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RATIONALE 
Faecal and urinary incontinence is distressing, unpleasant and frequently socially disruptive. The National Service Framework (NSF) for Older People (DH 2001) recommends a thorough assessment regardless of age, ability, ethnicity and location. Current continence guidance also states that dedication to good practice in continence is essential (DH 2003, DH 2001).
Both continence and the management of incontinence are a vital part of the health improvement role in both primary and secondary care and it’s occurrence is so common that its initial management is best carried out in these settings (DH 2001).  Health care professionals (HCPs) need to actively question patients and carers about symptoms, as they are often not forthcoming due to embarrassment. Timely and effective assessment is always the first step to combating the patient's problem, and even simple initial treatments should not be started without an assessment (DH 2001).

Bladder and bowel problems can affect anyone of any age and health status, and have a devastating impact upon quality of life. Incontinence should not be accepted as inevitable and everyone has the right to continence where achievable and with proper investigation and care, incontinence may be cured, improved or made easier to live with.
 PURPOSE  

The purpose of this policy and guidance is to facilitate a consistent approach to adult continence assessment and management through up to date evidence based research and clinical guidance.  

SCOPE

This policy covers all HCPs carrying out continence assessment and treatments.
 AIMS AND OBJECTIVES

To facilitate a seamless continence service to ensure the needs of patients with continence needs are met. To achieve this all HCPs should use the continence policy and guidelines to:

· Identify all patients with incontinence through the initial clinical assessment process and by using the trigger question - “Does your bladder or bowel bother you?” - in all adult patient services. 
· Offer and complete an adult continence assessment where appropriate.
· Offer treatment in relation to the outcome of the assessment, in keeping with treatment care pathways.

· Help carers and/or significant others to understand the condition and treatment (subject to the patient's consent).

· Work within their scope of practice and refer to the appropriate services/profession as identified through the assessment process.
EXCLUSION 

This policy and guidance does not cover children and continence activities such catheter care, digital rectal examination (DRE) or digital removal of faeces (DRF). Please refer to the Royal Marsden Manual of Clinical Nursing Procedures (2008) for specific procedures not covered in this guidance. Competency and training around these procedures will need to be managed locally by relevant services.
STAFF TRAINING 
Patients who are identified as incontinent should receive a comprehensive clinical assessment by an appropriately trained HCP.
The HCP has the overall responsibility for the continence assessment, however input from other team members can, and should be used where possible to obtain a more information rich and accurate assessment. 

All HCPs carrying out an assessment will need to be assessed using the appropriate competency assessment document (CAD). They should be assessed by a HCP who has been identified as appropriately qualified to assess others in the relevant skill.
The adult continence assessment tool must be completed by a HCP with an understanding of the following: 

· Normal lower urinary tract structure and function

· Factors influencing normal urinary structure and function

· Normal function of the bowel and related pelvic structures
· Influences of diet, medication, physical, psychological and social factors on continence
· The Bristol Stool Chart 
· Professional accountability as stated by their relevant professional body

MANAGER AND EMPLOYEE RESPONSIBILITIES  
HCPs carrying out continence assessments and treatments are responsible for ensuring that they have been properly trained and are accountable for their actions in line with guidelines from the relevant professional body.
Line managers are accountable for ensuring all appropriate staff under their management have completed the relevant training as outlined in this policy.

In line with good practice all line managers and staff will need to keep copies of completed CADs for clinical development, Personal Development Plans (PDR) and Knowledge and Skills Framework (KSF) purposes. 

Staff will need to have their competencies re-assessed on a regular basis, the exact frequency of which should be determined at a local level and dependant on the frequency with which the skills are used.

ASSESSMENT PROCESS
No two people are identical and each will have a unique profile of symptoms and factors contributing to loss of continence. Patients with bladder or bowel dysfunction, but without actual incontinence, will also benefit from assessment. In this instance it may be possible to identify risk factors and prevent incontinence occurring. Stages of the assessment process are: 

Urinary Self Assessment

Individuals presenting with incontinence on their first contact with the HCP will be given or sent a bladder diary to be completed in readiness for their initial contact. Help from a carer, friend, relative, or the community nursing team may be required.

Level 1 Initial Contact 

Individuals will be assessed by a HCP in a hospital or community setting. This assessment will be carried out using the appropriate adult continence assessment tools. The outcome of this assessment will determine which care pathway a patient should follow. However on completion of the assessment, the patients may require onward referral to other HCPs at either level 2 or 3.

Level 2 – Referral to other Multidisciplinary team (MDT) members

Referral may be necessary to other members of the MDT. The HCP may consider a referral to a dietician in the case of bowel dysfunction or consider a referral to a women’s health physiotherapist in the case of stress and urge incontinence. 
Level 3 - Referral to Specialist Services

The HCP may need to refer patient back to their appropriate physician in
order to access specialist consultant services such as urodynamic testing or urology review. 

SPECIAL NEEDS

This policy and guidelines aims to meet the needs of all individuals, respecting culture, diversity, ethnicity and sexuality.

An interpreting service is available for clients who require this service.
When dealing with the cognitively impaired, confused, or those patients with learning difficulties or patients for whom English is a second language, HCPs need to ensure all care and interventions are completed with the inclusion of appropriate family members and carers. Religious beliefs may also need to be considered when using this policy and guidance.
CONSENT 

As with all procedures carried out informed consent must be obtained from the patient. Refer to the organisations Consent Policy for guidance. 

RELATED POLICIES
Please refer to the following organisational policies in conjunction with the Adult Continence Policy and Guidelines.

Infection Control

Chaperone Policy

Lone Worker Policy 

Consent Policy

Safeguarding vulnerable adults 

Equality and Diversity guidance  

Professional codes of practice 

Royal Marsden Manual of Nursing Procedures 7th edition (2008).

AUDIT OF CLINICAL STANDARDS

Continence provision will be audited against EoC benchmarks in due course. Standards for continence care will then be developed in line with the outcomes from these benchmarks. The Continence Working Group (CWG) will feed into this work to ensure the ongoing development in up to date clinical standards. 
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Community Services Wandsworth

Appendix 1
STRESS INCONTINENCE PATHWAY

	Full name:
	Date of birth:

	NHS no:
	GP:

	Address:

Post code:
	Practice:

	
	Consultant:

	
	Date of 1st assessment:

	Home tel no:
	Assessor:

Designation & Tel no:


	STANDARD STATEMENT
	VARIANCE FROM STANDARD STATEMENT AND REASON/COMMENTS
	Date
	Initial

	1st appointment/visit
	
	
	

	Discuss presenting problem and measure bothersome rating 
	
	
	

	Agree treatment goals with patient
	
	
	

	FEMALE PATIENTS:
Observe if patient is dry/itchy/sore around vagina.  If so, refer to doctor for consideration of oestrogen therapy 
	
	
	

	If vaginal prolapse present refer to doctor
	
	
	

	Teach pelvic floor exercises and provide information sheet.  Pelvic floor exercises should be carried out for min. 3/12
	
	
	

	MALE PATIENTS:
Discuss post micturition dribble.  Teach pelvic floor exercises and provide information sheet
	
	
	

	ALL PATIENTS:
If constipated discuss treatment options, fibre score and provide ‘Looking after your bowels’ information sheet
	
	
	

	Discuss appropriate type and amount of fluid intake
	
	
	

	Where appropriate give advice on containment products
	
	
	

	Provide information regarding benefits of Pilates classes
	
	
	

	Agree date and time of next visit  with patient
	
	
	

	2nd appointment/visit
	
	
	

	Measure bothersome rating 
	
	
	

	Review treatment goals with patient
	
	
	

	If treatment goals achieved, discharge with maintenance pelvic floor programme
	
	
	

	If problem persists, record leakage frequency
	
	
	

	If symptoms have not improved reinforce active pelvic floor exercise programme
	
	
	

	If patient is finding pelvic floor exercises difficult, consider referral to women’s health physiotherapist
	
	
	

	Agree date and time of next visit  with patient
	
	
	

	3rd appointment/visit
	
	
	

	Measure bothersome rating
	
	
	

	Review treatment goals with patient
	
	
	

	If treatment goals achieved, discharge with maintenance pelvic floor programme
	
	
	

	If problem persists, record leakage frequency
	
	
	

	If patient’s symptoms have not improved, liaise with Continence Lead and/or refer to doctor for consideration of alternative options
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	Visits
	Signature
	Print Name
	Initials
	Date

	Visit 1
	
	
	
	

	Visit 2
	
	
	
	

	Visit 3
	
	
	
	

	Discharge Date
	Signature
	Print Name
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Community Services Wandsworth
Appendix 2
OVERACTIVE BLADDER PATHWAY
	Full name:
	Date of birth:

	NHS no:
	GP:

	Address:

Post code:
	Practice:

	
	Consultant:

	
	Date of 1st assessment:

	Home tel no:
	Assessor:

Designation & Tel no:


	STANDARD STATEMENT
	VARIANCE FROM STANDARD STATEMENT AND REASON/COMMENTS
	Date
	Initial

	1st appointment/visit
	
	
	

	Discuss presenting problem and measure bothersome rating 
	
	
	

	Agree treatment goals with patient
	
	
	

	FEMALE PATIENTS:  

Observe if patient is dry/itchy/sore around vagina.  If so, refer to doctor for consideration of oestrogen therapy
	
	
	

	ALL PATIENTS:  

Review bladder diary, voiding frequency and volumes 
	
	
	

	Set targets for voiding volumes
	
	
	

	Discuss appropriate type and amount of fluid intake 
	
	
	

	Provide caffeine information sheet
	
	
	

	Discuss bladder training and provide ‘Overactive bladder’ information sheet
	
	
	

