathroom.

1.  Pe lvic  Floor  Muscle  (PFM)

Strengthening
• Teach per ineal  muscle  contrac t ions 

10  repetit ions at  least  10-20 t imes 

per  day.
•  Coordinate with physica l  therapy 

to incorporate PFM exercises  into 

therapy goals .

2.  Leakage Protect ion
• Per ipads can be used to contain smal l 

amounts  of  leakage.

•  Promote self-management of  per ipad 

p lacement .

•  Promote c lean per ineal  hygiene 

and educate on self-care to  prevent 

dermatit is .

•  Educate on s igns/symptoms of  UT I .

Outcome Measures
1 .  Accident  reduc tion

2.  Contained leakage

3.  Reduced dependence on devices

4.  Reduced consumption of  containment 

produc ts

5.  Patient  can self-manage

Consider  Medication
• antichol inergics

•  B3 agonist 

For  per s is t ing incontinence or  suspic ious 

urethral  incompetence,  consider  ur inar y 

treatment with medications and consider 

urology consult  i f  avai lable  in  your  care 

set t ing .

3.  Double Void 
• for  PVR s >  150cc 

•  I f  PVR s >  300cc  af ter  double void ef for t , 

see Algor ithm 4:  Voiding Dysfunc tion

• in it iate  treatment for  neurogenic 

b ladder

1.  Optimize S afe Environment
• Set  to i let ing schedule with the patient 

and rehab team.

• Reinforce ca l l  l ight  use.

•  Teach patient  to  wait  for  ass is tance.

•  Use bed and chair  a larms as  needed for 

safety.
•  Ensure bathroom cal l- l ight  system is 

func tioning.

•  Set  up bedside devices  (bedside 

commode) as  appropr iate unti l  patient 

can safely  walk  to  bathroom.

2.  Implement an A s s isted Toi let ing 

Schedule
(Q 2 hour  day time toi let ing)

upon waking

before breakfast

mid morning

before lunch

af ter  lunch

mid af ternoon

late af ternoon

before dinner

af ter  d inner

at  bedtime

(Q 3–4 hour  n ight t ime to i let ing)

at  midnight
at  4  am

Identi f y  a l l  contributing r i sk 

factor s  for  incontinence from 

Algorithm 1
What can be correc ted?

•  b lood glucose control

•   medication adjustments
then. . .

Identify the Bladder Pattern

ALGORITHM 3: 

URINARY INCONTINENCE
“Continence” requires an intact lower urinary tract with cognitive ability and functional ability to get to and from a bathroom. 

The patient must be motivated to maintain continence and have a supportive environment to achieve continence.

From Clinical Tools for Continence Care: An Evidence-Based Approach, 

available at rehabnurse.org 

© 2017 Association of Rehabilitation Nurses. All rights reserved.

• Cognit ive impairme nt /me mor y impairme nt—delir ium/dementia/disor ientation or  confusion or  forget fulness

• L imite d mobi l i t y—Weakness  or  complete immobil i ty  in  one or  more l imbs

• Hi stor y of  bowe l  d i sturbance—e.g.,  chronic  constipation ,  gastroparesis ,  fecal  incontinence,  gastr i t is  or  gastroenter it is ,  rec ta l  trauma or  rec ta l  prolapse,  hemorrhoids

• Rece nt  surge r y with ge ne ra l  ane sthe s ia  or  e pidura l  b lock

• The rape utic  me dicat ion s with adve r s e s ide ef fect s—e.g.  opio ids ,  psychotropics ,  antidepressants ,  NSAIDs ,  antib iot ic s ,  antih istamines ,  hyper tension agents  (ca lc ium channel 

b locker s ,  c lonidine,  d iuretics),  sympathomimetics ,  and antichol inergics

• Dysph agia or  NPO st atu s  or  tube fee ding s—increased r isk  of  dehydration ,  malabsorption symptoms ,  constipation ,  poor  or  no f iber  intake

• Hi stor y of  bowe l  obstruct ion—with or  without  surger y or  co lostomy/i leostomy or  rec ta l  prolapse

• Hi stor y of  bowe l  d i s e a s e—Crohn’s  d isease,  C-dif f  co l i t is  infec t ion ,  i r r i table  bowel  syndrome,  cel iac  d isease,  d iabetic  gastroparesis

Identi f y  new bowel  problems dur ing patient  inter view:

1 .  Are you having any problems with normal  bowel  movements  (e.g . ,  s tra in ing or  pain ,  hard smal l  s tools ,  incomplete sense of  evacuation ,  loose stools ,  or  d iarrhea)?

2.  Have you had problems with normal  bowel  movements  in  the past?

3 .  What  is  your  normal  s tool ing pat tern? How of ten do you move your  bowels?

4.  Have you used medications for  bowel  func tion in  the past  such as  laxatives  or  antidiarrheals?

5.  Do you sometimes leak stool  when you intend to pass  gas?

RED FL AG Symptom s:  v is ib le  or  occult  b lood stools ,  narrowing of  s tool  d iameter,  repor t  of  unintentional  weight  loss ,  and anemia

Use the Br is to l  Stool  Sca le  to  assis t  your  patient  in  descr ib ing their  bowel  movements .

Ne uro E xam:   A ssess  or ientation ,  command fo l lowing,  recal l  of  information and susta ined at tention .

Oral/Swal low:   Evaluate patient  for  dysphagia and to lerance of  so l id  food consistencies  and safe to lerance of  th in  l iquids .

A bdomin al:   Check bowel  sounds ,  palpate abdomen and evaluate for  d istension,  rebound tenderness ,  or  pain .

Pe rian al  Sk in:   Inspec t  per ianal  t is sue for  hemorrhoids ,  rash ,  rec ta l  f is sures ,  and fecal  residue.

E x te rn a l  A n al  Ref lex:   Gently  s troke the anus in  a  quick  upwards motion at  the 3  o’c lock or  9  o’c lock region:  when stroked the sphinc ter  wi l l  constr ic t ,  ca l led the “anal  wink ”— 

   th is  tests  the pudendal  ner ve at  the sacra l  ner ve level  S2-S3 .  I f  negative,  evaluate patient  for  fecal  incontinence or  d iarrhea in  Algor ithm 6.

Inte rn a l  A n al  Ref lex:   With a  gloved f inger,  assess  the muscle  tone of  the anal  sphinc ter,  which should present  with resis tance and tension throughout  the sphinc ter  muscle. 

   Evaluate for  low or  no tone,  or  lack of  sensor y awareness  by the patient .

•  Determine the patient ’s  current  diet ;  est imate how much f iber  the patient  currently  is  consuming f rom meals  or  supplements .

•  Evaluate the patient ’s  hydration status;  est imate the patient ’s  f lu id  needs (usual ly  between 2L-3L /day).

•  Determine the last  bowel  movement and review stool  consistency.  Use the Br is to l  Stool  Sca le  to  descr ibe qual i ty  of  s tool .

•  Complete a  medication review.  Are there medications that  are contr ibuting to  bowel  dysfunc tion (constipation or  d iarrhea)?

• In it iate  an El imination Char t  ( including f requency and form) for  at  least  7  days .

•  I f  there was a  recent  bowel  accident ,  what  were the c i rcumstances? 

For  pat ie nt s  with r i sk s  but  no evide nce of 

con st ipat ion,  fec a l  incont ine nce,  or  d iarrhe a:

• promote adequate hydration and f iber  intake

• promote mobi l i ty 

•  educate regarding r isk  fac tor s  for  constipation

• continual ly  assess  for  any new disturbance.

For  pat ie nt s  with no BM in  3  or  more days: 

•  the patient  has  <  3  s tools  per  week at  basel ine

• stool  present  or  “stuck ” in  the rec tum (fecal 

impac tion/rec ta l  impac tion)

• decreased stool  f requency f rom basel ine

• abdominal  d istension/bloating

• hard ,  dr y,  pel let- l ike stools

•  hemorrhoids

• patient  repor ts  sensation of  incomplete evacuation

• patient  repor ts  rec ta l  pain or  b leeding

Fol low Algorithm 5:  Constipation.

