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1.0 WHY DO WE NEED THESE GUIDELINES

1.1 Bladder and bowel dysfunction can have many different causes of which incontinence
may be a symptom. Incontinence is defined as the involuntary loss of urine or faeces
which is considered a social and hygienic problem (NHS England Excellence In
continence care 2018).

It is estimated that 14 million men, women, young people, and children of all ages are
living with bladder problems. It is also estimated that 61% of men experience lower
urinary tract symptoms (LUTS) and around 34% of women are living with urinary
incontinence. In the UK 6.5 million adults suffer with some form of bowel problem, with 1
in 10 of the population affected by faecal incontinence. Urinary and faecal incontinence
are conditions affecting 1 in 3 people living in residential care and 2 in 3 nursing home
residents.

The rate of emergency admissions due to Urinary Tract Infections (UTI's) has almost
doubled over the last 5 years placing additional pressure on acute settings which could
often be avoided through early continence intervention. Incontinence is a treatable
condition; it is not a disease but a symptom of an underlying condition which can be
treated in many cases. When continence is not achievable then people can expect the
highest standards of continence care and incontinence management, to enable social
continence and maintenance of the individual's dignity (NHS England Excellence in
continence care 2018).

The promotion of continence is a vital part of holistic care, whereby individuals should
be given every opportunity to achieve continence. The quality of life (QOL) for people
with bladder and bowel dysfunction can be significantly improved by thorough
assessment and the application of appropriate treatment and management (NHS
England Excellence In continence care 2018).

People who suffer with bladder and bowel dysfunction are affected in many ways:

Physical impact:
Day to day activities that most people take for granted become a major planning
exercise or just impossible for people with incontinence:

e Journeys on public transport are frequently out of the question for many people,
making going to work, visiting places of entertainment or socialising impossible.

e Finding accessible public toilets is a cause of anxiety for many people and coping
strategies may include detailed mapping of public toilets and planning for regular
toilet stops.

e Incontinence can contribute to marital and family breakdown. People avoid

making social contacts and lose their confidence in personal relationship.

Restricts employment, educational and leisure opportunities.

Can lead to social embarrassment and social exclusion.

Results in people moving to residential/nursing homes.

Causes soiling and can ruin clothes and bedding, leading to extra laundry costs

and increased expense of those items.

e Increased risk of skin breakdown which may lead to pressure ulcers/ Moisture
Associated Skin Damage (MASD).

Psychological Impact:
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People with incontinence have been found to be more depressed, have higher levels of
anxiety, feel more stigmatised and poorer life satisfaction compared to people who are
continent:

e Patients re often embarrassed and ashamed of their condition, keeping it secret
from even those closest to them.

e They can be reluctant to seek help.

e Many are unaware of the treatments available to cure or manage their condition.

e Coping mechanisms vary from person to person but are commonly directed
towards concealing the problem.

e Offering pads prematurely can lead to psychological dependence upon them,
and reluctance to attempt curative treatment.

To promote continence positively we need to change our attitude towards incontinence,
despite the raise in profile many Health Professionals still consider incontinence a “low
priority’.

The provision of high-quality bowel and bladder care is evidenced by the Francis Report
(2010) which highlighted poor patient experience in bladder and bowel continence care,
raising serious concerns of neglect. For example:

e Failure to respond to requests for assistance.
¢ Failure to meet basic continence needs.
e Failure to provide dignified care.

Good Practice in Continence Services (DOH, 2000) suggest that all patients presenting
with incontinence should be offered an initial continence assessment performed by a
suitable trained healthcare professional. There is a substantial evidence base for the
effective treatment of incontinence; studies have identified that 70% of individuals can
have incontinence cured or significantly alleviated (DOH 2000).

The purpose of this guidance is to ensure that all adult patients within Cambridge and
Peterborough Foundation Trust (CPFT) presenting with continence issues are
holistically assessed. The content of this guidance promotes excellence in continence
promotion and continence care by ensuring that dignity in care is at the heart of the
service we deliver.

The Guidance aims are:

e To promote continence and reduce the prevalence of incontinence.

e To ensure the timely assessment and identification of continence needs of adult
patients and the development of a management plan to meet those needs.

e To improve the quality of life for individuals experiencing bladder and bowel
dysfunction. To ensure that patients can access continence assessment and
treatment from a specialist when the need is identified.

e To promote effective liaison between continence services, community
neighbourhood teams, inpatient settings, and Allied Healthcare Professionals.

2.0 WHO IS IT FOR?

2.1 This guideline applies for all staff clinical staff employed by Cambridgeshire and
Peterborough NHS Foundation Trust (CPFT) who deliver/provide continence care to
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adult patients: undertake continence assessments, penile and urethral urinary
catheterisation, suprapubic catheterisation, Trial Without catheter (TWOC), bladder
scanning and all aspects of bowel care as part of their clinical workload; to ensure safe,
competent practice by all Health Care Professionals.

The continence care of children/young adults below the age of 18 are excluded from
this guidance.

3.0 GUIDELINES DETAILS

3.1

3.2

Patient Consent: Patients should be approached for consent in all cases prior to
performing investigations and physical examinations and this should be documented
within the patient’s electronic record using the Consent to treatment SystmOne Template.

When seeking consent, staff must ensure patients fully understand the information being
given to them; this may necessitate the use of a professional interpreter to ensure they
are able to give informed consent. The Mental Capacity Act 2005 provides a statutory
framework to empower and protect vulnerable people aged 16 and over who are not able
to make informed decisions. Where there are concerns about an individual’s capacity to
consent to treatment the Decision Specific Assessment of Capacity (MCA 2002)
SystmOne.

Template must be completed Patient Chaperone: Staff must ensure that they ask all
patients who require an intimate examination if they require a chaperone. If the patient
declines a presence of a chaperone this should be respected, and their decision
documented in their clinical record. If the patient requires a chaperone and has no family
member, carer or friend available, then the member of staff must try to obtain a suitable
chaperone, where possible, in line with the patient’s preference. If there is no suitable
chaperone, then the intimate examination must be postponed until a chaperone can be
arranged for a future date and time. Refer to Trust Chaperone Policy for Adults and
Children for further information.