	If patient has neurological dysfunction (e.g. MS, Parkinson’s Disease, diabetes, CVA) check for residual urine.  If more than 150 mls consider intermittent self-catheterisation or indwelling catheter and refer to doctor for urology referral and urodynamic assessment 
	
	
	

	If residual less than 150mls, continue pathway
	
	
	

	Review pelvic floor assessment and as appropriate teach pelvic floor exercises, providing pelvic floor exercise information sheet
	
	
	

	Where appropriate give advice on containment products
	
	
	

	Agree date and time of next visit with patient.  Provide patient with a bladder diary to complete for 4 days before next visit
	
	
	

	2nd appointment/visit
	
	
	

	Measure bothersome rating
	
	
	

	Review treatment goals with patient
	
	
	

	If treatment goals achieved, discharge with general bladder health advice
	
	
	

	If problem persists, review bladder diary, voiding frequency and volumes
	
	
	

	If within 4-8 voids per day and up to 2 voids per night continue with bladder training
	
	
	

	If outside above parameters for voiding, consider referral to doctor for adjuncts to bladder training such as anticholinergics and/or alternative treatment options such as acupuncture
	
	
	

	Consider setbacks to bladder training and discuss coping strategies
	
	
	

	Date and time of next visit agreed with patient.  Provide patient with a bladder diary to complete for 4 days before next visit
	
	
	

	3rd appointment/visit
	
	
	

	Measure bothersome rating
	
	
	

	Review treatment goals with patient
	
	
	

	Review bladder diary, voiding frequency and volumes
	
	
	

	If treatment goals achieved, discharge with general bladder health advice
	
	
	

	If patient’s symptoms have not improved, liaise with Continence Lead and/or refer to doctor for referral for urodynamic assessment 
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	Visits
	Signature
	Print Name
	Initials
	Date

	Appt 1
	
	
	
	

	Appt 2
	
	
	
	

	Appt 3
	
	
	
	

	Discharge Date
	Signature
	Print Name


[image: image3.jpg]NHS

Wandsworth




Community Services Wandsworth
Appendix 3
VOIDING DIFFICULTIES PATHWAY

	Full name:
	Date of birth:

	NHS no:
	GP:

	Address:

Post code:
	Practice:

	
	Consultant:

	
	Date of 1st assessment:

	Home tel no:
	Assessor:

Designation & Tel no:


	STANDARD STATEMENT
	VARIANCE FROM STANDARD STATEMENT AND REASON/COMMENTS
	Initial
	Date

	1st appointment/visit
	
	
	

	Discuss presenting problem and measure bothersome rating
	
	
	

	Agree treatment goals with patient
	
	
	

	Measure post-void residual (PVR) urine and relate back to bladder diary
	
	
	

	If PVR is more than 150mls or 50% more than average void consider teaching patient intermittent self-catheterisation (ISC). 

If ISC not appropriate for patient, consider indwelling catheter
	
	
	

	If patient has PVR as above, refer to doctor for urology referral and urodynamics assessment
	
	
	

	If no post-void residual is present, review symptom history and refer to doctor for urology referral
	
	
	

	Ensure rectal examination has been carried out
	
	
	

	If constipated discuss treatment options, fibre score and provide ‘Looking after your bowels’ information sheet
	
	
	

	Ensure vaginal observation has been carried out to exclude vaginal prolapse
	
	
	

	Review current medication referring to list of medications which may cause voiding difficulties or constipation
	
	
	

	Where appropriate give advice on products for containment.
	
	
	

	Agree date and time of next visit with patient
	
	
	

	2nd appointment/visit
	
	
	

	Measure bothersome rating
	
	
	

	Review treatment goals with patient
	
	
	

	If treatment goals achieved, discharge with general bladder health advice
	
	
	

	Measure post-void residual urine
	
	
	

	If patient is doing ISC, review technique and any difficulties experienced by patient
	
	
	

	Agree date and time of next visit with patient 
	
	
	

	3rd appointment/visit 
	
	
	

	Measure bothersome rating
	
	
	

	Review treatment goals with patient
	
	
	

	If treatment goals achieved, discharge with general bladder health advice
	
	
	

	If patient’s symptoms have not improved, liaise with Continence Lead and/or refer to doctor for consideration of alternative options
	
	
	



	Visits
	Signature
	Print Name
	Initials
	Date

	Visit 1
	
	
	
	

	Visit 2
	
	
	
	

	Visit 3
	
	
	
	

	Discharge Date
	Signature
	Print Name
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Community Services Wandsworth
Appendix 4
BOWEL PATHWAY
	Full name:
	Date of birth:

	NHS no:
	GP:

	Address:

Post code:
	Practice:

	
	Consultant:

	
	Date of 1st assessment:

	Home tel no:
	Assessor:

Designation & Tel no:


	STANDARD STATEMENT
	VARIANCE FROM STANDARD STATEMENT AND REASON/COMMENTS
	Date
	Initial

	1st appointment/visit
	
	
	

	Discuss presenting problem and measure bothersome rating 
	
	
	

	Establish bowel pattern and symptoms using Bowel Habit Diary
	
	
	

	Agree treatment goals with patient
	
	
	

	Stop pathway and refer to

doctor if:

· patient has signs of undiagnosed or unexplained bleeding or black tarry stool and is not taking ferrous sulphate
· patient has symptoms or signs of obstruction present (see obstruction checklist)
	
	
	

	Discuss appropriate type and amount of fluid intake
	
	
	

	If patient has mobility, dexterity or environmental problems, assess impact on bowel function.  Consider need for equipment or referral to physio or OT
	
	
	

	Review current medication referring to list of medications which changes in bowel habit.  Consider reviewing medication with doctor
	
	
	

	Record fibre score.  Provide advice on adjusting fibre intake appropriate to presenting problem
	
	
	

	Assess/advise on defecation technique
	
	
	

	Agree date and time of next visit with patient and provide bowel diary for patient to complete for 1 week prior to next visit
	
	
	

	2nd appointment/visit
	
	
	

	Measure bothersome rating
	
	
	

	Review treatment goals with patient
	
	
	

	If treatment goals achieved, discharge with general bowel health advice
	
	
	

	If symptoms of constipation persist, refer to doctor for consideration of aperients and/or suppositories
	
	
	

	Review fluid and dietary intake and provide additional information as necessary
	
	
	

	Agree date and time of next visit with patient and provide bowel diary for patient to complete for 1 week prior to next visit
	
	
	

	3rd appointment
	
	
	

	Measure bothersome rating
	
	
	

	Review treatment goals with patient
	
	
	

	If treatment goals achieved, discharge with general bowel health advice
	
	
	

	If patient’s symptoms have not improved, liaise with Continence Lead and/or refer to doctor for consideration of alternative options
	
	
	



	Visits
	Signature
	Print Name
	Initials
	Date

	Visit 1
	
	
	
	

	Visit 2
	
	
	
	

	Visit 3
	
	
	
	

	Discharge Date
	Signature
	Print Name
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Community Services Wandsworth
Appendix 5
	Continence Assessment for Registered General Nurses /Registrants

Competency Assessment Document (CAD)
	Ward area/ Service area:



	Candidate name:


	Post Title:

	Statement of Outcome: The practitioner will be able to demonstrate competency in all stated knowledge and performance criteria of conducting a continence assessment

	· Assessor – Registered General Nurses who hold the ENB 998 Teaching & Assessing qualification or equivalent and have successfully completed this competency assessment.

· All competencies are in line with The Skills for Health Guidance – CC01: Assess bladder and bowel dysfunction (2007)
· All staff are required to work under supervision until deemed “competent” in all performance and knowledge criteria.

	Definition of competence levels

	Not Competent  (NC)
	Has not fulfilled all knowledge and performance criteria in order to perform the skill competently in an unsupervised setting.

	Competent  (C)


	Has fulfilled all knowledge and performance criteria on this occasion & has been assessed by a practitioner deemed competent in this skill. Practitioner must be assessed as competent on a minimum of 3 occasions before assessment is complete.

	Supervisor  (S)


	Able to guide the practice of others through role modelling, demonstration and critical analysis. Has been assessed as competent in this skill by a practitioner deemed competent in this skill.

	Assessor    (A)


	Able to assess and analyse the practice of others in this skill area. Has been assessed as competent in this skill by a practitioner deemed competent in this skill.


· The practitioner must be assessed as competent on a minimum of 3 occasions before competency in the skill can be signed off by the assessor. After completion, the declaration below must be signed.

· The practitioner and assessor must date and complete the appropriate competency level on the Assessment Criteria Form overleaf after each assessment (NC, C, S or A).

· Please retain a copy of this competency assessment document (CAD) as evidence of competency achievement in the KSF dimension HWB6 Level 3 for portfolio/ PDR/ Module assessment purposes.

I certify that ……………………………………… has successfully reached competency level in both the theory and performance criteria for a continence assessment.

	
	Name
	Signature
	Date

	Assessor
	
	
	


I hereby agree that I have received adequate instruction in the above procedure & consider myself competent to carry out a continence assessment safely & in accordance with national and local policy.