For  pat ie nt s  with fec a l  incont ine nce or  d iarrhe a: 

• low or  no rest ing anal  tone on exam

• fecal  urgency with h istor y of  bowel  accidents 

(soi l ing l inen or  c lothing)

• noc turnal  fecal  accidents  dur ing s leep

• fecal  accidents  with exer t ion

• stool  consistency is  loose,  water y,  mushy,  or  d i f f icult 

to  control

Fol low Algorithm 6:  Fecal  Incontinence 

or  Diarrhea.

Identify Primary Bowel Symptoms and Initiate a Plan of Care

Risk Factors for Bowel Dysfunction

Proceed with Screening Questions for Bowel Dysfunction

Conduct Physical Assessment

Collect Data

ALGORITHM 2: 

GENERAL ASSESSMENT OF BOWEL FUNCTION

From Clinical Tools for Continence Care: An Evidence-Based Approach, 

available at rehabnurse.org 

© 2017 Association of Rehabilitation Nurses. All rights reserved.

• Cognit ive impairme nt /me mor y impairme nt—delir ium/dementia/disor ientation or  confusion or  forget fulness

• L imite d mobi l i t y—weakness  or  complete immobil i ty  in  one or  more l imbs (requir ing stabi l iz ing assis tance when out  of  bed)

• Hi stor y of  urologica l  condit ion s pr ior  to  hospit a l iz at ion—previous incontinence,  benign prostatic  hyperplasia  (BPH),  retention ,  or  other  problems

• Hi stor y of  con st ipat ion for  longe r  th an 3  days—refer  to  Algor ithm 5:  Constipation

• Pre se nce or  rece nt  re moval  of  indwe l l ing cathete r  in  the last  3  days 

• The rape utic  me dicat ion s with adve r se s ide ef fect s—diuretics ,  chol inergics ,  or  adrenergic  medications

• Ne urologica l  impairme nt—related to stroke,  traumatic  bra in in jur y,  mult ip le  sc lerosis ,  Parkinson’s  d isease,  sp inal  cord injur y

• Diabete s—with e levated b lood glucose (glucose above 200mg/dL)  or  h istor y of  poor  glycemic  control

• Obe s it y—BMI >  30

• Wome n—histor y of  hysterec tomy,  traumatic  chi ldbir th ,  mult iparous ,  post-menopausal  s tate,  vaginal  atrophy

Urge nc y:    Do you f requently  have a  strong urge to  ur inate?

Stre s s:    Do you exper ience a  loss  of  ur ine when you sneeze,  cough,  or  laugh?

Fre que nc y:   Do you ur inate more of ten than you think you should?

   Do you go to  the bathroom so of ten that  i t  inter feres  with your  regular  dai ly  ac t ivit ies?

Noctur ia:   Are you bothered by waking up at  n ight  to  go to  the bathroom?

Urge nc y w/ le akage:  Do you have uncontrol lable  urges to  ur inate that  sometimes result s  in  wet t ing accidents?

   Do you leak ur ine on the way to the bathroom?

Con st ipat ion:    Has  i t  been three or  more days s ince your  last  bowel  movement? 

YES to  ANY of  these questions merit s  nur sing investigation and management of  these ur inar y symptoms .

Oral/Swal low:   Evaluate patient  for  safe  to lerance of  th in  l iquids;  patients  with PEG tubes at  increased r isk  of  dehydration .

Ne uro E xam:   A ssess  or ientation ,  command fo l lowing,  recal l  of  information,  and susta ined at tention .

A bdomin al:   Pa lpate the b ladder  above the pubic  symphysis  for  d istension or  spast ic i ty.

Pe rine a l  Sk in:   Inspec t  per ineum and genita l ia  for  rash ,  excor iat ion ,  incontinence/moisture re lated dermatit is ,  or  fungal  growth.

Urethra l  Me atu s:    A ssess  for  er y thema,  obstruc t ion ,  or  t is sue erosion re lated to  previous indwell ing or  Intermit tent  catheter  use.

Funct ion al  A s se s sme nt:   Evaluate the patient ’s  mobi l i ty  s tatus ,  s tanding balance,  and fa l l  r isk  re lated to  to i let  transfer s .

•  Post  a  f requency-volume char t  in  the patient ’s  room or  bathroom to track ur inar y pat terns .

•  Note last  volume of  ur ine voided,  odor,  co lor,  evidence of  sediment ,  and t ime s ince last  void .

•  Col lec t  post-void residual  (PVR s)  within 20 minutes  of  the each voice for  at  least  two consecutive voids .

•  Ur inalysis  with ref lex to  culture—identi f y  any ur inar y trac t  infec t ion;  seek physic ian suppor t  for  treatment .

•  Note last  bowel  movement—constipation a lter s  regular  ur inar y pat terns;  see Algor ithm 2:  Bowel  A ssessment .

•  Complete a  medication review—evaluate for  medications contr ibuting to  b ladder  or  bowel  dysfunc tion .

For  pat ie nt s  with ur in ar y incont ine nce symptom s: 

Indicated by

• ur inar y urgency,  f requency

• leakage of  smal l  or  large amounts  with urgency

• pain with ur ination

• noc tur ia  or  noc turnal  polyur ia

• stress- induced leakage with cough or  movement 

Fol low Algorithm 3:  Urinar y Incontinence.

For  pat ie nt s  with rete nt ion symptom s: 

Indicated by

• PVR s >  150 af ter  2  consecutive voids

• ur inar y hesitancy

• weak or  pulsating ur ine stream

• stra in ing to  void

• men with enlarged prostate/BPH

• women with pelvic  organ prolapse or  cystocele, 

pelvic  f loor  dysfunc tion

• post-void dr ibbl ing

• sensation of  incomplete b ladder  emptying

• leakage with a  ful l  b ladder

Fol low Algorithm 4:  Voiding Dysfunction.

For  pat ie nt s  with funct ion al  symptom s: 

• communication def ic i t s  (e.g . ,  aphasia ,  verbal 

apraxia)

•  mobi l i ty/motor  impairment requir ing a  device or 

per sonal  ass is tance

• cognit ive impairment

• environmental/physica l  barr ier s  to  proper  to i let ing

• emotional  or  psychologica l  unwil l ingness  to 

cooperate ( i .e. ,  depression)

• b ladder- ir r i tat ing medications

Fol low Algorithm 3:  Urinar y Incontinence.

Risk Factors for Urinary Dysfunction

Proceed with Screening Questions for Bladder Dysfunction

Conduct Physical Assessment

Collect Data

Identify Primary Bladder Symptoms and Initiate a Plan of Care

ALGORITHM 1: 

GENERAL ASSESSMENT OF BLADDER
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practice. It is accompanied by the Restorative Nursing Training Manual for a complete 
educational package. Online purchase only at rehabnurse.org. Certificate of completion 
equivalent to 4 contact hours 

Online CRRN Review: A Knowledge Check
Single User—List: $449  Member: $299   Item: 8030-240 
Multi-User (10–19 users)—$2,000; (20 or more users)—$3,800

See description to left. Online purchase only at rehabnurse.org. 12 contact hours

“...the format is so intuitive, constantly reviewing the information 
that I had difficulty with. The fact that I get CEUs as well is a perfect 
bonus! I am more and more confident about taking the exam!”  

—ARN Member Christina Broderick, BSN CBIS CRRN RN,  
prior to taking and passing the exam!
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Sold separately or together, this bundle consists of a 21-page spiral-bound and 
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available at rehabnurse.org 
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Water y
• Medicat ion s ide ef fec ts

•  Overdose of  laxatives

• Recent  abdominal  surger y

Loose large stool  p ieces  may be present .

Color  of  s tool  should be typica l . 