Continence assessment

An assessment is vital for patients with urinary and faecal symptoms to identify
underlying cause and contributory factors. Once diagnosis is made, a treatment plan
can be developed which can lead to better care, improved continence, and improved
quality of life.

Do not assume anatomy based on gender or recorded sex — assess and document
relevant anatomy and catheter history/ surgery or gender affirming surgery affecting
urethra.

The aim of a continence assessment should always be to promote continence; it should
not be seen as a ‘pad assessment’.

When delivering best-practice continence care, including product provision, it is
important to understand that for many individuals, but especially trans people, intimate
care and conversations around intimate care needs can put that person in a vulnerable
position. This can be made worse if the individual needs assistance and can be
especially traumatising where there is body dysmorphia linked to gender and
anatomical sex not matching their deeply felt internal gender. Oxtoby, (2024)

A knowledge of issues faced by those who identify their gender in a different way is key
to providing inclusive and gender-affirming care. Murray S, Elsegood L (2024). Please
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refer to the Trust’s Transgender policy for service users which provides guidance
on care for transgender service users, principles and practice.

The containment products supplied are unisex. However, please undertake a holistic
individual approach to history taking and exploring treatment options, and devise an
individual holistic management plan for patients, which would involve looking at different
aids and appliances. Many are gender-specific, so it is imperative that a discussion of
options with the patient to find a solution together.

The National Institute for Clinical Excellence provides guidance on assessment and the
range of treatment options available for bladder and bowel dysfunction. Please click on
links provided.

NICE Guidance

NICE Management of Lower Urinary Tract Symptoms in Men

NICE Faecal Incontinence in Adults

The Royal College of Nursing also have a bladder and bowel resource page. Please
see link below.
The Royal College of Nursing bladder and bowel resource page.

Patients presenting with the following triggers should be offered an assessment:

1. Do you have to go to the toilet frequently during the night i.e., more than twice?

2. Do you have to go to the toilet frequently during the day? i.e., more than 4-7 times per
day?

3. Do you have to rush to the toilet?

4. Do you leak urine at any day?

5. Do you have a poor urinary stream? How often do you have your bowels opened?

6. Do you pass hard/lumpy stools and/ or loose stools? (Use Bristol stool chart to
ascertain stool consistency)?

7. Do you have your bowels open less frequently than own typical pattern?

8. Do you have accidents with your bowels at any time?

9. Do you take regular laxatives/anti-diarrhoeas?

10.Do you wear any continence products?
11.Do you suffer with urinary tract infections?

To assist with a diagnosis the following components of the medical histories are
particularly emphasized:

e The severity and duration of any urinary or bowel symptoms.
e Effect of any symptoms on psychological well-being, relationships, sexual
functional and quality of life.

For patients where it is known or anticipated there may be difficulties with maintaining
bladder and/or bowel health e.g., learning disabilities, dementia, or frailty, they should
still have the opportunity for treatment before containment management options are
implemented.

The Continence Assessment should follow and be documented in the patient’s
electronic record via the Continence Assessment Tool. This document and all
associated documents can be accessed via the icon below in SystmOne:

A list of all documents available via this route can be found in Appendix 2 Bladder The
continence assessment for bladder dysfunction should include the following:

Duration
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Ask the patient how long they have had the problem, did it start suddenly or gradually, is
it worse, improving, or static. Where there any exceptional circumstances when it
started, e.g., emotional upheaval, domestic problems, illness.

Medical, surgical, and obstetric history - which may influence bladder function.
For example:

Childbirth — any obstetric difficulties
Hysterectomy

Vaginal repair

Colposuspension or Trans Vaginal Tape
Bowel surgery

Back problems

Back surgery

Pelvic surgery

Neurological disease or injury
Radiotherapy Prostatectomy or other urological surgery
Diabetes Mellitus

Asthma

Medication
Medications may influence bladder function. Please see Appendix 3 for medication and
how they affect the bladder.

Three-day voiding/frequency diary

Is an essential component of continence assessment. The type and amount of all fluids
should be recorded, all urine output should be measured and recorded, and any
episodes of incontinence should be recorded.

Intake

An adequate intake is 1500-2000mls daily unless patient is on a fluid restriction. The
results of the 3-day voiding/frequency diary (available in SystmOne, see Appendix 2),
can identify if the patient has a poor, or excessive fluid intake, or is drinking
inappropriate fluids e.g., coffee, tea, fizzy drinks - especially cola, citric fruit juice, red
wine which can irritate the bladder causing an increase in frequency. Poor fluid intake
may cause dehydration, confusion, constipation, concentrated urine, and urinary tract
infections. Excessive fluid intake or drinking large volumes may increase urinary
frequency. See links below for fluid matrix and hydration information

Bladder and Bowel orq. Fluid matrix

The Importance of Hydration - Bladder and Bowel Community.

Output

The results will help identify if the patient has increased frequency more than 8 times in
24 hours. It is normal for adults over the age of 50 years to have to toilet once during
the night.

Passing small amounts frequently may indicate that the patient has an overactive
bladder or incomplete emptying.

It will also identify the incidence of incontinence, is it day, night, or both.
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Bowel function

Check bowel function as constipation can have a significant effect on bladder function
and where the main problem is faecal incontinence, the bowel assessment tool should
be used and a 7- day bowel diary.

Cognitive
Assess the patient’'s mental state. Can they identify when they need to toilet? Are
prompts needed to ensure that they toilet regularly?

Mobility and dexterity

Observe the environment, can the individual get out of the chair or bed because it is too
low? Can the patient physically get to the toilet and remove clothing? Toilet access —
distance, height of toilet seat, wheelchair access, grab rails etc. Identify any aids which
may be required to help prevent functional incontinence.

When does the leakage occur?

On coughing, sneezing, exertion — may be due to stress incontinence.

On the way to the toilet — may be due to urge incontinence.

Passive incontinence where there is no real desire to void, but leakage occurs.
Nocturnal Enuresis is defined as any involuntary loss of urine occurring during sleep.