	
	Name
	Signature
	Date

	Candidate
	
	
	


	1.Knowledge Assessment Criteria

	Level
	Date
	Level
	Date
	Level
	Date
	Evidence of Competency/

Comments

	Demonstrate a clear understanding of the purpose of a continence assessment and the implications of potential outcomes
	
	
	
	
	
	
	

	Able to explain the anatomy and physiology of the male and female lower urinary tract in relation to lower urinary tract function and continence status
	
	
	
	
	
	
	

	Understands the specific health conditions which may have an impact on bladder and bowel function including continence status
	
	
	
	
	
	
	

	Understands the different classifications and types of bladder and bowel dysfunction
	
	
	
	
	
	
	

	Understands how bladder and bowel charts/questionnaires are used as an investigation to influence a diagnosis for individuals with bladder or bowel dysfunction
	
	
	
	
	
	
	

	Can explain the further investigations and interventions that may be required for bladder and bowel dysfunction
	
	
	
	
	
	
	

	Has a working knowledge of the relevant baseline observations, clinical examinations and tests, including why they are required, how and when to perform them and the possibility of false results
	
	
	
	
	
	
	


	2. Performance Assessment Criteria
	Level
	Date
	Level
	Date
	Level
	Date
	Evidence of Competency/

Comments

	Correct information about the procedure is explained appropriately to the patient/client and consent is obtained
	
	
	
	
	
	
	

	Standard precautions for infection prevention are adopted, according to NHS Wandsworth Infection Control Policy
	
	
	
	
	
	
	

	The individual's privacy, dignity, wishes and beliefs are respected and the practitioner seeks to minimise embarrassment and discomfort during the assessment
	
	
	
	
	
	
	

	The patient is asked to explain their bladder and/or bowel condition and its history in their own words, and/ or the history is obtained from any appropriate accompanying person
	
	
	
	
	
	
	

	The practitioner obtains a list of the individual's medication, and considers the impact on bladder and/or bowel activity and associated symptoms
	
	
	
	
	
	
	

	An assessment is made of the impact of bladder and/or bowel dysfunction on the individual's lifestyle, relationships and quality of life
	
	
	
	
	
	
	

	Appropriate baseline observations and tests (such as Body Mass Index, bladder scanning, urinalysis, stool assessment etc.) are carried out, where necessary, to support the assessment and aid a differential diagnosis
	
	
	
	
	
	
	

	Any relevant charts (such as bladder diaries, bowel charts, food diaries) and questionnaires are reviewed, with the patient, to inform the assessment
	
	
	
	
	
	
	

	2. Performance Assessment Criteria contd.
	Level
	Date
	Level
	Date
	Level
	Date
	Evidence of Competency/

Comments

	Clinical examination is carried out where appropriate and follows best practice local and national guidance. This may include:
	
	
	
	
	
	
	

	· general physical examination
	
	
	
	
	
	
	

	· general patient observation
	
	
	
	
	
	
	

	· digital vaginal examination
	
	
	
	
	
	
	

	· digital rectal examination
	
	
	
	
	
	
	

	The findings of the assessment are discussed at a suitable level with the patient (and/or accompanying person if relevant). Information on the likely cause of symptoms, the implications of the condition, the treatment options and the need for any further investigations are all provided.
	
	
	
	
	
	
	

	Appropriate referrals are made as necessary
	
	
	
	
	
	
	

	The findings of the assessment are recorded in the appropriate place  using full and accurate documentation
	
	
	
	
	
	
	

	Any agreed follow up action is discussed with the patient, any accompanying person if relevant, and the appropriate health professionals.
	
	
	
	
	
	
	


[image: image6.jpg]NHS

Wandsworth




Community Services Wandsworth
Appendix 6
	Female Urethral Catheterisation for Registered General Nurses (Registrants)

Competency Assessment Document (CAD)
	Ward area/ Service area:



	Candidate name:


	Post Title:

	Statement of Outcome: The practitioner will be able to demonstrate competency in all stated knowledge and performance criteria of female catheterisation

	· Assessor – Registered General Nurses who hold the ENB 998 Teaching & Assessing qualification or equivalent and have successfully completed this competency assessment.

· All competencies are in line with The Royal Marsden Hospital Manual of Clinical Nursing Procedures; 7th Edition (2008)

· All staff are required to work under supervision until deemed “competent” in all performance and knowledge criteria.

	Definition of competence levels

	Not Competent  (NC)
	Has not fulfilled all knowledge and performance criteria in order to perform the skill competently in an unsupervised setting.

	Competent  (C)


	Has fulfilled all knowledge and performance criteria on this occasion & has been assessed by a practitioner deemed competent in this skill. Practitioner must be assessed as competent on a minimum of 3 occasions before assessment is complete.

	Supervisor  (S)


	Able to guide the practice of others through role modelling, demonstration and critical analysis. Has been assessed as competent in this skill by a practitioner deemed competent in this skill.

	Assessor    (A)


	Able to assess and analyse the practice of others in this skill area. Has been assessed as competent in this skill by a practitioner deemed competent in this skill.


· The practitioner must be assessed as competent on a minimum of 3 occasions before competency in the skill can be signed off by the assessor. After completion, the declaration below must be signed.

· The practitioner and assessor must date and complete the appropriate competency level on the Assessment Criteria Form overleaf after each assessment (NC, C, S or A).
· Please retain a copy of this competency assessment document (CAD) as evidence of competency achievement in the KSF dimension HWB7 Level 2, 3 & 4 portfolio/ PDR/ Module assessment purposes.
I certify that ……………………………………… has successfully reached competency level in both the theory and performance criteria of female catheterisation.

	
	Name
	Signature
	Date

	Assessor
	
	
	


I hereby agree that I have received adequate instruction in the above procedure & consider myself competent to carry out female catheterisation safely & in accordance with the relevant PCT policies & relevant national competencies.

	
	Name
	Signature
	Date

	Candidate
	
	
	


	1. Knowledge Assessment Criteria
	Level
	Date
	Level
	Date
	Level
	Date
	Evidence of Competency/

Comments

	Demonstrate a clear understanding of the indications for female urinary catheterisation
	
	
	
	
	
	
	

	Able to explain the contraindications to urinary catheterisation and identify the risks involved
	
	
	
	
	
	
	

	Able to select the appropriate catheter - taking into account material, size and length of catheter, catheter tip and balloon capacity
	
	
	
	
	
	
	

	Able to rationalize how long the catheter is expected to remain in-situ based on catheter selection and patient condition
	
	
	
	
	
	
	

	Able to demonstrate a clear understanding of the issues of patient consent
	
	
	
	
	
	
	

	Demonstrate a clear understanding of the issues of the Royal Marsden 7th Edition procedure for female catheterisation
	
	
	
	
	
	
	


	2. Performance Assessment Criteria
	Level
	Date
	Level
	Date
	Level
	Date
	Evidence of Competency/

Comments

	Correct information about the procedure is explained appropriately to the patient and consent is obtained
	
	
	
	
	
	
	

	Hands are washed effectively and at the appropriate time and according to PCT Policy
	
	
	
	
	
	
	

	Appropriate measures are taken to maintain patient dignity
	
	
	
	
	
	
	

	The patient is assisted to get into the appropriate position (supine with knees bent and hips flexed and feet about 60cm apart) 
	
	
	
	
	
	
	

	Performance Assessment Criteria contd.
	Level
	Date
	Level
	Date
	Level
	Date
	Evidence of Competency/

Comments

	Necessary equipment is assembled correctly using aseptic technique
	
	
	
	
	
	
	

	Sterile field is created  using sterile towel across patient’s thighs and under buttocks
	
	
	
	
	
	
	

	The urethral meatus is visualised using swabs to separate the labia minora .The urethral opening is cleaned appropriately using 0.9% sodium chloride
	
	
	
	
	
	
	

	Appropriate action is taken if there is difficulty in visualising the urethral opening
	
	
	
	
	
	
	

	Lubricating gel or anaesthetic lubricating gel is correctly applied into the urethra and given appropriate length of time to take effect
	
	
	
	
	
	
	

	A receiver is positioned between the patient’s legs as needed
	
	
	
	
	
	
	

	The tip of the catheter is correctly introduced and at the appropriate angle
	
	
	
	
	
	
	

	When urine flow is noted the catheter is further advanced by approx. 6-8cm
	
	
	
	
	
	
	

	If catheter is to remain in-situ balloon is inflated correctly, with the correct solution, and without risking damage to the urethra.
	
	
	
	
	
	
	

	Performance Assessment Criteria contd.
	Level
	Date
	Level
	Date
	Level
	Date
	Evidence of Competency/

Comments

	The catheter is withdrawn slightly and connected to the appropriate drainage system
	
	
	
	
	
	
	

	The catheter is supported, according to patient preference
	
	
	
	
	
	
	

	Patient is left clean and comfortable
	
	
	
	
	
	
	

	The amount of urine drained following catheterisation is measured and accurately recorded
	
	
	
	
	
	
	

	Correct procedure is followed for obtaining a urine specimen if required
	
	
	
	
	
	
	

	All equipment is disposed of correctly & according to PCT Policy
	
	
	
	
	
	
	

	The procedure is correctly documented in the patient’s notes including: date, time, type of catheter used, batch number, any complications and a review date
	
	
	
	
	
	
	

	The necessary information is communicated to the appropriate team members
	
	
	
	
	
	
	

	Correct information is provided to patient and/or her carers
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Community Services Wandsworth
Appendix 7
	Male Urethral Catheterisation for Registered General Nurses (Registrants)

Competency Assessment Document (CAD)
	Ward area/ Service area:



	Candidate name:


	Post Title:

	Statement of Outcome: The practitioner will be able to demonstrate competency in all stated knowledge and performance criteria of male catheterisation

	· Assessor – Registered General Nurses who hold the ENB 998 Teaching & Assessing qualification or equivalent and have successfully completed this competency assessment.

· All competencies are in line with The Royal Marsden Hospital Manual of Clinical Nursing Procedures; 7th Edition (2008)

· All staff are required to work under supervision until deemed “competent” in all performance and knowledge criteria.

	Definition of competence levels

	Not Competent  (NC)
	Has not fulfilled all knowledge and performance criteria in order to perform the skill competently in an unsupervised setting.