Lower Motor  Neuron Dysfunction

In jur y below T 12

* *May need twice dai ly  bowel  program* *

In Morning:  administer  a  s t imulant  laxative  

( i .e.  senna)

In Evening:  30 min af ter  d inner,  per form 

abdominal  mas s age x  10  minutes 

•  then administer  a  rec ta l  suppositor y or 

enema or  anal  i r r igat ion .  Use manual 

d ig ita l  s t imulat ion to  fu l ly  evacuate 

s tool  f rom rec tum.

F in ish with rec ta l  check to  ensure bowel  is 

empty.

Pas s ive Fecal  Incontinence:  Neurogenic  Bowel

• Impaired neurologica l/cognit ive awarenes s 

•  Impaired neuromuscular  contro l  due to  bra in or  sp inal  cord les ions (spinal  cord in jur y, 

s troke,  Parkinson’s  d isease,  mult ip le  sc lerosis ,  cauda equina syndrome,  cerebra l  pa lsy)

Cl in ica l  features :   s lowed gut  moti l i ty

  pos sib le  under lying const ipation

  reduced or  absent  contro l  of  defecat ion

  rec ta l  sens ation may be absent  or  reduced

Fecal  Urgency with/without  Fecal  Incontinence

Cl in ica l  features :  rec ta l  sens ation is  present   

  so i l ing ,  leakage,  seepage,

  fa i lure to  contro l  defecat ion

Nur sing Inter ventions
• Resolve any under lying const ipation and rule  out  impac tion .

•  Promote adequate f iber  intake f rom natura l  d iet :  a im for  20–25g of  f iber 

(bran ,  ground f laxseed,  prunes ,  or  prune ju ice).

•  Begin pelvic  f loor/anal  sphinc ter  exercises  with PT.

•  Consider  3-day n ightly  g lycer in  suppositor y af ter  d inner  to  promote regulat ing 

bowel  contro l .

•  Check for/treat  dermatit is  or  u lcerat ion of  per ianal  sk in .

Measure and Evaluate Outcomes

• dai ly  or  ever y other  day bowel  movements

• manageable s tool  consis tency 

•  conta ined or  reduced bowel  accidents

•  education of  the patient  at  ever y bowel  care 

•  interac t ion;  emphasize se l f/home planning

• home caregiver  suppor t  is  arranged before d ischarge

Identi f y  medications as sociated with diarrhea

• Magnesium-contain ing antacids  and other  osmotic  laxatives  (e.g . , 

lac tulose)

• Any st imulant  laxatives  (e.g . ,  b is acodyl  or  senna)

• Antiarrhy thmic-cardiac  meds (glycosides ,  d ig ita l is)

•  Antib iot ic s  (amoxici l l in-clavulanate,  augmentin ,  macrol ides 

[e.g . ,  c l indamycin],  aminoglycosides ,  cephalospor ins ,  and 

f luoroquinolones)

•  Antineoplast ic s  (chemotherapy agents)  and immunosupres s ants 

•  B iguanides (e.g . ,  Met formin)

• Ca lc i tonin

• Colchic ine

• NSAIDs (prescr ipt ion strength anti- inf lammator ies)

•  Metoclopramide (Reglan)

Hydrat ion:   Provide hydrat ion suppor t ;  consider  supplemental  IV  f lu ids  i f  indicated .

Diet:   Consider  mi ld  d iet ,  such as  BR AT (bananas ,  r ice,  apples auce,  and toast)  i f  gastr i t is  or  co l i t is  is  suspec ted .

Me dic at ion s:  Hold laxatives .  Consider  antid iarrheal  medicat ions in  non-complicated cases  or  i f  d iarrhea has  been < 72  hour s .

 Antid iarrheal  (e.g . ,  loperamide)  is  contra indicated in  b loody diarrhea and increases  r isk  of  pro longing inf lammator y or  infec t ious d iarrhea .

A ntib iot ic s:  Not recommended in non-severe watery diarrhea, but should be considered in patients 65 years and older or if  immunocompromised, severely i l l ,  or with history of sepsis .

Probiot ic s:  Consider  supplementation with probiot ic s  in  patients  with h is tor y of  inf lammator y bowel  d isorder s/recent  antib iot ic s .

Sk in:   Promote hygiene,  apply moisture barr ier  to  per ianal  t is sue af ter  c leansing ,  and provide Q8 hour  skin  check s .

Bloody
• L ikely  u lcerat ive co l i t is

•  Clostr id ium-dif f ic i le

•  Campylobac ter

•  Shiga-toxin producing

• E .co l i

•  Consider  mal ignancy

Upper Motor  Neuron Dysfunction

In jur y/Lesion above T 12 

In  Morning:  administer  a  s t imulant  laxative 

8-12  hour s  before p lanned bowel  care ( i .e. , 

senna)
In Evening:  administer  a  rec ta l  s t imulant 

suppositor y or  mini-enema;  provide d ig ita l 

s t imulat ion;  may require  regular  d ig ita l 

removal  of  feces  for  complete evacuation 

of  s tool .

F in ish with rec ta l  check to  ensure bowel  is 

empty.

Mucous/Fatty/Foamy
• Hepatobi l iar y  d isorder s

•  Malabsorption syndrome

• L ac tose intolerance

• Gluten/wheat  into lerance

• Medicat ion s ide ef fec ts

(can be inf lammator y)

Purulent,  Water y,  and May Alternate 

with Constipation
Of ten as sociated with moderate to  severe 

abdominal  pain .

•  Crohn’s  d isease

• Diver t icul i t is

•  I r r i table  bowel  d isease

• Ulcerat ive co l i t is

•  Neoplasia  (co lon C A)

• Radiat ion Col i t is

YES

NO

Step 1: Correct Active Diarrhea and Regulate Stool Consistency.

Identi f y  underlying cause of  a l tered stool  pattern and incontinence.

Step 2: Regulate Stool Pattern and Control Fecal Incontinence.

Did correcting the diarrhea resolve 

fecal urgency and fecal incontinence?

Chronic  Diarrhea

Acute Diarrhea with Urgency or  Fecal  Incontinence

Col lect  a  stool  culture and treat  any underlying infect ion i f  present.

Manage the Diarrhea.
Can any of  the medicat ions be discontinued or  adjusted? Work with pharmacist  and MD to review drug regimen.

Establ ish a  Neurogenic  Bowel  Program 

ALGORITHM 6: 

DIARRHEA OR FECAL INCONTINENCE

From Clinical Tools for Continence Care: An Evidence-Based Approach, 

available at rehabnurse.org 

© 2017 Association of Rehabilitation Nurses. All rights reserved.

Acute Onset  Constipation

• Previously  regular  s tool  pat tern 

at  home

• Under  psychologica l  d is tres s

•  Inadequate food/f iber  intake

• Dietar y pat tern change

• Medicat ion s ide ef fec ts  (opio ids ,  

antichol inergics ,  Ca2+ channel 

b locker s)

•  L ack of  to i let ing pr ivacy

• Painful  rec ta l  hemorrhoids

Transient/Simple
• Include natura l  f iber  in  d iet  such as

 – whole gra in f iber  cereal

 – whole meal/high-f iber  breads/

cr isp breads

 – mixed beans ,  couscous bulgur, 

lent i ls
 – prunes and prune ju ice

• L imit  or  e l iminate proces sed foods .