Voiding pattern

e Frequency - If the patient has not been able to keep a 3-day voiding chart, ask
how often they think they have to toilet during the day and night.

e Nocturia - is a complaint that the individual wakes at night one or more times to
void.

e Urgency - is the complaint of a sudden compelling desire to pass urine which is
difficult to defer. Ask patient if they have to toilet urgently when they get the first
desire to void, or can they hold on, if so, for how long?

e Slow stream - is reported by the individual as his or her perception of reduced
urine flow.

e Spraying - of the urine stream may be reported (this may be due to meatal
stenosis).

e Intermittent stream - is the term used when the individual describes urine flow
which stops and starts during micturition.

e Hesitancy - is the term used when an individual describes difficulty in initiating
micturition resulting in a delay in the onset of voiding after the individual is ready
to pass urine.

e Straining to void - describes the muscular effort used to either initiate, maintain or
improve the urinary flow.

e Terminal dribbling - is the term used when an individual describes a prolonged
final part of micturition, when the flow has slowed to a trickle/dribble.

e Feeling of incomplete emptying - after passing urine

e Post micturition dribble - is the term used when the individual describes the
involuntary loss of urine immediately after he or she has finished passing urine,
usually after leaving the toilet in men, or after rising from the toilet in women.

e Pain - A constant painful desire to void, which is relieved to some extent by
voiding may be caused by chronic cystitis.
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e Incontinence aids - Ask the patient if they use incontinence pads, the type, and
how many they use in 24 hours. This can give a good indication of the degree of
incontinence.

Investigation(s):

Urinalysis

Urinalysis can provide invaluable diagnostic information about the patient’s health
status, including indications of renal function, urological and liver disease, diabetes
mellitus, urinary tract infection and general hydration. Information obtained from the
Urinalysis should be recorded in the patient’s electronic record using the Urinalysis
Template.

Urinalysis should be undertaken as part of the assessment as a baseline, any abnormal
results should be reported to the GP and a specimen of urine obtained for further
analysis.

In relation to identification of Urinary Tract Infections Urinalysis becomes more
unreliable with increasing age over 65 years. By 80 years half of older adults in
care, and most with a urinary catheter, will have bacteria present in the
bladder/urine without an infection. This “asymptomatic bacteriuria” is not
harmful, and although it causes a positive urine dipstick, antibiotics are not
beneficial and may cause harm.

Please see link below for NHS England for Diagnosis of urinary tract infection.

Public Health England- Diagnosis of Urinary Tract Infection.

A portable bladder scan

A portable bladder scanner uses sound waves to estimate the amount of urine in the
bladder. It is non-invasive, causes minimal discomfort, and is reliable and accurate
when used correctly by a competent healthcare professional. It is now a standard
component of a continence assessment (NICE 2019).

Physical examination

To detect any abnormalities such as:

Penis: pin hole meatus, retracted penis. Digital rectal examination (DRE) to check for
any abnormalities and size of the prostate gland, usually performed by the GP or a
competent continence nurse specialist.

Vagina: Vaginal examination to check pelvic floor tone and observe for vaginal
prolapse. The Continence Nurse Specialist (and Women’s Health Physiotherapist) can
check the strength of the individual’s pelvic floor tone by placing the finger into the
individual’s vagina and asking her to squeeze.

Please see link to RCN genital examination in women.

RCN Genital Examination in women
The Modified Oxford Scale is used to determine the strength of the pelvic floor muscles.

0 - No contraction

1- A flicker of movement
2 - A weak contraction

3 - A moderate contraction
4 - A good contraction
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|5- | A strong contraction |

Pad weight test, over 24 hours:
Pad weights can give more objective evidence to how wet the patient is. Check wetness
indicator on pads.

Observe skin
Poor continence care is a contributory factor to pressure ulcers and moisture associated
skin damage. Good continence care plays an important role in their prevention.

Digital rectal examination

May be performed by a competent healthcare professional during a bowel assessment to
check anal tone, any abnormalities around the anus and to check for constipation (Royal
College of Nursing (RCN) 2019).

Sexual Function

Some drug treatments may cause male sexual dysfunction. It is important for Health Care
Professionals to address sexual function and be prepared to help people resolve their
difficulties by knowing what services are available and arranging referrals when
appropriate or at least ask the GP to refer to urology for men or urogynaecology for
females.

Diagnosis

Following the continence assessment, a diagnosis can be made to identify the type of
urinary incontinence and discuss assessment findings with patient/carers to formulate a
treatment/management plan in agreement with patient/carers. See Appendix 4.

Please see Appendix 5 & 6: NICE flowcharts for Male & Female Incontinence. Please see
link for Cambridge and Peterborough ICS (now Central East ICB) for female stress
incontinence and female urgency flowchart.

Female Stress incontinence and Female urge incontinence: Women’s Health:
Local Pathways and Guidelines/CPICS Website

Any patient with new onset or existing continence needs which require further expert
investigation, must be referred to secondary care by their GP for example:

URINALYSIS

e Haematuria in the absence of infection — investigate following national guidelines.

e An untreated urinary tract infection (UTI) can cause SEPSIS.

e For those with recurrent UTI ensure a bladder scan is carried out. FREQUENCY
AND/OR URGENCY.

e Urinary frequency and/or urgency can occur in women as a symptom of ovarian
cancer. If in any doubt, refer the patient to their GP for further investigation.

OVERFLOW URINARY INCONTINENCE.

e Ensure men are screened to exclude prostate cancer.

¢ Risk of ascending infection if the bladder is not fully emptying.

e The sudden inability to pass urine, resulting in abdominal pain and distress is called
acute urinary retention and is a medical emergency

FUNCTIONAL URINARY INCONTINENCE.

e Identify treatable underlying symptoms.

¢ New onset confusion could indicate SEPSIS.
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3.3 Bowel Dysfunction
Bowel care may include rectal examinations and interventions, which should only be carried
out when there is a specific and adequate clinical indication. It is the policy of
Cambridgeshire and Peterborough NHS Foundation Trust that bowel care should be
carried out in a safe and consistent manner according to Trust procedures for bowel care.