	Competent  (C)


	Has fulfilled all knowledge and performance criteria on this occasion & has been assessed by a practitioner deemed competent in this skill. Practitioner must be assessed as competent on a minimum of 3 occasions before assessment is complete.

	Supervisor  (S)


	Able to guide the practice of others through role modelling, demonstration and critical analysis. Has been assessed as competent in this skill by a practitioner deemed competent in this skill.

	Assessor    (A)


	Able to assess and analyse the practice of others in this skill area. Has been assessed as competent in this skill by a practitioner deemed competent in this skill.


· The practitioner must be assessed as competent on a minimum of 3 occasions before competency in the skill can be signed off by the assessor. After completion, the declaration below must be signed.

· The practitioner and assessor must date and complete the appropriate competency level on the Assessment Criteria Form overleaf after each assessment (NC, C, S or A).
· Please retain a copy of this competency assessment document (CAD) as evidence of competency achievement in the KSF dimension HWB7 Level 2,3 & 4 for portfolio/ PDR/ Module assessment purposes.
I certify that ……………………………………… has successfully reached competency level in both the theory and performance criteria of male catheterisation

	
	Name
	Signature
	Date

	Assessor
	
	
	


I hereby agree that I have received adequate instruction in the above procedure & consider myself competent to carry out male catheterisation safely & in accordance with the PCT policy & relevant national competencies.

	
	Name
	Signature
	Date

	Candidate
	
	
	


	1. Knowledge Assessment Criteria
	Level
	Date
	Level
	Date
	Level
	Date
	Evidence of Competency/

Comments

	Demonstrate a clear understanding of the indications for male urinary catheterisation
	
	
	
	
	
	
	

	Able to explain the contraindications to urinary catheterisation and identify the risks involved
	
	
	
	
	
	
	

	Able to select the appropriate catheter - taking into account material, size and length of catheter, catheter tip and balloon capacity
	
	
	
	
	
	
	

	Able to rationalise how long the catheter is expected to remain in-situ based on catheter selection and patient condition
	
	
	
	
	
	
	

	Able to demonstrate a clear understanding of the issues of patient consent
	
	
	
	
	
	
	

	Demonstrate a clear understanding of the Royal Marsden 7th Edition procedure for male catheterisation
	
	
	
	
	
	
	


	2. Performance Assessment Criteria
	Level
	Date
	Level
	Date
	Level
	Date
	Evidence of Competency/

Comments

	Correct information about the procedure is explained appropriately to the patient and consent is obtained
	
	
	
	
	
	
	

	Hands are washed effectively and at the appropriate time and according to PCT Policy
	
	
	
	
	
	
	

	Performance Assessment Criteria cont.
	Level
	Date
	Level
	Date
	Level
	Date
	Evidence of Competency/

Comments

	Appropriate measures are taken to maintain patient dignity
	
	
	
	
	
	
	

	The patient is assisted to get into the appropriate position (supine with legs extended)
	
	
	
	
	
	
	

	Necessary equipment is assembled correctly using aseptic technique
	
	
	
	
	
	
	

	Sterile field is created  using sterile towel across patient’s thighs and under buttocks
	
	
	
	
	
	
	

	The penis is cleaned appropriately, retracting the foreskin if necessary, with 0.9% sodium chloride
	
	
	
	
	
	
	

	Anaesthetic lubricating gel is correctly applied into the urethra and given appropriate length of time to take effect
	
	
	
	
	
	
	

	A receiver is positioned between the patient’s legs as needed
	
	
	
	
	
	
	

	The penis is held at the appropriate angle and the catheter tube is inserted until urine flows
	
	
	
	
	
	
	

	Appropriate action is taken if resistance is felt at the external sphincter (i.e.  increased traction on penis and asking patient to strain as if passing urine)
	
	
	
	
	
	
	

	If catheter is to remain in-situ the catheter is further advanced and the balloon is inflated correctly, without risking damage to the urethra.
	
	
	
	
	
	
	

	The catheter is withdrawn slightly and connected to the appropriate drainage system
	
	
	
	
	
	
	

	Performance Assessment Criteria cont.
	Level
	Date
	Level
	Date
	Level
	Date
	Evidence of Competency/

Comments

	The catheter is supported, according to patient preference
	
	
	
	
	
	
	

	Patient is left clean and comfortable
	
	
	
	
	
	
	

	The amount of urine drained following catheterisation is measured and accurately recorded
	
	
	
	
	
	
	

	Correct procedure is followed for obtaining a urine specimen if required
	
	
	
	
	
	
	

	All equipment is disposed of correctly & according to PCT Policy
	
	
	
	
	
	
	

	The procedure is correctly documented in the patient’s notes including: date, time, type of catheter used, batch number, any complications and a review date
	
	
	
	
	
	
	

	The necessary information is communicated to the appropriate team members
	
	
	
	
	
	
	

	Correct information is provided to patient and/or his carers
	
	
	
	
	
	
	


[image: image8.jpg]NHS

Wandsworth




Community Services Wandsworth
Appendix 8
	Bladder Scanning and Flow Charts for Registered General Nurses & Health Care Assistants

Competency Assessment Document (CAD)
	Ward area/ Service area:



	Candidate name:


	Post Title:

	Statement of Outcome: The practitioner will be able to perform bladder scanning and flow rates, including care of equipment and act on the results appropriately. 

	· Assessor – those who a teaching and assessing qualification (ENB 998 or equivalent) and have successfully completed this competency assessment process.

· All competencies have been developed using and will be judged according to Skills for Health CC10.

· All staff are required to work under supervision until deemed “competent” in all performance and knowledge criteria.

	Definition of competence levels

	Not Competent  (NC)
	Has not fulfilled all knowledge and performance criteria in order to perform the skill competently in an unsupervised setting.

	Competent  (C)


	Has fulfilled all knowledge and performance criteria on this occasion & has been assessed by a practitioner deemed competent in this skill. Practitioner must be assessed as competent on a minimum of 3 occasions before assessment is complete.

	Supervisor  (S)


	Able to guide the practice of others through role modelling, demonstration and critical analysis. Has been assessed as competent in this skill by a practitioner deemed competent in this skill.

	Assessor    (A)


	Able to assess and analyse the practice of others in this skill area. Has been assessed as competent in this skill by a practitioner deemed competent in this skill.


· The practitioner must be assessed as competent on a minimum of 3 occasions before competency in the skill can be signed off by the assessor. After completion, the declaration below must be signed.

· The practitioner and assessor must date and complete the appropriate competency level on the Assessment Criteria Form overleaf after each assessment (NC, C, S or A).

· Please retain a copy of this competency assessment document (CAD) as evidence of competency achievement in the KSF dimension HWB6 Levels 2 and 3 for portfolio/ PDR/ Module assessment purposes.

· All clinical competencies must be updated annually.

I certify that ……………………………………… has successfully reached competency level in both the theory and performance criteria of performing bladder scanning and flow rates.

	
	Name
	Signature
	Date

	Assessor
	
	
	


I hereby agree that I have received adequate instruction in the above procedure & consider myself competent to carry out bladder scanning and flow rates safely & in accordance with Skills for Health competency frameworks.
	
	Name
	Signature
	Date

	Candidate
	
	
	


	1. Knowledge Criteria
	Level
	Date
	Level
	Date
	Level
	Date
	Evidence of Competency/

Comments

	Demonstrate an in-depth understanding of the anatomy and physiology of the male and female lower urinary tract in relation to lower urinary tract function and continence status including :

a) urine production and what influences this

b) bladder capacity and what influences this

c) normal micturition

d) the nervous system, including autonomic dysreflexia

e) the bowel and its links to bladder problems

f) the pelvic floor muscles/complex

g) the prostate gland, urethral sphincters and the urethra
	
	
	
	
	
	
	

	Demonstrate an in-depth understanding of the anatomy and physiology links of how a UTI happens and the associated complications
	
	
	
	
	
	
	

	Demonstrate an in-depth understanding of how to identify the signs and symptoms associated with poor bladder emptying
	
	
	
	
	
	
	


	1. Knowledge Criteria
	Level
	Date
	Level
	Date
	Level
	Date
	Evidence of Competency/

Comments

	Demonstrate an in-depth understanding of how to use portable ultrasound devices and equipment correctly and safely
	
	
	
	
	
	
	

	Demonstrate an in-depth understanding of how to identify false readings resulting from use of a portable ultrasound device to assess voiding, interpret and act appropriately
	
	
	
	
	
	
	

	Demonstrate an in-depth understanding of the situations in which it is necessary to seek further opinion concerning the findings of an assessment of residual urine using a portable ultrasound device for an individual, refer on, and how this should be implemented
	
	
	
	
	
	
	

	2. Performance Criteria
	
	
	
	
	
	
	

	a) Cleaning
	
	
	
	
	
	
	

	Demonstrate the ability to clean the bladder scanner equipment, including the manufacturer’s cleaning advice
	
	
	
	
	
	
	

	b) Storage and servicing
	
	
	
	
	
	
	

	Read and show understanding of the policy on storage and servicing of the bladder scanner
	
	
	
	
	
	
	

	c) Preparation of Patient 
	
	
	
	
	
	
	

	Demonstrate the ability to prepare the patient both physically and safely for bladder scanning, including consent as per the PCT Consent policy
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Appendix 9

Bladder Diary
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NAME:

DOB:

NHS NO.:

Day 1 - date:

	Time
	Passed urine volume
	Urgency
	Pad wet
	Pad leaked
	Drinks

	6 am
	
	
	
	
	

	7 am
	
	
	
	
	

	8 am
	
	
	
	
	

	9 am
	
	
	
	
	

	10 am
	
	
	