•  Encourage upr ight  posture for  a l l 

s tool ing

• Encourage s afe,  dai ly  mobi l i ty,  out 

of  bed for  a l l  meals

•  Abdominal  mas s age may help 

af ter  major  meals  to  s t imulate 

gastrocol ic  ref lex

• Use hyperosmotic  laxatives  in 

morning to promote sof t  s tool

 – polyethylene glycol

 – lac tulose

• Magnesium-based laxatives  may 

cause cramps or  b loating (should 

not  be used with CHF,  CKD,  or  ESRD)

Transient/Simple 

Constipation

 or

Narcotic  Bowel  Syndrome

Aref lexive 

Neurogenic 
Bowel

LMN (<L1)
no anal  ref lex

f laccid  bowel

low/no motor 

tone of  anal 

sphinc ter 

feca l 
incontinence

Reflexive 

Neurogenic 
Bowel

UMN (>T12)
+ anal  ref lex

dif f iculty 

passing stool

hyper tonic i ty 

of  rec tum

fecal  res idue or 

leakage

Must  Consider  Fecal 

Obstruction 
then consider :

Pelvic  Floor  Dys synergia

 or

Pelvic  Floor  Prolapse

(with rec tocele  or  enterocele)

Normal  Transit  Constipation

 or

I rr i table  Bowel  Syndrome
Slow Transit  Constipation

 or

Gastroparesis

Neurogenic  Bowel

• Enteric nervous system disruption 

•  Neurologica l  condit ions:  CVA , 

SCI ,  TBI ,  PD,  MS .  etc .

•  S lowed gut /hypoac t ive bowel 

sounds

• Poor  ora l  intake

• May have feca l  seepage or 

per ianal  s tool  res idue

• Histor y of  feca l  incontinence

LMN Neurogenic  Bowel 

• High r isk  for  feca l 

incontinence i f  bowel 

care is  not  routin ized .

•  Some patients  need 

twice dai ly  bowel 

programs .

•  Stools  should be f i rmer 

to  prevent  bowel 

accidents .

•  Promote optimal  f iber 

intake of  at  least  20–25g 

dai ly.

•  Supplement with a  bulk 

laxative.

•  Rec ta l  medicat ion is 

necess ar y in  most 

cases  (e.g . ,  suppositor y 

or  mini-enema) with 

d ig ita l  s t imulat ion and 

manual  evacuation of 

s tool  f rom rec tum ever y 

am and pm.

• At  least  30 minutes 

of  RN t ime must  be 

scheduled for  care.

Obstructed Constipation

• E xces sive s tra in ing to  pass  sof t 

s tool

•  Pro longed to i let ing t ime

• Rec ta l  pa in

• Sense of  incomplete evacuation

• T ight /constr ic ted anal  sphinc ter 

or  rec ta l  pro lapse

• Histor y of  rec ta l  trauma (e.g . , 

f is sure or  tear)

•  Histor y of  rec ta l  mal ignancy

UMN Neurogenic  Bowel

• I f  pat ient  cannot  s afe ly 

s i t  upr ight ,  per form 

bowel  care on L  s ide 

whi le  in  bed. 

•  Schedule bowel  program 

ever y day or  ever y other 

day based on stool 

qual i ty.

•  Administer  ora l 

s t imulant  laxative 8–12 

hour s  before p lanned 

bowel  care (e.g . ,  senna).

•  Provide evening bowel 

care 30 minutes  af ter  

last  large meal .

•  Administer  rec ta l 

s t imulant  laxative.

•  Provide abdominal 

mas s age.

•  Posit ion upr ight  on 

to i let  or  BSC.

•  Provide dig ita l 

s t imulat ion . 

•  Monitor  for  autonomic 

symptoms .

•  Histor y of  a l ternating 

const ipation with d iarrhea

• Inadequate f iber  intake

• Dehydration

• Usual ly  hard ,  pel let- l ike s tools

•  Histor y of  laxative dependence

• Recurr ing ,  mod- to  severe 

abdominal  pain

• Frequent  cramping

• B loating

Obstructed
• Stool  consis tency may 

a lready be sof t .

•  Prevent  patient  f rom 

exces sive s tra in ing on 

to i let .

•  Constant  tension f rom 

sit t ing wi l l  increase 

r isk  for  hemorrhoids 

and rec toper ineal 

t is sue damage.

•  St imulant  laxatives 

wi l l  make symptoms 

wor se.

•  P syl l ium/bulking 

agents  are NOT 

recommended.

•  Emol l ient  laxat ives 

(e.g . ,  docus ate)  are 

helpful . 

•  Hyperosmotic  agents 

should be taken in 

morning .

•  Rec ta l  pro lapse may 

become f r iable; 

consider  GI  consult .

•  Usual ly  women

• Ver y inf requent ,  large stools 

(two or  fewer per  week)

• Signif icant  d is tension

• B loating/cramping

• Mala ise/nausea

• Does not  respond wel l  to  f iber

•  Poor  response to   s t imulant 

laxatives

• Common in elderly over 65 years

•  Common in  d iabetes

• May include patients  with 

Parkinson’s  or  mult ip le  sc lerosis

Normal  Transit 

Constipation/IBS
• Promote adequate f iber 

intake 20–25g.

•  Promote adequate 

hydrat ion .

•  Coordinate care with 

neuropsych to  explore 

anxiety d isorder s , 

psychologica l  s tres sor s , 

and mental  i l lnes s .

•  P syl l ium bulk-agents  are 

best  to  optimize moti l i ty.

•  May be complicated 

with IBS ,  with episodic 

d iarrhea .

•  Avoid s t imulant  laxatives 

with these patients . 

•  Stool  sof tener s  ( i .e. , 

docus ate)  twice dai ly  may 

as s is t  with defecation .

•  Recommend at  least  1–2x /

week enema for  thorough 

evacuation . 

Slow Transit  Constipation 

• Patients frequently 

complain of gas ,  bloating, 

nausea. Consider anti-gas 

agents (e.g.,  simethicone).

•  Megacolon may be present 

i f  STC has  been long-

standing.

• Moderate fiber intake, <12g 

per day is recommended.

•  L ac tulose dai ly  may  

improve f requency of 

s tools .

•  P syl l ium/bulk  agents  are 

NOT indicated and can 

increase r isk  of  impac tion .

•  St imulant  laxatives  can be 

tr ia l led ,  use with caution .

•  Prevent  exces sive 

s tra in ing . 

•  Recommend at  least  2x /

week anal  i r r igation 

(enema) for  co lon 

c leansing .

Chronic  Functional  Constipation (2  types)

Step 1: Identify Patient’s Symptoms of Constipation.

Step 2: Check for/Resolve Fecal Impaction.

Step 3: Stabilize Dietary Routines.

Step 4: Manage for Specifi c Constipation Types.

L ikely  Diagnosis

Diagnosis Diagnosis

L ikely  Diagnosis
L ikely  Diagnosis

L ikely  Diagnosis

Manual ly  Clear  the Rectum • Al low for  at  least  20 minutes  to  inspec t  and per form rec ta l  care to  identi f y  and resolve feca l  impac tion .

•  Inspec t  external  rec tum for  evidence of  s tool  or  proceed to inser t  a  s ingle-gloved,  lubr icated f inger  into the rec tum to detec t  presence of  s tool—

then proceed to d is impac t  i f  indicated  us ing adequate lubr icat ion;  gently  extrac t  s tool  f rom rec tum to c lear  s tool  away f rom the anal  sphinc ter.

•  Continue to use water-based lubr icat ion and provide digita l  s t imulat ion;  encourage patient  to  gently  bear  down. 

•  Safeguard against  rec ta l  t rauma and exces sive pres sure that  could result  in  rec ta l  inf lammation ,  f is sures ,  or  hemorrhoids .

•  The goal  is  to  evacuate the bowel  completely ;  s top at  any t ime the patient  expres ses  exces sive discomfor t  or  has  b leeding.

M aint a in Da i ly  Me a l  S che d ule:  Eat  at  consis tent  t imes with adequate balance of  proteins ,  f iber-r ich carbohydrates ,  and fats .

Avoid Con st ipat ing Food s:   Da ir y  produc ts  (cheese,  i ce  cream, cot tage cheese,  whole-milk  yogur ts)

 
Red meats ,  tough meats

 
Snack foods:  potato chips ,  snack chips ,  cookies  (a lmost  any preser ved packaged foods)

 
Fat-based foods (pastr ies ,  des ser t  cakes)  and f r ied foods (f r ied starches l ike French f r ies)

ALGORITHM 5: 

CONSTIPATION No Bowel Movement in 3 Days or More

From Clinical Tools for Continence Care: An Evidence-Based Approach, 

available at rehabnurse.org 

© 2017 Association of Rehabilitation Nurses. All rights reserved.