Certain groups of people have an increased risk of experiencing bowel dysfunction
problems. These include women, those with or have sustained obstetric trauma and/or
learning disabilities and people with neurological conditions (DoH, 2000). Bowel care deals
with intimate and private parts of the body. All interventions relating to assessment and
treatment require discretion and sensitivity. Patients have a fundamental legal and ethical
right to determine what happens to themselves and their bodies. Informed consent to
treatment and to offer a chaperone for all intimate examinations regardless of whether the
gender of the professional is the same as the patient is central in all forms of healthcare,
from providing personal care to giving medication or other forms of physical investigation
and treatment, in line with local and national policies.

Assessment of bowel continence and function should form part of the holistic patient/client
assessment. Bowel assessment includes obtaining a history and carrying out relevant
clinical examinations. It also includes carrying out and interpreting relevant baseline
physiological observations and tests. In some exceptional circumstances people will have
regular administration of either enemas or suppositories. This will be under the guidance of
the prescriber and will be incorporated into the individual person’s care plan. It will also
only be routine when all other medication has been viewed as not being appropriate or not
being of benefit. These individuals will most likely have been on these medications for a
long time and note their bowels have developed a habit for only working with this agreed
intervention.

Products to manage incontinence (absorbent pads, anal plugs, faecal collectors etc.) may
be considered during the assessment process. However, it should be born in mind that
psychological dependence on containment products can develop if these are offered
prematurely and the motivation to regain continence may be compromised (NICE 2014).

The continence assessment for Bowel dysfunction should include the following:

Comprehensive History:
e Review of onset and symptoms “The Patients Story” their expectations and why
they are presenting now?
e Change in diet.
Use of laxatives and other bowel medication (including over the counter
medication).
Any changes in usual bowel action.
Exclude any red flags - presence of blood, mucus or an offensive odour.
Medical and surgical history - Obstetric history.
Pain and discomfort on defecation.
Effect on quality of life.
Identification of conditions which may worsen symptoms e.g., chronic cough,
Smoking, anal-rectal surgery, or previous radiotherapy/chemotherapy.
e Manual dexterity and mobility.
e Assessment of environment.
e Medication review

Physical Examination:

GO08 - Continence Guidance v2.1 Page 13 of 46



Abdominal examination if required.

Pelvic examination/Pelvic floor assessment.

Identification of neuropathic bowel problems.

Digital Rectal Examination assessing for faecal matter, stool consistency and anal
tone.

Visual assessment of perineum and buttocks.

Observe skin integrity for pressure damage and/or contact dermatitis.

Investigation:

7—-14 day bowel/food diary can help to identify problems, food intolerances,
frequency of bowel evacuation, stool consistency and amount, where bowel
evacuation occurs and faecal incontinence.
Stool specimen when indicated.
Digital Rectal Examination (DRE) is an invasive procedure and should only be
performed after completion of a full assessment. It involves observing the perianal
area and inserting a lubricated gloved finger into the patient’s rectum. DRE can be
used in the following circumstances:

o To establish the presence, amount and consistency of any faecal matter in the
rectum.
Ascertain anal tone, the ability to initiate and the degree of contraction.
Establish anal and rectal sensation.
Check for the presence of foreign objects.
Prior to giving rectal medications, suppositories or enemas.
To establish the effects of rectal medication.
Determine the requirement for DRF (RCN 2019).

O O O O O O

Treatments
Simple interventions (RCN 2019)

Healthy lifestyle advice-including weight management, smoking cessation, fluid
advice, diet adjustment to promote ideal stool consistency and predictable bowel
emptying, and exercise.

Regular routine for bowel emptying-reflecting current needs and previous history
where relevant and using personal programs of interventions.

Maximize gastric colic reflex and natural body functions by suggesting the patient
empties their bowels 30 minutes after a meal.

Pelvic floor exercise/anal sphincter exercise: Pelvic floor muscle training programme
is a progressive and intensive Programme of voluntary pelvic floor muscle
contractions used to attempt to strengthen, improve the endurance of and speed of
response of the Pelvic floor muscles and requires at least three months of intensive
exercise to produce improvement. This improvement is dependent on many factors,
including patient motivation and conforming to a programme specific to them. (RCN
2012)

Abdominal massage

Correct sitting position

Toilet aids/adaptations

Psychological and emotional support

Skin care advice

Advice on continence products, choice, availability, and use

The progress of the individual should be monitored by digital reassessment carried out by
a competent health care professional (NICE, 2014).

Medications used to treat bowel dysfunction
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Oral and rectal stimulants are available to treat bowel dysfunction and can be combined
with bowel management programs to encourage a more effective way of emptying the
bowel. When considering prescribing bowel medication and/or bowel preparation it is
important to remember when prescribing to take into account indications, hierarchy of
choice, usage times, duration of treatment, licensed usage, local formularies, types of
bowel dysfunction used for, cautions and contra indications, side effects, interactions and
expected outcomes (RCN 2012).

Suppositories

A suppository is a medicated solid formulation prepared for insertion into the rectum.
Once inserted the temperature of the body will melt the suppository from its solid form to
a liquid.

Digital rectal examination should be performed prior to administration to assess the need
for the rectal medication.

ICSW band 3 and 4 can administer suppositories after patient has been risk assessed
using bowel risk assessment form (see Appendix 7) under delegation from a RN.

Link to Royal Marsden for Administration of suppository
Rovyal Marsden for Administration of suppository

Enemas
Before considering the use of an enema for treatment of constipation please consider
treating with high dose Macrogol.

When laxatives or suppositories have not produced a bowel movement or when rapid
relief from rectal loading is required, an enema may be appropriate. An enema is a liquid
preparation that is introduced into the body via the rectum for the purposes of producing
a bowel movement or administering medication. There are two main types of enemas —
evacuation and retention.

e An evacuate enema is a solution introduced into the rectum or lower colon with the
intention of its being expelled along with faecal matter. Phosphate enemas and
sodium citrate micro-enemas come under this group.