	
	

	11 am
	
	
	
	
	

	Noon
	
	
	
	
	

	1 pm
	
	
	
	
	

	2 pm
	
	
	
	
	

	3 pm
	
	
	
	
	

	4 pm
	
	
	
	
	

	5 pm
	
	
	
	
	

	6 pm
	
	
	
	
	

	7 pm
	
	
	
	
	

	8 pm
	
	
	
	
	

	9 pm
	
	
	
	
	

	10 pm
	
	
	
	
	

	11 pm
	
	
	
	
	

	Midnight
	
	
	
	
	

	1 am
	
	
	
	
	

	2 am
	
	
	
	
	

	3 am
	
	
	
	
	

	4 am
	
	
	
	
	

	5 am
	
	
	
	
	

	Total
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NAME:

DOB:

NHS NO.:

Day 2 - date:

	Time
	Passed urine volume
	Urgency
	Pad wet
	Pad leaked
	Drinks

	6 am
	
	
	
	
	

	7 am
	
	
	
	
	

	8 am
	
	
	
	
	

	9 am
	
	
	
	
	

	10 am
	
	
	
	
	

	11 am
	
	
	
	
	

	Noon
	
	
	
	
	

	1 pm
	
	
	
	
	

	2 pm
	
	
	
	
	

	3 pm
	
	
	
	
	

	4 pm
	
	
	
	
	

	5 pm
	
	
	
	
	

	6 pm
	
	
	
	
	

	7 pm
	
	
	
	
	

	8 pm
	
	
	
	
	

	9 pm
	
	
	
	
	

	10 pm
	
	
	
	
	

	11 pm
	
	
	
	
	

	Midnight
	
	
	
	
	

	1 am
	
	
	
	
	

	2 am
	
	
	
	
	

	3 am
	
	
	
	
	

	4 am
	
	
	
	
	

	5 am
	
	
	
	
	

	Total
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NAME:

DOB:

NHS NO.:

Day 3 – date:

	Time
	Passed urine volume
	Urgency
	Pad wet
	Pad leaked
	Drinks

	6 am
	
	
	
	
	

	7 am
	
	
	
	
	

	8 am
	
	
	
	
	

	9 am
	
	
	
	
	

	10 am
	
	
	
	
	

	11 am
	
	
	
	
	

	Noon
	
	
	
	
	

	1 pm
	
	
	
	
	

	2 pm
	
	
	
	
	

	3 pm
	
	
	
	
	

	4 pm
	
	
	
	
	

	5 pm
	
	
	
	
	

	6 pm
	
	
	
	
	

	7 pm
	
	
	
	
	

	8 pm
	
	
	
	
	

	9 pm
	
	
	
	
	

	10 pm
	
	
	
	
	

	11 pm
	
	
	
	
	

	Midnight
	
	
	
	
	

	1 am
	
	
	
	
	

	2 am
	
	
	
	
	

	3 am
	
	
	
	
	

	4 am
	
	
	
	
	

	5 am
	
	
	
	
	

	Total
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Appendix 10

Instructions for use of bladder diary with inpatients
The purpose of this bladder diary is to obtain information about the patient’s current routine and help decide the most appropriate way of treating their condition.

Please complete the bladder diary for 3 days and nights.

Passed urine volume: Use a bottle/bedpan to measure the volume of urine in mls each time the patient passes urine

Urgency: Ask the patient if they had to pass urine urgently
Pad wet: Tick if the pad was already wet when you went to assist the patient
Pad leaked: Tick if the clothes or bed sheets were already wet

Drinks: Accurately record both quantity and type of fluids

Please see sample diary below:

	Time
	Passed 

urine

volume
	Urgency
	Pad wet
	Pad leaked
	Drinks

	6 am
	240 mls
	
	    √
	√
	

	7 am
	
	
	
	
	Tea 200 mls

	8 am
	150 mls
	    √
	
	
	Water 100 mls

	9 am
	
	
	
	
	

	10 am
	
	
	
	
	Juice 200mls


If you have any questions please contact the Inpatient Continence Lead:

Anne Hooper

CNS Neuro Rehab

Queen Mary’s Hospital

020 8487 6145

07717 714931
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Appendix 11
Instructions for patients for use of bladder diary in the community
The purpose of this bladder diary is to obtain information about the your current routine and help decide the most appropriate way of treating your condition.

Please complete the bladder diary for 3 days and nights.

Passed urine volume: Use a bottle/jug to measure the volume of urine in mls each time you passes urine

Urgency: Please tick this box if you had to pass urine urgently
Pad wet: Please tick this box if the pad was already wet when you went to the toilet
Pad leaked: Please tick this box if your clothes or bed sheets were already wet

Drinks: Accurately record both the quantity and type of fluids you drink

Please see sample diary below:

	Time
	Passed 

urine

volume
	Urgency
	Pad wet
	Pad leaked
	Drinks

	6 am
	240 mls
	
	    √
	√
	

	7 am
	
	
	
	
	Tea 200 mls

	8 am
	150 mls
	    √
	
	
	Water 100 mls

	9 am
	
	
	
	
	

	10 am
	
	
	
	
	Juice 200mls
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ADULT CONTINENCE ASSESSMENT TOOL
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	Name:
	Title:
	Date of Birth:                        
	Assessment      

Date:         

	Address:


	NHS number:

	
	GP and Address:



	
	Telephone Number:

	Post Code:
	Assessor’s Name: 

	Telephone Number:
	Assessor’s Base:                                     Tel:

	Presenting Problem (Urinary, Faecal, Enuresis)

…………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………

Date of onset of problem: …………………………………………………………………………………………………..

Who else have they consulted re this problem: …………………………………………………………………………

	Current Management       (  Toileting Regime        (  Pads         (   Pants           (  Sheath            




                              (  ISC         (  Indwelling Catheter       (   Other ……………………………...…

	How does the client feel about their continence problem?  How does it affect them on a scale of 0-5? 

Scale 0 - Not bothersome    Scale 5  - Extremely bothersome    ……………………………………………….…

	Relevant Health History (please state or tick)

Number of Pregnancies …………....     Back Problems………………......      Neurological condition……………

Difficult Deliveries ………………...…    Constipation ……………………..      Post-menopausal …………………

Hysterectomy ……………………..…    Dementia……………………..……     Spinal Injury .………………….…

Previous Repair Surgery ………...…    Depression …………………….…      Psychiatric History………………

Cystoscopy ……………………….....     Diabetes ……………………….…      Weight ………………………...…

Prostatectomy …………………….…    Learning Disability …………….…      Other…………………………..…

	Other/Comments/Previous Investigations ………………………………………………………………………...…

…………………………………………………………………………………………………………………………....

	Current Medication

………………………………………

………………………………………

………………………………………

………………………………………

………………………………………

………………………………………

………………………………………

………………………………………

………………………………………

………………………………………

………………………………………

………………………………………

………………………………………

………………………………………

………………………………………

………………………………………………
	Urinalysis
Nitrites ……………………………

Ketone ……………………………

Blood …………………………….....

Protein ……………………………

Leucocytes …………………………

PH  .…………………………………

Glucose …………………………….

Specific Gravity ……………………

Dysuria? ……………………………

If leucocytes/nitrites present or 

symptoms of UTI, send clean catch

specimen (CCS). Suspend assessment until treatment is completed.

CCS Sent  Yes/No  Date………....
	Fluid Intake

Mugs/Glasses of fluid in

24 hours …………………………………                  

Type of Fluid

…………………………………

7-8 mugs/glasses i.e. 1½ litres of decaffeinated fluid daily are recommended.  Drinks containing caffeine and alcohol 

(especially at night) may increase incontinence.

Advice given on fluid intake?

Yes/No  Date………....

	Bowel Habit            Daily (+)   ……          Alternate Days   ……          Less Often   ……

Consistency of Stool  (Bristol Stool Chart)    ……

Current bowel management programme?   YES/NO   Details:……………………………………………………..


	CONTRIBUTORY FACTORS


	
	Comments

	Mobility


	Independent
(
Mobile with Carer
(
Mobile with Aid
(
Mobile with Aid & Carer
(
	Consider use of aids 

or onward referral
	

	Dexterity
	Can manage clothes

quickly and easily?          YES/NO       
	(If appropriate advise 

on suitable clothing, adapting fastenings etc)
	

	 Mental & Cognitive Ability
	Memory unimpaired
(
Impaired
(

	Advise on toileting regime

Information leaflet given  Appendix 16
	

	Toilet Facilities


	Upstairs
(
Downstairs
(
Commode
(
Special equipment
(
	Consider appropriate

equipment
	

	Physical Observation
	YES
	NO
	Comments

	Verbal consent given
	
	
	

	Abdominal examination completed
	
	
	

	Penile observation completed
	
	
	

	Vulval observation completed.  Observe for Atrophic Vaginitis (vulval area can be red and sore, or pale, dry and sore).

Refer to GP for possible oestrogen therapy
	
	
	

	Perineal observation completed
	
	
	

	Pelvic floor examination completed
	
	
	

	Skin condition satisfactory?
	
	
	

	Patient Assessment
	YES
	NO
	Comments

	Symptom profile completed?
	
	
	

	Bladder diary completed for 3 days?
	
	
	

	Bladder diary discussed with patient?
	
	
	

	Bowel chart completed?
	
	
	

	Post-void residual measured?

Result:…………mls
	
	
	

	Pathway
	YES
	NO
	MOST RELEVANT PATHWAY

Stress Pathway
(
Overactive Bladder Pathway
(
Voiding Difficulties pathway
(
Bowel Care Pathway                             (
Product request                      YES/NO

(Details to be noted on management plan)

	Patient commenced on appropriate pathway as indicated by symptom profile?
	