Obstructive
• BPH

• Urethra l  Str ic ture

• B ladder  C A

• B ladder  s tone

• Severe const ipation

• Fecal  impac tion

Are bother some symptoms 

present?
• Physica l  d iscomfor t  due to 

incomplete b ladder  emptying

• Post-void dr ibbl ing

• Increased accidents

•  Frequency with urgency

• Intermit tency (star t /stop/star t 

whi le  voiding)

• Weak stream

• Noc tur ia  with >  3  n ightly 

episodes

Infect ious/Inf lammator y

• UT I/Cyst i t is

•  Post- indwel l ing catheter 

syndrome

• Prostat i t is

•  Transver se myel i t is

•  Gui l la in  Barre

• Var ice l la  zoster

Coordinate with MD to treat 

any underlying infect ion/

inf lammator y disorder.

Pharmacologic  S ide Ef fects

• Antiarrhy thmics

• Antichol inergics

•  Antidepres s ants

•  Antih is tamines

• Antihyper tensives

• Antiparkinsonian drugs

• Antipsychotic s

•  Hormonal  agents

• Muscle  re laxants

• Opio id analgesics

•  NSAIDs

• Operat ive analgesia

Consider  removal 

or  adjustment of 

medications contributing 

to urinar y retention.

Brain/Spinal Cord/UMN Damage

• CVA

• TBI

•  Bra in tumor s

• Parkinson’s  d isease

• Mult ip le  sc lerosis

•  Anoxic  or  toxic 

•  Encephalopathy

any neurologica l  insult  result ing 

in  bra in damage or  inf lammation

Spinal  Cord/LMN Damage

• Incomplete or  complete spinal 

cord in jur y

• Disc  herniat ion

• Cord compres sion

• Spinal  s tenosis

•  Spinal  tumor

• Cauda equina syndrome

• Mult ip le  sc lerosis

Warning:  Indwel l ing catheter izat ion is  as sociated with s ignif icant  harm to patients  and has been shown to 

cause 80% of  hospita l  acquired UT Is .  Fo l low C AUTI  prevention and removal  of  catheter  as  soon as  possib le.
Provide Basel ine Conser vative Management

• Continue f requency/volume tracking f rom in it ia l  b ladder  as ses sment . 

•  Mainta in adequate hydrat ion 1500–2000mL per  day.

•  Monitor  for  SIADH in  head injur y;  adjust  f lu ids  according to  serum 

sodium levels .

In it iate  Behavioral  Inter ventions

• Identi f y  optimal  voiding posit ion (for  men,  i f  s afe,  encourage 

standing up to void).

•  Reduce/el iminate caf feine in  the diet .

•  Decrease heavi ly  seasoned or  sp icy food.

•  L imit  evening f lu id  intake af ter  8  pm.

• Use a  f requency-volume char t  to  track patient ’s  pat tern and 

incorporate b ladder  tra in ing into dai ly  b ladder  care. 

Refer  to  b ladder  tra in ing in  Algor i thm 3 .

Other  Poss ible  Nur s ing Inter ventions

• Determine i f  a  uro logist  is  involved.

•  Consider  noti f icat ion of  the patient ’s  uro logist  of  the current 

hospita l izat ion and coordinate management . 

  or

•  Request  for  a  uro logist  consult  now.

Consider  Patient  for  Pharmacologica l  Approach

• An inter val  of  2–4 week s is  recommended to evaluate benef ic ia l 

ef fec ts  of  a lpha b locker s  (e.g . ,  tamsulosin)  and at  least  3  months for 

5-ARIs .

•  I f  OAB symptoms are present ,  the patient  may be considered for 

combination therapy of  a lpha b locker  and antichol inergic  drugs .

coexist ing func t ional  incontinence is  common

I f  ur ine leakage with 

retention
Some bladder  sens ation

• Ref lexive B ladder 

•  Detrusor  Sphinc ter 

•  Dys synergia  OR Spast ic  B ladder

Bladder  Tra ining with IC

• Of fer  to i let ing oppor tunit ies  ever y 2  hour s  dur ing 

day time and ever y 4  hour s  at  n ight .

•  Col lec t  PVR s at  least  3x /day.

•  Instruc t  pat ient  on pelvic  f loor  muscle 

s trengthening.

•  Encourage double voids  for  PVR s >150cc

• Uti l ize  IC  or  CIC .

Goal  i s  to  maintain b ladder  volumes <500mL 

at  a l l  t imes.

I f  NO urine leakage with 

retention
No bladder  sens ation

• Aref lexive or  “ f laccid ” b ladder

• Diminished s acra l  ref lex 

with weak or  absent 

b ladder  contrac t ions

Individual ize  Bladder  Management

• In  acute phase of  SCI ,  an indwel l ing catheter 

is  of ten used.  RN goals  are to  promote proper 

dra inage and prevent  infec t ion .

•  The level  and sever i ty  of  the SCI  must  be 

considered in  b ladder  tra in ing and sel f-care

• Evaluate the patient ’s  emotional  and cognit ive 

abi l i ty  to  par t ic ipate or  se l f-manage ur inar y 

needs .

May require  long-term 

indwel l ing catheter 

i f  per s is t ing leakage 

occur s  or  pat ient   cannot 

use upper  extremit ies 

for  se l f-care.

Begin education for 

se l f-cath using c lean 

technique.

Note:  as  sp inal  shock resolves ,  the b ladder  may fa i l 

to  s tore ur ine result ing in  ur inar y incontinence. 

Urology consult  is  indicated .

Improvement

• Fewer accidents

•  Conta ined accidents

•  No skin breakdown or 

dermatit is

•  Pat ient  is  ab le  to 

se l f-manage ur inar y 

needs .

Per s ist ing Fai lure to 

Empty Bladder

Consider :

 – Baclofen

 – Chol inergic  agonist

There is  l imited evidence 

that  urechol ine is  an 

ef fec t ive treatment 

option with no RC Ts 

demonstrat ing any 

improvement in  ur inar y 

symptoms for  retention .

Single  use catheter  ( intermit tent  se l f-cath)  is  the 

golden standard to  manage long-term bladder 

dysfunc t ion .

•  Educate and equip patient  to  per form 4–6 t imes 

per  day or  ever y 4–5 hour s .

•  Provide caregiver  tra in ing i f  pat ient  wi l l  need 

as s is tance at  home.

• Encourage CIC  in  a  bathroom with dra inage direc t ly 

into a  to i let .

•  Al low patient  to  void f i r s t  i f  there is  some 

preser ved b ladder  func t ion ,  and consider  reducing 

f requency to  twice a  day only.

Neurogenic  Bladder
ALGORITHM 4: 

VOIDING DYSFUNCTION
Inability to voluntarily void or completely empty 

bladder; the cause is often multifactorial.

From Clinical Tools for Continence Care: An Evidence-Based Approach, 

available at rehabnurse.org 

© 2017 Association of Rehabilitation Nurses. All rights reserved.

Bladde r  Record:  In i t iate  a  4 8–72 hour  f requency/volume char t  to  record f lu id  intake and output  (consider  hand-writ ten tracking tool  or  dr y-erase board in  the bathroom or    

  at  the patient ’s  bedside for  convenience).

Tre at  Infect ion:  Obtain ur inalysis  result s  and coordinate treatment with prescr ib ing MD,  i f  indicated.

PVR s:    Obtain at  least  2  post-void residuals  (PVR s)  using bedside b ladder  scanner  to  identi f y  f i l l ing pat tern or  retention . 

  Co l lec t  PVR s within 20 minutes  of  the previous void .  Col lec t  PVR s f rom 2 consecutive voids .

S afe Mobi l i t y:  Per form a func tional  mobi l i ty  assessment:  assess  to i let  transfer  safety.  Determine best  devices  for  safe  to i let ing . 