¢ A retention enema is a solution introduced into the rectum or lower colon with the

intention of being retained for a specified period of time. An enema may be
required for the following:

Acute disimpaction of the bowel

Bowel clearance before bowel investigations or surgery

To soothe and treat bowel mucosa in chronic inflammatory bowel disease such as
Ulcerative colitis ICSW’s band 3 and 4 can administer micro enemas following
appropriate training and assessment of proficiency and where a patient risk
assessment form has been completed by the RN and under delegation from a RN.

Phosphate enemas can only be administered by a Nursing Associate, Band 5 and above.

Before Administering a Phosphate Enema an assessment considering the below is
paramount.

Risk Assessment

Are there safe(r) alternatives?

Any underlying gastro-intestinal conditions?
Red Flags?

Oral Medication
Small volume enemas

GO8 - Continence Guidance v2.1
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Electrolyte imbalance/dehydration/Diuretics? | Suppositories Digital Removal of Faeces
Older Adult /Debilitated? (DRF)

Skin Issues? Trans anal irrigation

Drug Interactions?

Link to Royal Marsden for Enema Administration
Royal Marsden for Enema Administration

Trans-Anal Irrigation

This is a specialist procedure and should only be commenced following consultation with
a continence nurse specialist within the Bladder and Bowel Service.

Nice Guidance for Trans anal irrigation

The terms Trans- anal Irrigation and Rectal Irrigation are used interchangeably in current
literature. The benefits for patients with functional bowel disorders is that it enables them
to achieve bowel emptying without the assistance of medication, thereby giving them
more control and autonomy over their own bowel regimes reducing dependence on
health care professionals to meet their elimination needs (Gardiner 2009). Findings
revealed that patients with faecal incontinence experienced the most benefit from rectal
irrigation as they were more likely to persist with the procedure (Tod et al 2007). Trans
anal irrigation should only be considered if other less invasive, conservative methods of
bowel management have been tried or failed to control constipation or faecal
incontinence (RCN 2019).

Trans — anal irrigation can be performed by ICSW’s band 3 and 4 on a named patient
only basis after training and delegation by Band 5 and above.

Indications for use:
e Neurogenic bowel dysfunction Spinal cord injury (SCI) spina bifida and Multiple
Sclerosis (MS)
Chronic constipation, including slow transit constipation and evacuation difficulties.
Chronic faecal incontinence Contraindications:
Acute inflammatory disease
Known obstructing rectal or colonic mass
Rectal or colonic surgical anastomosis within last six months
Severe cognitive impairment

Use of Anal Plug

This is a useful device for individuals with passive soiling who can use it on a daily basis
or when they want to do sports activities. It is not suitable for patients with frequency or
urgency of defecation, as it would have to be removed each time. The advantage is that it
usually stops soiling, however some patients report discomfort and are unable to tolerate
it. Patients with a neurological injury or condition benefit from it, as they frequently lack
function in the anal canal. It is used after their normal bowel regime and is inserted to
prevent further soiling. This is a specialist procedure and should only be commenced
after consultation with a Continence Specialist nurse within the Bladder and Bowel
Service.

Digital removal of Faeces (DRF)

Only a competent practitioner should carry out this procedure To ensure competence the
nurse should have successfully completed the local trust Bowel care course, completed
competencies in DRE and DRF and should familiarize themselves with this guidance
prior to undertaking this procedure.
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In most cases the need for the digital removal of faeces is preventable by using a
stepped approach to the management of constipation (RCN 2019). The digital removal of
faeces is an invasive procedure and should only be practiced when necessary, and after
a comprehensive assessment (SSH CC01 and RCN 2019).

For some patients such as those with spinal cord injury, cauda equina, spina bifida and
multiple sclerosis the digital removal of faeces may be an integral part of their routine
bowel management.

DRF is an invasive procedure and should only be performed in selected cases and/or
when necessary and then only after a full comprehensive individualised bowel
assessment. Health care staff must recognise that many individuals with a spinal cord
injury utilise and are dependent on DFE as part of their established bowel management
Programme. The failure to support people with a spinal cord injury who need DRF results
in ineffective bowel management. This inevitably results in faecal loading and impaction,
increasing the risk of Autonomic dysreflexia. (RCN 2019).

Cultural and religious beliefs need to be taken into account before proceeding with this
procedure and the opportunity for a chaperone must be offered.

Digital Stimulation (DRS)

Stimulation of the anus or anal sphincter can aid some patients with defecation. It is
suggested that this procedure can be effective when used together with techniques to
enhance defecation such as, adopting the correct position on the lavatory, taking hot
drinks and food 20-30 minutes prior to instigating bowel care, to take advantage of the
gastric colic reflex. In spinal injury patients, it can be possible to stimulate a defecation
reflex using Digital stimulation

DRS can be completed by ICSW’s band 3 and 4 on a named patient only basis only and
after proficiency in practice assessment have been completed and this aspect of care is
delegated by Band 5 or above.

Only to be completed by a competent practitioner by inserting a gloved lubricated finger
into the anus and slowly rotating the finger in circular movements, maintaining contact
with the rectal mucosa. Rotate the finger in a clockwise direction for at least 10 seconds,
maintaining contact with the bowel wall throughout withdraw the finger and await reflex
evacuation. Repeat every five-ten minute until rectum is empty or reflex activity ceases
(RCN 2019).

The Management of Faecal Incontinence in Adults

Autonomic Dysreflexia (AD) in Spinal Cord Injury Patients

This is a medical emergency unique to people with spinal cord injury. Acute episodes
may result in rapidly rising blood pressure with an accompanying risk of brain
haemorrhage and possible death. It occurs in people with a spinal cord injury at level
sixth thoracic vertebrae (T6) or above and is an abnormal sympathetic nervous system
response to a noxious stimulus below the level of injury.

Signs and symptoms include:
e severe headache.
flushing.
sweating.
blotchiness above the lesion.
hypertension.
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The patient should be observed for symptoms of AD during bowel care, as acute AD may

occur in response to digital interventions. A rapidly developing severe headache is a

cardinal sign of acute AD. If this occurs, stop DRF, a medical assessment should be

undertaken, and the patient should be treated promptly.