	
	

	If unable to commence on pathway, give reason:


	


Review date………………………Review date………………………..Discharge date…………………………

Signature of Assessor…………………………………………   Base: …………………………………………..

Print Assessor’s Name: …………………………………........   Date: …………………………………………...
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Appendix 13
Continence management plan

Report of first contact specialist nursing assessment

	Full name:
	Date of birth:

	NHS no:
	GP:

	Address:

Post code:
	Practice:

	
	Consultant:

	
	Date of 1st assessment:

	Home tel no:
	Assessor:

Designation & Tel no:


Reason for assessment :

Working diagnosis :
Observations/investigations undertaken and results :

Urinalysis : 

Post void residual urine :                                                     
BMI : 

Symptom profile :

Bladder diary :

Vaginal/rectal examination:

	Careplan, treatments, interventions, patient advice : 

1

2

3

4

5

6


	Signature
	Date

	
	
	

	Report sent to:
	GP         □
	Consultant      □
	Copy to patient      □


Acknowledged agreement with this nursing assessment and the agreed careplan.

Patient signature :                                                      Nurse signature :

	Consent. Specific aspects of consent to consider and discuss with the patient/carer on all interactions. Please sign as appropriate.
	Consent given
	Not applicable
	Consent not given

	For this continence assessment.
	
	
	

	To examination and investigations (consider chaperone issue)
	
	
	

	For onward referral and understands why.
	
	
	

	To receive copies of letters, referral forms related to their bladder/bowel problem.
	
	
	

	For their carers to be informed of their bladder and or bowel problems.
	
	
	


	Date and time
	
	Signature
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SYMPTOM PROFILE
	Stress incontinence

I leak when I laugh, cough, sneeze, run or jump

(
I only ever leak a little urine

(
At night I only use the toilet once, or not at all

(
I always know when I have leaked

(
I leak without feeling the need to empty my bladder

(
Only my pants get wet when I leak (not outer clothing) or

(
I sometimes wear a panty liner

	Overactive Bladder

I feel a sudden strong urge to pass urine and have to go quickly
               
(
I feel a strong uncontrolled need to pass urine prior to leaking

(
I leak moderate, or large, amounts of urine before I reach the toilet

(
I feel that I pass urine frequently

(
I get up at night to pass urine at least twice

(
I think I had bladder problems as a child

(

	Voiding difficulties

I find it hard to start to pass urine

(
I have to push, or strain, to pass urine

(
My urine flow stops and starts several times

(
My urine stream is weaker and slower than it used to be

(
I feel that it takes me a long time to empty my bladder

(
I feel as if my bladder is not completely empty after I have

(
been to the toilet

I leak a few drops of urine on to my underwear just after 

(
I have passed urine
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FIBRE SCORING SHEET
Score your diet for fibre content
	Score
	1
	2
	3
	

	Food
	
	
	
	Write your score here

	BREAD
	White
	Brown
	Wholemeal/Granery
	

	Breakfast Cereal

3 x per week or more
	Rarely or never eat, or eat sugar coated cereal
	Corn Flakes, Rice Crispies, Cheerios, Special K
	Bran Flakes, Weetabix, Shredded Wheat, Muesli, Shreddies
	

	Potatoes,  Pasta, Rice
	Rarely or never eat
	Potatoes, white rice or pasta most days
	Eat potatoes in jackets, brown rice or pasta most days
	

	Pulses, beans, nuts
	Less than once a week
	Once a week or less
	Three times a week or more
	

	Vegetables, all kinds other than beans pulses or potatoes
	Less than once a week
	1-3 times a week
	Daily
	

	Fruit all kinds
	Less than once a week
	1-3 times per week
	Daily
	

	Your total score    
	


Score Guide

0-12
Increase your fibre

13-17
Good

18+ 
Excellent
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LOOKING AFTER YOUR BOWELS

Did you know?

1. Drinking the correct amount if fluid for your body weight can help prevent constipation. The job of the last part of the bowel is to absorb fluid back into the body. It will do this even if you are drinking very little. If you are not drinking enough  it makes the waste hard and difficult to pass. Fluid helps the waste remain slippery and therefore easier to pass.

I need to drink__________ mugs / cups per day.

2. It is important that your diet has enough fibre. The best advise is to eat 5 portions of fruit & vegetables a day. Your nurse has a useful fibre scoring sheet  to see how much you are really eating.

Fibre Score_____________

To improve my fibre I need to_____________________________________________________

3. Limber up! Regular exercise, within your limitations can stimulate the bowel to work regularly.

4. It is important to be in a good position to have your bowels open. You need to be well supported, with your feet on the floor (or stool), not slipping, sliding or having trouble getting on and off the toilet.

Your nurse can help you access aids and adaptations to help.

5. Bowels benefit from routine. Allow yourself time and privacy to empty your bowels. This can be difficult if you need help to the toilet. Discuss this with your nurse. They may have some ideas to help.

6. When you feel the need to empty your bowel – respond! If you keep ignoring the need to go you can make yourself constipated.

7. Some medication may upset your bowel habit. Do not stop your medication, but ask your nurse, doctor or pharmacist (chemist) for advice.

[image: image19.jpg]NHS

Wandsworth




Community Services Wandsworth

Appendix 17
BRISTOL STOOL FORM SCALE
[image: image20.jpg]THE BRISTOL STOOL FORM SCALE

Type 1 . Separate hard lumps,
. ‘ ‘ like nuts (hard to pass)
Type 2 Sausage-shaped
but lumpy
Type 3 o Like a sausage but with
cracks on its surface
Typc P Like a sausage or snake,
smooth and soft
Type 5 . . Soft blobs with clear-cut
- edges (passed easily)
. Typeé6 Fluffy pieces with ragged
edges, a mushy stool
Type 7 Watery, no solid pieces
ENTIRELY LIQUID

Reproduced by kind permission of Dr KW Heaton, Reader in Medicine at the University of Bristol. ®
©2000 Produced by Norgine Limited, manufacturer of Movicol®
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Appendix 18
FLUID INTAKE GUIDE

TO DETERMINE SUGGESTED INTAKE PER 24 HOURS

	Patients

Weight

Stones
	Patients

Weight

KG
	mls per day
	Fluid oz
	Pints
	Mugs

	6
	38
	1190
	42
	2.1
	4

	7
	45
	1275
	49
	2.5
	5

	8
	51
	1446
	56
	2.75
	5-6

	9
	57
	1786
	63
	3.1
	6

	10
	64
	1981
	70
	3.5
	7

	11
	70
	2179
	77
	3.75
	7-8

	12
	76
	2377
	84
	4.2
	8

	13
	83
	2575
	91
	4.5
	9

	14
	89
	2773
	98
	4.9
	10

	15
	95
	2971
	105
	5.25
	10-11

	16
	102
	3136
	112
	5.5
	11


This matrix should be used broadly as a guideline, and applies to body frame. Gross obesity should not be a reason for increasing fluid intake. Activity levels should also be taken into account
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BLADDER TRAINING INFORMATION SHEET

What is a normal bladder habit?

It is normal for an adult with a reasonable fluid intake to pass one to two cups full of urine each time the bladder is emptied (between 250-400ml) during the day and maybe once at night. This may increase slightly with age. As we get older our bladder capacity may get a little smaller, so we need to pass urine a little more often, including once or twice a night. 

Urgency is the symptom of having to hurry to pass urine.  

Frequency is when you need to go to the toilet a lot, eight or more times in 24 hours, but only pass small amounts of urine.

What you can do about it?

Whatever the cause there are certain rules to follow to help control your symptoms.


· Do not reduce your fluid intake.  Far from helping this may make your problem much worse, and can also cause constipation.  Have approximately

    1½ litres of decaffeinated fluid per day.




· Try to avoid drinks containing caffeine, which is found in tea, coffee, chocolate and cola - reduce gradually to avoid headaches, moods etc.

· Fizzy drinks may also exacerbate your symptoms

·  Some people also find it helpful to avoid citric drinks such as orange, lemon, lime, grapefruit and tangerine as they can irritate the bladder. 

· Alcohol can also increase urgency

· Avoid passing urine “just in case”


· Try to increase the amount of time between visits to the toilet

· Do not try to hold on at night - it will only keep you awake.  Practising holding on in the daytime will gradually help night time problems

· If you have been given water tablets you must take them no matter how often they make you want to go.  Discuss this problem with your nurse or doctor




· If you are overweight try to lose a few pounds, this relieves stress on the pelvic floor.  You may be able to obtain help via your GP regarding accessing dietary and exercise options eg Weight Watchers programmes and vouchers for Sports Centres.

· Be careful with your diet - too much or too little fibre is not good for you.  Try changing your diet to see what works best for you

· You may need to take tablets to help relax your bladder muscle.
When is a bladder training programme used?

Bladder training is a treatment for people who suffer from an urgent need to pass small amounts of urine more frequently than normal, who may also experience leakage with urgency.

Sometimes people with no urgency learn to pass urine frequently to avoid accidents. These people may also benefit from bladder training. 

What is bladder training?

The aim of bladder training is to improve bladder control and increase the amount of urine the bladder can comfortably hold without urgency or leakage of urine.




The programme teaches people to suppress the urgent desire to pass urine until a socially acceptable time and place is found. When the bladder is sensitive or over-active learning to 'hold on' can initially be difficult but usually becomes easier with practice. 

The bladder training programme.   Keep a bladder chart or diary to measure progress. If you haven't been given a chart by your doctor or continence advisor, simply record when and how much urine you pass and write down any accidental loss of urine. Fill in the bladder chart for 2-4 days (including overnight). 