  E stabl ish safe path to  bathroom. Reassess  ever y 3–5 days or  i f  the patient ’s  condit ion changes .  Coordinate with occupational  therapy.

Prompted Void:   O f fer  to i let ing assistance by ANY rehabi l i tat ion team member ever y 2  hour s  whi le  the patient  is  awake. 

  O f fer  to i let ing assis tance ever y 3–4 hour s  at  n ight . 

Bowe l  Care:  Complete a  bowel  assessment and in it iate  a  dai ly  bowel  care program to correc t  any under lying dysfunc tion .

Urge Incontinence

(Overac tive b ladder  with or 

without  incontinence)

• urgency is  the hal lmark s ign

• leakage of ten occur s  on the way to the 

bathroom of  overac t ive b ladder  (OAB)

• f requency of  voiding is  more than 8 

t imes per  day

• voiding smal l  amount of  ur ine

• voiding more than 4 t imes in  the night

Stress  Incontinence

•   urine leakage occurs during activities:

 – sneezing,  coughing

 – laughing

 – exercis ing 

 – l i f t ing heavy objec ts

•  small  volumes of  leakage

• more common in  women:

 – post-menopause

 – pelvic  organ prolapse

 – pelvic  f loor  weakness

 – past  hysterec tomy

Functional  Incontinence

• gait /balance disturbance

• motor  or  sensor y impairment

• needs more than 10 minutes  to 

approach the to i let  due to mobi l i ty 

def ic i t s

•  cognit ive impairment with poor 

problem solving or  impaired insight /

judgment

• psychologica l  impairment /fear  of 

fa l l ing ,  depression

Mixed Incontinence

• voiding dysfunc tion with b ladder 

disturbance and ur inar y leakage

• PVR s may be e levated (>150cc)

•  there may be leakage with ac t ivity  too

• neurologica l  damage of  bra in or  spinal 

cord result ing in  neurogenic  b ladder

• per ipheral  ner ve damage (pelvic 

ner ves),  i .e. ,  mult ip le  sc lerosis  or 

d iabetic  neuropathy 

Collect Data for All Rehabilitation Patients

In  a l l  ur inar y incontinence,  implement conser vative management:

1 .  Reduce or  e l iminate caf feine/carbonated beverages and avoid chocolate,  a lcohol , 

tomato,  c i trus ,  ar t i f ic ia l  sweetener s ,  and spicy foods .

2 .  Mainta in f lu id  intake goals  of  1 .5-2L /day to promote hydration and l imit  n ight  f lu ids  to 

smal l  s ips  of  f lu ids  af ter  8  pm.

3 .  Promote c lean per ineal  hygiene;  educate on self-care to  prevent  skin  breakdown/

incontinence dermatit is .

1.  B ladder  Tra ining

• Af ter  patient  can achieve continence 

with Q 2 hour  voiding,  begin lengthening 

the t ime between the urge to  ur inate 

and the ac tual   t ime that  the patient 

voids .

•  The goal  is  to  increase the t ime 

between voiding up to 3–5 hour s . 

2.  Teach Urge Suppress ion

• Upon the urge to  ur inate,  STOP patient , 

remain st i l l .

•  Contrac t  the pelvic  f loor  muscles 

quickly  3–5 t imes ,  repeat  i f  needed.

•  Sit  patient  on a  f i rm chair.

•  Begin re laxation/deep breathing.

•  Coach patient  to  concentrate on urge 

suppression:  when the f i r s t  urge passes , 

d irec t  patient ’s  at tention away f rom 

awareness  to  void .

•  Wait  for  the urge to  subside,  then assis t 

patient  to  bathroom.

1.  Pe lvic  Floor  Muscle  (PFM)

Strengthening

• Teach per ineal  muscle  contrac t ions 

10  repetit ions at  least  10-20 t imes 

per  day.

•  Coordinate with physica l  therapy 

to incorporate PFM exercises  into 

therapy goals .

2.  Leakage Protect ion

• Per ipads can be used to contain small 

amounts  of  leakage.

•  Promote self-management of  per ipad 

p lacement .

•  Promote c lean per ineal  hygiene 

and educate on self-care to  prevent 

dermatit is .

•  Educate on s igns/symptoms of  UT I .

Outcome Measures

1 .  Accident  reduc tion

2.  Contained leakage

3.  Reduced dependence on devices

4.  Reduced consumption of  containment 

produc ts

5.  Patient  can self-manageConsider  Medication

• antichol inergics

•  B3 agonist 

For  per s is t ing incontinence or  suspic ious 

urethral  incompetence,  consider  ur inar y 

treatment with medications  and consider 

urology consult  i f  avai lable  in  your  care 

set t ing .

3.  Double Void 

• for  PVR s >  150cc 

•  I f  PVR s >  300cc  af ter  double void ef for t , 

see Algor ithm 4:  Voiding Dysfunc tion

• in it iate  treatment for  neurogenic 

b ladder

1.  Optimize S afe Environment

• Set  to i let ing schedule with the patient 

and rehab team.

• Reinforce ca l l  l ight  use.

•  Teach patient  to  wait  for  ass is tance.

•  Use bed and chair  a larms as  needed for 

safety.

•  Ensure bathroom cal l- l ight  system is 

func tioning.

•  Set  up bedside devices  (bedside 

commode) as  appropr iate unti l  patient 

can safely  walk  to  bathroom.

2.  Implement an A ss isted Toi let ing 

Schedule
(Q 2 hour  day time to i let ing)

upon waking

before breakfast

mid morning

before lunch

af ter  lunch

mid af ternoon

late af ternoon

before dinner

af ter  d inner

at  bedtime

(Q 3–4 hour  n ight t ime to i let ing)

at  midnight

at  4  am

Identi f y  a l l  contributing r i sk 

factor s  for  incontinence from 

Algorithm 1
What can be correc ted?

•  b lood glucose control

•   medication adjustments

then. . .

Identify the Bladder Pattern

ALGORITHM 3: 

URINARY INCONTINENCE

“Continence” requires an intact lower urinary tract with cognitive ability and functional ability to get to and from a bathroom. 

The patient must be motivated to maintain continence and have a supportive environment to achieve continence.

From Clinical Tools for Continence Care: An Evidence-Based Approach, 

available at rehabnurse.org 

© 2017 Association of Rehabilitation Nurses. All rights reserved.

• Cognit ive impairme nt /me mor y impairme nt—delir ium/dementia/disor ientation or  confusion or  forget fulness

• L imited mobi l i t y—Weakness  or  complete immobil i ty  in  one or  more l imbs

• Hi stor y of  bowe l  d i sturbance—e.g.,  chronic  constipation ,  gastroparesis ,  fecal  incontinence,  gastr i t is  or  gastroenter it is ,  rec ta l  trauma or  rec ta l  prolapse,  hemorrhoids

• Rece nt  surge r y with ge ne ra l  ane sthe s ia  or  e pidura l  b lock

• The rape utic  medicat ion s with adve r se s ide ef fect s—e.g.  opio ids ,  psychotropics ,  antidepressants ,  NSAIDs ,  antib iot ic s ,  antih istamines ,  hyper tension agents  (ca lc ium channel 

b locker s ,  c lonidine,  d iuretics),  sympathomimetics ,  and antichol inergics

• Dysph agia or  NPO st atu s  or  tube feeding s—increased r isk  of  dehydration ,  malabsorption symptoms ,  constipation ,  poor  or  no f iber  intake

• Hi stor y of  bowe l  obstruct ion—with or  without  surger y or  co lostomy/i leostomy or  rec ta l  prolapse

• Histor y of  bowe l  d i se ase—Crohn’s  d isease,  C-dif f  co l i t is  infec t ion ,  i r r i table  bowel  syndrome,  cel iac  d isease,  d iabetic  gastroparesis

Identi f y  new bowel  problems dur ing patient  inter view:

1 .  Are you having any problems with normal  bowel  movements  (e.g . ,  s tra in ing or  pain ,  hard smal l  s tools ,  incomplete sense of  evacuation ,  loose stools ,  or  d iarrhea)?