Treatment:

Recognise the signs and call for help/assistance.

Sit the patient up.

Check blood pressure readings every two to five minutes.
Administer any prescribed anti-hypertensive medication.
Check bladder and bowel status/function.

Prevention:

Diet:

Plan and deliver an effective individualised bowel care programme to manage
constipation and avoid faecal loading.

Treatment of any anorectal problems.

Apply local anaesthetic gel prior to digital interventions; this can reduce or
eradicate the autonomic dysreflexia response during bowel care (Neuro Advisory
Board, 2019).

Continue adherence to the bowel management programme and routine, on a
regular basis.

Take into account existing therapeutic diets.

Ensure overall nutrient intake is balanced.

Consider use of a food & fluid diary.

Advise patient/client to modify one food at a time.

Encourage people with hard stools and/or clinical dehydration to aim for intake of
at least 1.5 litres of fluid per day (unless contra-indicated)

Consider screening people for malnutrition or risk of malnutrition.

Bowel Habit:

Interventions should promote ideal stool consistency and predictable bowel
emptying.

Encourage bowel emptying after a meal.

Ensure toilet facilities are private, comfortable and can be safely used with
sufficient time allowed.

Encourage people to adopt a sitting or squatting position where possible while
emptying the bowel and avoid straining.

Toilet Access:

Ensure locations of toilets are made clear and any equipment or help needed to
access the toilet is provided.

Offer advice on easily removable clothing.

Refer for home and mobility assessment if appropriate.

Medication: see Appendix 3

Coping Strategies offer advice on:

Continence products.
Emotional and psychological support.
Talking to friends and family.
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e Planning travel and carrying a toilet access card or RADAR key.
e Anal plugs.
e Skin care, odour control.

Review

Ask whether Faecal Incontinence (FIl) has improved.

If symptoms persist discuss further treatment options If individual does not wish to
progress further in care pathway provide long term strategies.

Specialist Assessment:
Refer patients with continuing Fl for specialist assessment to the colorectal team via GP.

Bowel care in End of Life

Nurses should adopt a preventative approach to palliative care and end of life care with
effective monitoring so that when bowel symptoms present, prompt treatment and
management is initiated.

Please see Palliative and End of Life patient information leaflet.

Biofeedback

Biofeedback is a behavioural therapy used to treat people with bowel dysfunction such as
constipation or faecal incontinence, which do not respond to standard treatment.
Biofeedback therapy is used to treat these problems and improve patients’ quality of life.
(Burch 2010) It can be used to aid the teaching of voluntary pelvic floor muscle
Contraction and relaxation of the pelvic floor.

Bowel Care emergencies/complications
Bowel Care Emergencies/Complications are very rare, but it is important to be aware of
these and to act quickly to reduce further complications.

Bowel obstruction

Can be associated with no bowel activity or lots of painful activity to try to bypass a
mechanical obstruction, abdominal pain and distension, vomiting, possible dehydration
and is a serious condition that requires immediate medical attention. Main causes are
colon cancer, adhesions, scarring from infection.

Perforation

Is a hole in the bowel which allows leakage of intestinal contents into the abdominal
cavity. Perforation could cause peritonitis which if not treated can cause almost
immediate death (Medline Plus accessed October 2018). Causes of perforation include a
diverticular or cancerous lesion, colonoscopy or sigmoidoscopy (very rare), ischemia of
the bowel possibly caused by a strangulated hernia.

Diarrhoea

There are many causes of diarrhoea (for example colitis, small bowel disease,
pancreatic, endocrine, infection, antibiotic therapy, drug, diet induced) and it may lead to
dehydration and electrolyte imbalance. Beware mistaking faecal overflow for diarrhoea. If
faecal overflow is a consideration a digital rectal examination and stool charts will be
required for diagnosis. Where consent cannot be obtained medical advice should be
sought. Any patient experiencing unexplained diarrhoea requires full assessment and
diagnosis before treating. This assessment should consider ‘red flag’ symptoms of blood,
mucous and pain and medicines review as well as the possibility of the diarrhoea being
infectious and contagious. Also ensure dehydration is recognised and appropriately
managed. Long standing or sporadic diarrhoea that has been fully investigated and
cannot be rectified may be managed with anti-motility medication given under medical or
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specialist supervision. Patients with mental capacity may also find anal plugs helpful in
managing their symptoms.

Undiagnosed rectal bleeding

Can have a number of causes, including haemorrhoids, anal fissure, prostatitis,
diverticular disease, colitis, polyps, ulceration or a life-threatening malignancy. The type
of blood (fresh or dark) and where seen (on the toilet paper, on wiping, or on the faeces)
needs to be ascertained. Recent change in bowel habit, unintentional weight loss, rectal
bleeding, anaemia, increased mucus and wind not associated with any lifestyle changes
may be due to malignancy, inflammation or ischemia. An individual with any of these
symptoms should inform their GP, see NICE guidance NG12 on suspected cancer.

Faecal impaction

Is when the rectum and the lower colon is full of hard or soft faeces and the person is
unable to evacuate their bowel unaided. This can result in faecal impaction with overflow
spurious diarrhoea, which is common in the elderly (Harari 2004) and in individuals with
neurogenic bowel dysfunction. It may be misdiagnosed as diarrhoea and treated
inappropriately (RCN 2012). Macrogol powder is licensed to treat faecal impaction and
may need to be given on prescription only, in combination with rectal stimulants such as
an enema.

Red Flags - CAGCCG (2015)

Persistent unexplained change in bowel habit.

Palpable mass in the lower right abdomen or the pelvis

Persistent rectal bleeding without anal symptoms.

Narrowing or stool calibre.

Family history of colon cancer or inflammatory bowel disease.

Unexplained weight loss, iron deficiency anaemia, fever or nocturnal symptoms.
Severe persistent constipation that is unresponsive to treatment.

When to Refer
e Cancer suspected.
Underlying cause suspected.
Pain and bleeding on defaecation.
Treatment unsuccessful.
Assessment required prior to referral for other interventions e.g., psychology,
psychiatry.