· Try to gradually increase the time between visits to               the toilet 

· Each time you get the urge to go to the toilet, try to hold on for a few minutes longer 

· If you wake up during the night with a strong desire to go to the toilet, it is reasonable to go and empty the bladder right away (unless advised otherwise). As you improve by day you will gain confidence to practice the programme at night. 

Some helpful hints 

· When you have the urgent need to pass urine, you may find it helpful to sit down and try to take your mind off wanting to get to the toilet 

· When you do go to the toilet, walk, don't run 

· Avoid going to the toilet 'just in case' 

· Drink 6-8 cups of fluid over the day unless told otherwise by your doctor 

· Minimise the intake of fluids which may irritate the bladder, for example, coffee, tea, cola and alcohol see advice above

· Maintain a good bowel habit by keeping your bowel regular and avoiding constipation as this can increase bladder sensitivity 

· Do your pelvic floor exercises - this gives you confidence to hold on. See Pelvic floor Training for Women and Pelvic Floor Training for Men. 

Will there be setbacks?

Do not be concerned with small day to day variations in your bladder pattern - these are normal for everyone. However, any person who starts a bladder training programme may experience set backs when the symptoms seem worse again. These may occur: 

· When you are tired or run down 

· During a urinary tract (bladder) infection (see the doctor immediately if you suspect this) 

· At times of anxiety or emotional stress 

· When the weather is wet, windy or cold 

· During times of illness e.g. cold or flu. 

If this does happen, do not be discouraged. Think positively and keep trying. Further information and support can be obtained from your health care professional.
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STRESS INCONTINENCE INFORMATION SHEET
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Leakage when you cough, run, jump laugh or sneeze may be called “stress incontinence”.    It  can caused or aggravated by childbirth, being overweight, constipation and chronic coughing.     It is due to a weakness in the pelvic floor muscle.   It is very important that you do not reduce your fluid intake as this may actually make your problem worse, and can cause constipation. 

Physiotherapists, doctors and nurses know that pelvic floor exercises can help you to improve your bladder control.  When done correctly, pelvic floor exercises can build up and strengthen the muscles to help you hold urine.  

Do not feel embarrassed - studies show that as many as one women in three have this symptom.

PELVIC FLOOR EXERCISES
THE PELVIC FLOOR
Layers of muscle stretch like a hammock from the pubic bone in front to the bottom of the backbone.  These firm supportive muscles are called the pelvic floor.  They help to hold the bladder, womb and bowel in place, and to close the bladder outlet and back passage.  

HOW THE PELVIC FLOOR WORKS

[image: image25.wmf]
The muscles of the pelvic floor are kept firm and slightly tense to stop leakage of urine from the bladder or faeces from the bowel.  When you pass water or have a bowel motion the pelvic floor muscles relax.  Afterwards, they tighten again to restore control.  

Pelvic floor muscles can become weak and sag because of childbirth, lack of exercise, the change of life, or just getting older.  Weak muscles give you less control, and you may leak urine, especially with exercise or when you cough, sneeze or laugh.

HOW PELVIC FLOOR EXERCISES CAN HELP

[image: image26.wmf]
Pelvic floor exercises can strengthen these muscles so that they once again give support.  This will improve your bladder control and improve or stop leakage of urine.  Like any other muscles in the body, the more you use and exercise them, the stronger the pelvic floor will be.  

HOW TO DO YOUR PELVIC FLOOR EXERCISES
1. Sit comfortably with knees/ legs slightly apart.  Without moving your tummy muscle or bottom, try to squeeze the muscle around the back passage.  Pretend you are trying to stop wind from escaping!  

2. Now try the same with front part of the muscle.  Again without moving the tummy or bottom, squeeze and lift the muscle into the vagina.  Moving this front part of the muscle is harder and takes time to practice.  

3. Once you can tighten and lift the muscles (lifting is as though you are taking the muscle up steps one at a time), pull as hard as you can and hold for as long as you can (e.g. 5 seconds), then relax.  Repeat this 5-10 times with a good ‘rest’ for 5 seconds between each contraction.  Do the group of 5-10 slow pull up exercises five times a day without making your muscle ache.  

4. Now try to squeeze your muscle quickly like a one-second ‘flick’, then relax.  Repeat this quick pull up exercise five times.  Only do this once before your group of slow contractions.  

5. These two actions of moving your muscle - i.e. slowly and then fast - will strengthen the pelvic floor muscle so that you will be able to do more repetitions and hold the squeeze longer.  This will make the muscles strong and powerful.  

You may find pelvic floor exercises difficult at first, but you will need patience and perseverance in order to improve. All exercise needs to be repeated regularly in order to get a good result and the pelvic floor is no exception. Try doing them sitting, standing and lying down.  You may notice an improvement in 6 - 8 weeks if you perform the exercises as above.   The pelvic floor exercises will become much easier to perform as the muscle gets stronger and will become a habit.
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Information for patients and carers on discharge from QMH
This leaflet is designed to give you a little information about the incontinence products you or your relatives have been given to wear whilst in hospital.

Sometimes even if you have not had an incontinence problem before, an illness could have an effect on your continence for a number of reasons.  This does not mean that it will be permanent, however.  There are many things that can be done to treat, cure, or alleviate it.  Whilst you are in hospital the nursing staff will assess the extent of the problem and what the causes might be, but we may have to concentrate on your illness first.  If a full continence assessment is not possible in hospital it will be done when you return home.

The products used in this hospital are from the TENA range which has many different products to suit your needs.  They are made up of a one-way top sheet which takes the urine away from the skin very quickly.  The urine is then changed into a gel inside the product so that it can not come back onto your skin as wetness even when you sit down and put your full weight on it.  The pads are very absorbent and can hold more than one leakage so it is not always necessary to change the product even if you know that you have passed urine into it.  Your skin should not become sore as the urine is not against it, and it will not smell because the urine is locked away inside the pad

The excessive use of oil-based creams and talc is not advised when you are wearing a product as they tend to make it more difficult for the urine to be absorbed by the pad.  If you are incontinent it is generally better to wear a product like this than to ‘let the air get to the skin’, as urine can make the skin very sore if it is not taken away from the surface quickly.

If you also have a bowel problem and suffer from faecal incontinence then the pad should be changed as soon as possible after your bowel movement.  This is because the pads are only designed to absorb liquids.

You should feel dry and comfortable whilst wearing the pads – if you do not please let your nurse know this so they can find out why.

When you go home the ward staff will supply you with enough products to last …. days.  During this time the community nurses will be informed.  You will be given information about how to manage the interim period, usually by purchasing your own product via mail order or chemists (details at the bottom of this leaflet).  The community nurses will contact you and a further continence assessment may be required.  This may take 2 - 3 weeks depending on their workload.  You may be offered treatment and other ways of managing the problem apart from wearing pads.  If you do not fit the criteria for pads from the community continence service you may be directed to buy your own products from local chemists or by mail order.  The products used by the community continence service may not be the same as the ones given to you in hospital, so your new product may look different, but it will work in the same way.   

We hope you find this information useful.  If you would like any further information please ask your nurse.
Useful numbers:

Gwynne Holford Ward – 020 8487 6125

Mary Seacole Ward – 020 8487 6133
Community Continence Service - ……………
TENA Direct Mail Order – 0800 393431

(Lines open from 9am to 3pm, Monday to Friday)

Or order online at www.tenadirect.co.uk
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CONTINENCE IN THE CONFUSED ELDERLY
“Being demented – a human being imprisoned in a damaged brain”
The way we stay continent is a very complex function that allows us to voluntarily postpone passing urine or having our bowels opened until we are at the appropriate place. 

This skill is something that can be affected by a dementing illness.  It may happen just occasionally or, as the illness progresses, more frequently.  

It is very important to understand that it may be due to a treatable condition so the first thing to do is discuss it with a Health Care Professional.

Treatable conditions may include:

· Urinary tract infection – someone may complain of pain or burning when passing water or may show an expression of pain if they have difficulty talking.  You or the person may notice that their urine looks cloudy or smells.  Sometimes an infection can be present without specific symptoms so it is always worthwhile asking your nurse or doctor to check that all is well

· Prostate gland trouble (in men) – your GP will be able to assess if this is a problem and advise you about treatment and help in managing leakage

· The side effects of some medication – unfortunately some medications do affect how your bladder and bowel work.  It is always advisable to discuss this with your doctor if this could be the case and he or she may be able to change them or alter the dose.   Please take advice before stopping or changing the time of taking any medicines.   
· Severe constipation may cause urinary incontinence through pressure on the bladder or bowel leakage where loose, smelly motion leaks round the hard stool blocking the bowel.  It is important that you discuss this with a health care professional to advice how to improve this problem.
It is very important to try to help this person keep their own continence skills for as long as possible.

Lack of recall – sadly when people become forgetful this may also mean they gradually loose the memory of what to do in a toilet or even where the toilet is.  Advice can be given to help you manage in these circumstances.

How you can help
· Get to know the person’s habits.   This may seems a strange and very personal thing to suggest but usually our bladder and bowel actions have some pattern to them.   It may be worthwhile noting when the person is most likely to use the toilet.  As their memory starts to play tricks upon them, you can help by reminding them to go to the toilet at the times when you know they are most likely to go.  Keep this as a regular routine.

· It may be that the person finds it difficult to verbally let you know they need to use a toilet.  If this is the case you will need to become aware of other signs such as fidgeting, wandering or pulling at clothing and suggest they use the toilet.

· Make sure they drink enough during the day to keep the bladder and bowels healthy.  People can forget to drink, or be reluctant to.  Your nurse or GP can advise you.