2.  Have you had problems with normal  bowel  movements  in  the past?

3 .  What  is  your  normal  s tool ing pat tern? How of ten do you move your  bowels?

4.  Have you used medications for  bowel  func tion in  the past  such as  laxatives  or  antidiarrheals?

5.  Do you sometimes leak stool  when you intend to pass  gas?

RED FL AG Symptom s:  v is ib le  or  occult  b lood stools ,  narrowing of  s tool  d iameter,  repor t  of  unintentional  weight  loss ,  and anemia

Use the Br is to l  Stool  Sca le  to  assis t  your  patient  in  descr ib ing their  bowel  movements .

Ne uro E xam:   A ssess  or ientation ,  command fo l lowing,  recal l  of  information and susta ined at tention .

Oral/Swal low:   Evaluate patient  for  dysphagia and to lerance of  so l id  food consistencies  and safe to lerance of  th in  l iquids .

A bdomin al:   Check bowel  sounds ,  palpate abdomen and evaluate for  d istension,  rebound tenderness ,  or  pain .

Pe rian al  Sk in:   Inspec t  per ianal  t is sue for  hemorrhoids ,  rash ,  rec ta l  f is sures ,  and fecal  residue.

E x te rn a l  A n al  Ref lex:   Gently  s troke the anus in  a  quick  upwards motion at  the 3  o’c lock or  9  o’c lock region:  when stroked the sphinc ter  wi l l  constr ic t ,  ca l led the “anal  wink ”— 

   th is  tests  the pudendal  ner ve at  the sacra l  ner ve level  S2-S3 .  I f  negative,  evaluate patient  for  fecal  incontinence or  d iarrhea in  Algor ithm 6.

Inte rn a l  A n al  Ref lex:   With a  gloved f inger,  assess  the muscle  tone of  the anal  sphinc ter,  which should present  with resis tance and tension throughout  the sphinc ter  muscle. 

   Evaluate for  low or  no tone,  or  lack of  sensor y awareness  by the patient .

•  Determine the patient ’s  current  diet ;  est imate how much f iber  the patient  currently  is  consuming f rom meals  or  supplements .

•  Evaluate the patient ’s  hydration status;  est imate the patient ’s  f lu id  needs (usual ly  between 2L-3L /day).

•  Determine the last  bowel  movement and review stool  consistency.  Use the Br is to l  Stool  Sca le  to  descr ibe qual i ty  of  s tool .

•  Complete a  medication review.  Are there medications that  are  contr ibuting to  bowel  dysfunc tion (constipation or  d iarrhea)?

• In it iate  an El imination Char t  ( including f requency and form) for  at  least  7  days .

•  I f  there was a  recent  bowel  accident ,  what  were the c i rcumstances? 

For  pat ie nt s  with r i sk s  but  no evide nce of 

con st ipat ion,  feca l  incont ine nce,  or  d iarrhe a:

• promote adequate hydration and f iber  intake

• promote mobi l i ty 

•  educate regarding r isk  fac tor s  for  constipation

• continual ly  assess  for  any new disturbance.

For  pat ie nt s  with no BM in  3  or  more days: 

•  the patient  has  <  3  s tools  per  week at  basel ine

• stool  present  or  “stuck ” in  the rec tum (fecal 

impaction/rec ta l  impaction)

• decreased stool  f requency f rom basel ine

• abdominal  d istension/bloating

• hard ,  dr y,  pel let- l ike stools

•  hemorrhoids

• patient  repor ts  sensation of  incomplete evacuation

• patient  repor ts  rec ta l  pain or  b leeding

Fol low Algorithm 5:  Constipation.

For  pat ie nt s  with feca l  incont ine nce or  d iarrhe a: 

• low or  no rest ing anal  tone on exam

• fecal  urgency with h istor y of  bowel  accidents 

(soi l ing l inen or  c lothing)

• noc turnal  fecal  accidents  dur ing s leep

• fecal  accidents  with exer t ion

• stool  consistency is  loose,  water y,  mushy,  or  d i f f icult 

to  control

Fol low Algorithm 6:  Fecal  Incontinence 

or  Diarrhea.

Identify Primary Bowel Symptoms and Initiate a Plan of Care

Risk Factors for Bowel Dysfunction

Proceed with Screening Questions for Bowel Dysfunction

Conduct Physical Assessment

Collect Data

ALGORITHM 2: 

GENERAL ASSESSMENT OF BOWEL FUNCTION

From Clinical Tools for Continence Care: An Evidence-Based Approach, 

available at rehabnurse.org 

© 2017 Association of Rehabilitation Nurses. All rights reserved.

• Cognit ive impairme nt /me mor y impairme nt—delir ium/dementia/disor ientation or  confusion or  forget fulness

• L imited mobi l i t y—weakness  or  complete immobil i ty  in  one or  more l imbs (requir ing stabi l iz ing assis tance when out  of  bed)

• Histor y of  urologica l  condit ion s pr ior  to  hospita l iz at ion—previous incontinence,  benign prostatic  hyperplasia  (BPH),  retention ,  or  other  problems

• Histor y of  con st ipat ion for  longe r  th an 3  days—refer  to  Algor ithm 5:  Constipation

• Pre se nce or  rece nt  re moval  of  indwe l l ing cathete r  in  the last  3  days 

• The rape utic  medicat ion s with adve r se s ide ef fect s—diuretics ,  chol inergics ,  or  adrenergic  medications

• Ne urologica l  impairme nt—related to stroke,  traumatic  bra in in jur y,  mult ip le  sclerosis ,  Parkinson’s  d isease,  sp inal  cord injur y

• Diabetes—with e levated b lood glucose (glucose above 200mg/dL)  or  h istor y of  poor  glycemic  control

• Obe s it y—BMI >  30

• Wome n—histor y of  hysterec tomy,  traumatic  chi ldbir th ,  mult iparous ,  post-menopausal  s tate,  vaginal  atrophy

Urge nc y:    Do you f requently  have a  strong urge to  ur inate?

Stre s s:    Do you exper ience a  loss  of  ur ine when you sneeze,  cough,  or  laugh?

Freque nc y:   Do you ur inate more of ten than you think you should?

   Do you go to  the bathroom so of ten that  i t  inter feres  with your  regular  dai ly  ac t ivit ies?

Noctur ia:   Are you bothered by waking up at  n ight  to  go to  the bathroom?

Urge nc y w/ le akage:  Do you have uncontrol lable  urges to  ur inate that  sometimes result s  in  wet t ing accidents?

   Do you leak ur ine on the way to the bathroom?

Con st ipat ion:    Has  i t  been three or  more days s ince your  last  bowel  movement? 

YES to  ANY of  these questions merit s  nursing investigation and management of  these ur inar y symptoms .

Oral/Swal low:   Evaluate patient  for  safe  to lerance of  th in  l iquids;  patients  with PEG tubes at  increased r isk  of  dehydration .

Ne uro E xam:   A ssess  or ientation ,  command fo l lowing,  recal l  of  information,  and susta ined at tention .

Abdomin al:   Pa lpate the b ladder  above the pubic  symphysis  for  d istension or  spast ic i ty.

Pe rine a l  Sk in:   Inspec t  per ineum and genita l ia  for  rash ,  excor iat ion ,  incontinence/moisture re lated dermatit is ,  or  fungal  growth.

Urethra l  Me atu s:    A ssess  for  er y thema,  obstruc t ion ,  or  t is sue erosion re lated to  previous indwell ing or  Intermit tent  catheter  use.

Funct ion al  A s se s sme nt:   Evaluate the patient ’s  mobi l i ty  s tatus ,  s tanding balance,  and fa l l  r isk  re lated to  to i let  transfers .