Following the continence assessment, a diagnosis can be made to identify the type of
urinary incontinence and discuss assessment findings with patient/carers to formulate a
treatment/management plan in agreement with patient/carers. See Appendix 4.

Management of Incontinence

Despite the many advances in the treatment of bladder and bowel problems,
incontinence commonly persists. Incontinence aids should only be considered if all other
strategies for promoting continence have failed. The use of appliances such as penile
sheaths, indwelling catheters and pads, to manage incontinence may be detrimental to
body image and sense of masculinity or femininity and can contribute to the perception of
being, less attractive to the individual's partner.

Products
e Urinals
¢ Reusable pants
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Reusable bed/chair sheets

Penile sheaths

Male reusable devices

Anal plugs, anal inserts

Faecal collectors

Intermittent Catheters

Indwelling catheters

Incontinent pads are only issued after an initial assessment and only governed by
clinical need. There is a strict criterion for the provision of incontinence pads.
Refer to the Standard Operating Guidelines for The Provision of Continence
Aids. Pad usage and cost can be reduced through good continence care. It is
estimated that the NHS spends £80 million per year on product costs.

Guidance for the provision of absorbent pads for adult incontinence - a consensus
document 2021- ACA Guidance for the provision of absorbent pads for adult
incontinence- a consensus document 2021

Individuals (and healthcare professionals) should be encouraged to use the evidence-
based and independent Continence Product Advisor website for product advice. This
includes a validated patient decision aid to enable self-purchase/prescription of products
and devices most suited to their needs. http://www.continenceproductadvisor.org/

4.0 TRAINING REQUIREMENTS ASSOCIATED WITH THIS GUIDANCE

4.1 Training requirements associated with these guidelines
Registered healthcare professionals and designated integrated care support workers must
undertake training on all aspects of bladder and bowel care in accordance with their role.
The training pathway can be seen in Appendix 8. The Training Needs Analysis (TNA) and
service Clinical Skills Matrix will identify the aspects of care and relevant training needs.
Training is provided by the Bladder and Bowel Service and must be completed before any
aspect of bladder and bowel care are undertaken. Observation and assessment of
proficiency, along with ongoing supervision will be undertaken by experienced clinicians in
the clinical settings e.g., team leaders, bladder and bowel champion/ link nurses.

Agency staff

The agency should provide the training for Continence Assessment, Male/Female/ Supra
Pubic Urinary catheterisation, and bowel care. The staff member should provide evidence
of up-to-date training certificates etc and the Band 6 of the team should accompany the
agency nurse on the first visit to undertake proficiency in Practice Assessment and ensure
that that the staff member has read this guidance and is aware of all local procedures.

All staff involved in these aspects of care will require a Login for The Royal Marsden online
— this can be accessed via CPFT Library.

Healthcare practitioners of Band 5 and above that have completed the continence
assessment training can perform the initial holistic assessment which will include the
continence assessment. Proficient ICSW’s Band 3 and 4 and Nursing Associates can then
complete a follow up visit/reassessment.

A risk assessment form must be completed for each patient before the decision is made to
delegate any bowel procedure to an ICSW/AP. The risk assessment is completed by the
registered nurse (RN) who takes responsibility for delegation of the task. The Risk
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Assessment can be found in SystmOne on the Clinical Tree, under Questionnaires. See
Appendix 4.

DRE can be undertaken on a named patient only basis by ICSW band 3 and 4 after
delegation by Band 5 and above and after proficiencies have been completed.

Please complete bladder scan training, available to book via CPFT Academy and the
proficiency in practice document.

Please go to CPFT Academy and complete information on pads and pad fitting. Link
and videos — CPFT Learning

5.0 DEFINITIONS

Continence
The ability to voluntarily control bladder and bowel function, allowing urine and faeces to be
passed at an appropriate time and place.

Incontinence

The involuntary loss of urine and/or faeces that is considered a social or hygienic problem. CPFT’s
guidance references the NHS England definition of incontinence as the involuntary loss of urine or
faeces.

Urinary Incontinence
Any involuntary leakage of urine. Common types include:
o Stress urinary incontinence — leakage associated with coughing, sneezing, laughing or
exertion.
« Urgency urinary incontinence — leakage associated with a sudden compelling desire to
void.
o Mixed urinary incontinence — a combination of stress and urgency symptoms.
« Overflow incontinence — leakage due to incomplete bladder emptying and over-
distension.
« Functional incontinence — inability to reach or use toileting facilities despite normal
bladder function.

Faecal Incontinence
The involuntary loss of faeces (stool), ranging from minor soiling to complete loss of bowel control.

Double Incontinence
The concurrent involuntary loss of both urine and faeces.

Lower Urinary Tract Symptoms (LUTS)
A collective term describing symptoms related to the bladder, urethra and urinary tract, including
frequency, urgency, nocturia, hesitancy, poor flow and incontinence.

Nocturia
The need to wake during the night one or more times to pass urine.

Urgency
A sudden, compelling desire to pass urine that is difficult to defer.

Frequency
Passing urine more often than is considered normal for the individual.
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Continence Assessment

A holistic assessment undertaken by a trained professional to identify the causes of bladder or
bowel dysfunction and determine appropriate treatment or management. CPFT guidance
emphasises that assessment should precede the provision of containment products.

Containment Management

The use of products or devices (e.g. pads, appliances) to manage symptoms when continence
cannot be fully restored or improved. CPFT guidance states that products should only be supplied
following a holistic continence assessment.

Continence Products / Continence Aids
Absorbent pads, garments and other devices used to contain urine or faeces and support dignity,
independence and quality of life where incontinence persists.

Voiding Diary / Bladder Diary

A record of fluid intake, urine output, toileting times and episodes of incontinence, usually kept for
three days as part of a continence assessment. CPFT guidance identifies this as an essential
component of assessment.

Person-Centred Continence Care
An approach that promotes dignity, independence, choice, privacy and inclusion, ensuring that
assessment and treatment are tailored to the individual’s needs and preferences.