· When you think about it, using the toilet is a very complicated thing to do involving lots of different steps to be successful.  Try to keep using the toilet to a few, regular, easy steps.  Always use the same language to ask or describe what is happening and keep to the same routine inside the toilet.

· Decide the toilet routine, keep to it and tell others. This is important so that if the person spends time apart from you, the routine to use the toilet is the same and the skill is encouraged to remain.

· Keep in contact with the health care professional that is helping you.  Discussing and monitoring changes as they occur can help prevent them from becoming larger problems.

How others can help
· With aids and adaptations to make using the toilet easier

· Advice about clothing so that the person can get quick access to themselves in the toilet – e.g. velcro rather than zips or buttons

· Advice about diet to keep bowels healthy

· Advice about hygiene

· Advice about mobility

· Advice about special problems to help manage any wetness and to keep the person dignified, comfortable and dry

· To provide the time to listen to your worries, suggest other ideas and to work with you.
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MEDICATION LIKELY TO AFFECT CONTINENCE

	DRUG
	USE
	EFFECT

	Alcohol
	Social
	Impairs mobility, reduces sensation, increases urinary frequency and urgency, induces diuresis

	Anticholinesterase

Neostigmine
	Myasthenia gravis

Irritable bowel spasm
	Bladder sphincter muscle relaxation causing involuntary micturition

Control of smooth muscle, increased peristalsis

	Antimuscarinic drugs also known as anticholinergics

	Benhexol, Procylidine

Hyoscine, Propantheline
	Parkinson’s Disease

Drug induced Parkinsonism
	Voiding difficulties

	Drugs with antimuscarinic side effects

	Antihistamines

Pizotifen

Promethazine
	Allergies, Hay fever, Rashes
Migraine, Travel sickness
	Voiding difficulties

Reduced awareness of desire to void

	Antidepressants

Amitriptyline, Lofepramide

Imipramine
	Depression
	Voiding difficulties

	Calcium channel blockers

Nifedapine
	Angina, arrhythmia, hypertension
	Nocturia, increased frequency

	Cytotoxics

Cyclophosphamide

Ifosfamide
	Malignancies
	Haemorrhagic cystitis

	Diuretics

	Loop diuretics

Frusemide

Bumetanide

Metazolone
	Management of hypertension

Pulmonary oedema

Heart failure, oedema
	Urinary urgency

Urge incontinence

	Thiazides

Bendroflurazide

Cyclopenthiazide

Amiloride, Triamterene

Spironolactone 
	Diabetes insipidus

Oliguria due to renal failure

Ascites, Nephrotic syndrome
	Urinary urgency

Frequency

Urge incontinence

	Hypnotics/sedatives

	Antipsychotics

Chlorpromazine

Thioridozine, Droperidol,     Halperidol, Pimozide
	Schizophrenia and related  psychotic illness

Nausea, vomiting, agitation

Anxiety
	Voiding difficulties, decreased awareness

	Benzodiazepines

Nitrazepam Temazepam

Lorazepam
	Sedation
	Decreased awareness, impaired mobility

	Barbirurates

Amylobarbitone, phenobarbitone
	Sedation
	As above

	Chloral derivatives
	Sedation
	As above

	Phenothiazines

Chlorpromazine, Thioridazine

	Sedation
	Decreased awareness of desire to void

	Opiate analgesics

	Diamorphine, Morphine
	Pain control, Drug abuse
	Bladder sphincter spasm causing difficulty in micturition and urge incontinence

	Xanthines

	Theophylline, 

Caffeine
	Asthma


	Increased diuresis, aggravates detrusor instability causing urge incontinence
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GUIDELINES FOR THE PROVISION OF PRODUCTS

Provision of containment products must not be initiated until stage 1 of the urinary or bowel assessment has been completed.  

Those assessing patients need to be completely satisfied that all appropriate treatment and if necessary referrals have been offered to the patient.  Interventions to promote continence, such as pelvic floor exercises, bladder retraining, and a referral to a women’s health physiotherapist if suitable should be first line treatment where appropriate.  The use of antimuscarinics can also be considered.  If it is inappropriate for a patient to commence a treatment care pathway for urinary or faecal incontinence, then the nurse needs to clearly document this in the assessment.

Products for the containment of incontinence can only be supplied following a comprehensive assessment using the NHS Wandsworth Continence care pathway tool. 

Eligibility to receive products:

The degree of incontinence must be severe enough to require two or more products in 24 hours. Patients with light incontinence requiring only one pad a day will be expected to purchase their own. If the patient has moderate or severe nocturnal incontinence, one pad per 24 hours may be provided at the discretion of the Continence Lead. The quantity of products will be issued according to assessed need up to a maximum of four products in 24 hours.  Any product requirement above this number must be agreed by the Continence Lead.

In the inpatient setting at Queen Mary’s Hospital, patients have access to products as required; however it would be unusual for a patient to require more than four products in 24 hours if the correct product has been chosen following assessment.  Any patient who is requiring more than four pads in 24 hours should be discussed with the Inpatient Continence Lead.

The patient must reside within the Wandsworth PCT boundary / have a Wandsworth PCT GP and be living at home, in a residential home or be an inpatient at Queen Mary’s Hospital.

Monitoring

When ordering products in the community setting or on discharge from Queen Mary’s Hospital, health care professionals will clearly quote:

1. Name, address, date of birth and GP of client

2. product description

3. amount required in 24 hours

4. signature and print of prescriber

5. Alternative delivery address.

Patient’s product needs must be reassessed every six months in order for them to continue to receive products and in conjunction with the continence care pathway 

PRODUCTS AVAILABLE AND SUPPLY CRITERIA 
· Bodyworn pads or flex products, nappies

TENA Comfort - No more than 4 per 24 hours. 

TENA Flex – No more than 3 in 24 hours

TENA for Men level 2 – No more than 4 in 24 hours.

Always remember to give a lower amount initially and increase if necessary. 

· All in one” i.e. TENA pull-up pants

No more than 3 per 24 hours

These will only be provided to clients with severe physical or mental impairment, where it has been assessed that patients are able to pull up pants.  If carers have to assist with pulling the pads on and off then TENA Flex are to be used. 

The continence leads recognise that disposable pull up pants are sometimes the most appropriate product for clients. One example is for rehabilitation purposes, in which case they will be supplied for short term use only.  This is due to the fact that in comparison to all-in-one and shaped pads the disposable pull-up pants are expensive and are not necessarily the best use of the available resources. The disposable pull-up pants can only be made available in the short term and then alternative products for long term needs will be identified to make the best use of resources. Only in exceptional circumstances will they be agreed for longer term use by the Continence Lead. Authorisation requirements - 3 monthly reassessment or supply is stopped. 

Lighter mini pads will no longer be supplied in the community.
.
· Net Pants 

Clients in the community requiring net pants will be issued initially with five pairs and thereafter five pairs every six months 

· Bed Pads 

Provision will only commence after discussion with the Continence Lead and can be supplied for exceptional circumstances only, for example in the case of terminal illness  

· General advice

Continence pads will be supplied to manage incontinence, not to protect bedding. 

It is the client’s responsibility to protect furniture and bedding. 

Alternatives to TENA products can be provided where these products are found to be more cost effective 

Advice should be given where appropriate about using other forms of continence management eg. sheath systems, intermittent catheters.

Samples of products can be delivered direct to clients homes and are also available from clinics, health centres and Link Nurses (both in the community and at Queen Mary’s Hospital.

Continence products are not a substitute for a regular toileting programme.  In addition, consideration could be given to the installation of a commode if suitable access to a toilet is an issue for the client in the community.

· Clients with exceptional clinical needs in the community
Please submit to the Community Continence Lead, in writing, a case of need, for example, terminal illness or T.P.N. feeding. In these circumstances, a maximum of 5 pads per 24 hours may be supplied. 

When to Consult the Continence Lead: 

In the first instance it may be appropriate to liaise with your designated Link Nurse if you have any queries regarding:- 

• Other methods of promoting continence 

• The most appropriate way of managing an individual client 

• Supplies of continence aids 

• Any dissatisfaction with products 

If further advice is required, contact should be made with the appropriate Continence Lead

QUALITY CONTROL AND MONITORING

The following will be monitored as required and on a six monthly basis:

· Random audit of assessments will be undertaken.

NHS Logistics currently supply a comprehensive report of the product usage, cost, and successful deliveries every 8 weeks.

· All complaints will be reported and monitored according to the PCT Complaints Policy.

· Any unmet need will be recorded and monitored.

ADMINISTRATION OF THE CONTINENCE PRODUCT SERVICE

a) NHS Logistics supply continence products to NHS Wandsworth.  The main product of choice for pads is TENA.  

b) On completion, all fully completed assessments and product request forms are faxed to the Continence Service on 0870 607 9786. 

c) Following authorisation by the Continence Lead CTL, clients living in their own homes will be offered a 12-week delivery cycle. The first delivery will usually take place three/four days after the order is placed.

d) Clients in their own homes are on a “Self-Care” system which requires them to ring the continence customer service on 01924328758 to initiate each order. Parameters are set so that orders cannot be processed prior to the due date, but can be postponed if the client wishes. This reduces stockpiling and is more cost effective than fixed cycle deliveries.

e) Care homes and Queen Mary’s Hospital receive deliveries on a pre-agreed fixed delivery cycle. Orders are accompanied by a list of clients and products provided. A signature is required for proof of delivery. 

f) NHS Logistics carry out deliveries to clients living at home. All products are discreetly wrapped. Where the client has specified, parcels may be left at an alternate delivery point, e.g. in the garage, or at a neighbour's house. All clients must specify an alternative delivery point where possible. A card will be left and delivery attempted the following day. Following a second failed delivery a card will be left asking the client to make contact to rearrange delivery. 
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