•  Post  a  f requency-volume char t  in  the patient ’s  room or  bathroom to track ur inar y pat terns .

•  Note last  volume of  ur ine voided,  odor,  co lor,  evidence of  sediment ,  and t ime s ince last  void .

•  Col lec t  post-void residual  (PVR s)  within 20 minutes  of  the each voice for  at  least  two consecutive voids .

•  Ur inalysis  with ref lex to  culture—identi f y  any ur inar y trac t  infec t ion;  seek physic ian suppor t  for  treatment .

•  Note last  bowel  movement—constipation a lter s  regular  ur inar y pat terns;  see Algor ithm 2:  Bowel  A ssessment .

•  Complete a  medication review—evaluate for  medications contr ibuting to b ladder  or  bowel  dysfunc tion .

For  pat ie nt s  with ur in ar y incont ine nce symptom s: 

Indicated by

• ur inar y urgency,  f requency

• leakage of  smal l  or  large amounts  with urgency

• pain with ur ination

• noc tur ia  or  noc turnal  polyur ia

• stress- induced leakage with cough or  movement 

Fol low Algorithm 3:  Urinary Incontinence.

For  pat ie nt s  with rete nt ion symptom s: 

Indicated by

• PVR s >  150 af ter  2  consecutive voids

• ur inar y hesitancy

• weak or  pulsating ur ine stream

• stra in ing to  void

• men with enlarged prostate/BPH

• women with pelvic  organ prolapse or  cystocele, 

pelvic  f loor  dysfunc tion

• post-void dr ibbl ing

• sensation of  incomplete b ladder  emptying

• leakage with a  ful l  b ladder

Fol low Algorithm 4:  Voiding Dysfunction.

For  pat ie nt s  with funct ion al  symptom s: 

• communication def ic i t s  (e.g . ,  aphasia ,  verbal 

apraxia)

•  mobi l i ty/motor  impairment requir ing a  device or 

personal  ass is tance

• cognit ive impairment

• environmental/physica l  barr ier s  to  proper  to i let ing

• emotional  or  psychologica l  unwil l ingness  to 

cooperate ( i .e. ,  depression)

• b ladder- ir r i tat ing medications

Fol low Algorithm 3:  Urinary Incontinence.

Risk Factors for Urinary Dysfunction

Proceed with Screening Questions for Bladder Dysfunction

Conduct Physical Assessment

Collect Data

Identify Primary Bladder Symptoms and Initiate a Plan of Care

ALGORITHM 1: 

GENERAL ASSESSMENT OF BLADDER

 By Christine E. Cave, DNP NP-C CRRN EP-C

CLINICAL TOOLS FOR CONTINENCE CARE AN EVIDENCE-BASED APPROACH

To order, call ARN at 800.229.7530 (U.S. only) or visit rehabnurse.org.

HOT 
ITEM

Earn quick, bite-sized chunks of CE on your time through a variety of 
online learning tools and activities, including:

• Think Like a Rehab Nurse Online Case Studies—List: $30; Member: $20

• Rehabilitation Nursing Journal CE—List: $12.50; Member: $10

• ARN Pulse Newsletter CE—Member Pricing Only: $10

• Live and On-Demand Webinars on topics like CARF updates, opioids, 
training apps, heart failure, and meditation—prices vary

Find a complete list of on-demand CE at rehabnurse.org/CENow.

Standards and Scope of Rehabilitation Nursing Practice  
(6th ed.)
List Price: $34  Member: $25  Item: 2069-263

This essential reference outlines standards of practice for rehabilitation  
nurses, as well as roles, settings, and education for nurses at all levels.  

Evidence-Based Rehabilitation Nursing:  
Common Challenges and Interventions (2nd ed.)
List: $95  Member: $50   Item: 2063-278

Focusing on the 17 most common rehabilitation challenges, this 
book presents scientific evidence, an evaluation of the evidence, and 
implications for nursing.

The Specialty Practice of Rehabilitation Nursing:  
A Core Curriculum (7th ed.)
List: $215  Member: $140   Item: 2078-258

See description to left.

of Rehabilitation Nursing Practice

Scope&
Standards

Sixth Edition

Association of Rehabilitation Nurses 
8735 West Higgins Road, Suite 300

Chicago, IL 60631
800.229.7530 or 847.375.4710

www.rehabnurse.org

Copyright © 2014 Association of Rehabilitation Nurses



ARN PRODUCTS ORDER FORM
Please check one category and write in your ARN member number, if applicable.
o ARN Member # __________________________________  o Join and Order    o Nonmember 

o Send me more information about ARN. (Please provide contact information below.)

Ship to (staple business card or fill in)

Name Title

Facility Telephone

Mailing Address     o Home     o Office

City/State or Province/Country ZIP or Postal Code

E-mail

Quantity Item Title Unit Price* Total

Join ARN to receive member pricing $130

6004-240 Add an ARN Pin! $27.50

6005-610 Add a CRRN Pin! $28.00

A 10% volume discount 
applies to any ARN item if 
a quantity of 10 or more of 
that item is ordered.

Subtotal

Shipping & Handling (S&H) (up to 5 items) $8.99

Sales tax (Illinois residents only must add 10%)

Total $

*Prices are subject to change

Payment  
(Prepayment is required on all orders.)

o Check (enclosed, made payable  
       in U.S. funds to ARN)

o      

   MasterCard   
o  Visa   

o American  
   Express   

o Discover

A charge of $25 will apply to checks returned 
for insufficient funds. If rebilling of a credit card 
charge is necessary, a $25 processing fee will 
be charged. I authorize ARN to charge the above 
listed credit card amounts reasonably deemed by 
ARN to be accurate and appropriate.

4 Easy Ways to Order
Call ARN at 800.229.7530 (for credit card orders only). Fax the order form to 847.375.6481 (for credit card orders only). 

Mail the order form to ARN, PO Box 3781, Oak Brook, IL 60522. Order online at www.rehabnurse.org.

Account #

Expiration date

Signature

Name (please print)

Return Policy  
Items can be returned within 30 days for a prompt exchange or refund. Excludes the Core Curriculum 7th ed., CRRN Review Bundle, 

downloads, opened CD-ROMs, online courses, and the CRRN Practice Test. Shipping charges are nonrefundable. For details about the 
specific products you are interested in, please contact Member Services by phone at 800.229.7530 or e-mail at info@rehabnurse.org.

Please allow 2 weeks for delivery. All orders will be shipped via United Parcel Service. Express deliveries are 
available upon request for an additional fee. Call 800.229.7530 for more information.

S&H: Order up to 5 items and pay only an $8.99 flat rate* for S&H. 

*Flat rate shipping is for domestic orders only; international, Hawaii, Alaska, and rush orders are excluded. For multiple shipments  
within the same order, an $8.99 fee per shipment will be added. For orders with more than 5 items, call 800.229.7530 for S&H pricing.

Jan 2019



Join ARN to take the next step toward reaching your professional goals.
• Online community to network 24/7
• Member discounts 
• Rehabilitation Nursing journal

• Education
• Career Center
• Free CE

Visit www.rehabnurse.org for more 
member benefits and details, as well  
as a complete catalog of products  
and special member discounts.

“A must-have for rehab nurses  
and all nurses working in 
post-acute care.”  

—ARN Member Joanne S. Hoertz,  
RN MSN CRRN, Sr. VP Nursing,  

Brooks Rehabilitation

The Specialty Practice of Rehabilitation Nursing: A Core Curriculum 
(7th ed.) provides an in-depth framework, in outline format, for CRRN 
preparation and is perfect for nurses and nurses-to-be at all levels.

The Core offers a close look at:

• Interprofessional Teams, Quality, and Evidence-Based Practice

• The Environment of Care of Special Populations—Pediatrics, 
Gerontology, and Military

• Functional Healthcare Patterns

• Nursing Management of Rehab Disease and Disorders

To order, call ARN at 800.229.7530 (U.S. only) or visit rehabnurse.org.