6.0 KEY DUTIES AND RESPONSIBILITIES

6.1  Service/Team managers are responsible for ensuring all staff undertaking any aspect of
bladder and bowel care are conversant with this policy and related policies. Furthermore,
all staff working with patients where bowel and bladder care is an issue should be familiar
with the procedures detailed within this policy. Each registered healthcare professional is
accountable for his/her own practice and will be aware of their legal and professional
responsibilities relating to maintaining professional competency, to work within their sphere
of competence and to identify further training requirements (NMC 2019).

All Registered Health Care Professionals who delegate aspects of Bladder and Bowel care
to unregistered staff must be conversant with Accountability and Responsibility and the
Delegation requirements:

Accountability and Delegation Royal College of Nursing (rcn.org.uk)

Accountability - The Nursing and Midwifery Council (nmc.org.uk)

Delegation - The Nursing and Midwifery Council (nmc.org.uk)

7.0 HOW WILL THIS GUIDANCE BE MONITORED FOR EFFECTIVENESS?

7.1 Service managers have the responsibility to ensure the guidance is implemented in full
and audits should be completed by teams on a rolling basis. Any gaps identified should be
addressed by its respective team and escalated if appropriate.

8.0 LINKS TO RELATED DOCUMENTS

8.1  Trust Chaperone Policy for Adults and Children
Standard Operating Guidelines for The Provision of Continence Aids
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Delegation Policy
Transgender Policy for Service Users
Transgender Policy for Staff
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APPENDIX 1: Documents available to support assessment and management via

SystmOne

Documents available to support assessment and management via SystmOne
+ Continence Assessment

Bowel Dysfunction Assessment

Bowel Chart

Frequency/ Volume Chart

Tena — order form

Tena Special Case order form

Catheter Assessment Tool for Blocked Catheters

Catheter Passport

Urinalysis Template

Leaflets
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APPENDIX 2: Medications That Can Cause or Exacerbate Urinary Incontinence

Medications That Can cause or Exacerbate Urinary Incontinence

Medication Effect Symptoms
Diuretics: Increase urine production by| Urgency

e.g., Furosemide the kidneys Frequent urination
Bumetanide

Sedatives/hypnotics:

Cause sedation or

Lack of concern or desire to

causing it to retain urine

e.g., Diazepam drowsiness use the toilet

Lorazepam

Opioids Cause sedation or Lack of concern or desire to
e.g., Morphine drowsiness; relax the bladder | use the toilet, difficulty in

starting urinary stream.
Straining to void with a weak
stream, leaking between
urinations.

Antihistamines:
e.g., Chlorphenamine

Relax the bladder causing it
to retain urine

Urinary retention

Antidepressants: e.q.,
Citalopram
Fluoxetine

Decreased bladder
conftractions

Micturition disorders
Urinary frequency
Urinary retention

Antipsychotics:
e.g., Chlorpromazine
Risperidone

Clozapine

Decreased bladder
conftractions

Urinary incontinence
Antimuscarinic symptoms —
such as dry mouth,
constipation, difficulty with
micturition

Alpha-adrenergic
antagonists:

e.g., Doxazosin

Relax the muscle at the outlet
of the bladder

Leaking when coughing,
sneezing, laughing,
exercising etc.

Anticholinergics: e.q.,
Oxybutynin
Tolterodine
Solifenacin

Decreased bladder
conftraction

Urinary retention

e.g Nifedipine
Amlodipine

Calcium channel blockers:

Decreased bladder
contraction

Urinary disturbances
Mocturia polyuria
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APPENDIX 3: Types of Incontinence and Treatments

Types of incontinence and Treatments

Urinary incontinence
Type Causes Exacerbating Treatment(s)
Factors
Stress urinary incontin@nce: Childbirth Lifestyle changes:
Definition: is the complaint of involuntary leakage on Difficult labour Reduce weight if BMI greater then 30
effort or exertion or on sneezing or coughing. This affects | Trauma Stop smoking
1 in 4 women, often due to weakness of the pelvic floor Surgical Share the lifting of heavy loads
miscles. Congenital weakness Avoid constipation
Heawvy lifting Good fluid/diet intake
Smoking
Obesity
Pelvic floor exercises:
By learning to do pelvic floor exercises the individual may greatly improve their problems
and regain control of the bladder and bowels.
MNICE {2013} recommend a trial of supervised pelvic floor training of at least 3 months”
duration as first-line treatment to women with stress or mixed urinary incontinence. Pelvic
floor muscle training should consist of at least B contractions, three times a day (NICE
2013).
Patient information leaflets on Pelvic Floor Exercises for Women (and Men) are
available on request from the Continence Service.
Owveractive bladder (DAB) Infection Fluids Lifestyle changes:
Definition - urgency, with or without urge incontinence Stones, tumour Medication Altering fluid intake/diet — constipation and straining during bowel movement increases
and usually with frequency and nocturia. OAB bladder is Meurological disease or injury mobility/dexterity pressure on the bladder. To help regulate the bowel function advise patient to increase fibre
an important risk factor for falls. Patients with Surgery Mental state intake and exercise.
incontinence are 26% more likely to fall and 34% likely 1o | viaginitis/interstitial cystitis Constipation Advice reducing weight - may help reduce OAB symptoms and stress incontinence as a
facture Radiotherapy Smoking result of decreased pressure on the bladder.
Diabetes Obesity Advice to stop smoking - nicotine imitates the detrusor muscle of the bladder and causes
bladder contraction and urgency.
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Emotional stress

Idiopathic — no Known cause
small capacity bladder
Outflow obstruction

Hakbit

Bladder retraining

|5 a behavioural approach used to reduce symptoms of OAR, by re-educating the bladder to
a normmal or improved pattern of voiding? There seems to be no way of predicting how long
bladder re-education is likely to take for each individual, and it may take some time to
succeed. NICE (2013) recommend bladder retraining lasting for a minimum of & weeks as
first-line treatment to women with urgency or mied urinary incontinence. The patient is
instructed to gradually increase the time intervals betwean going to the toilet by "hanging
on’. To quell the feeling of urgency the patient should stand still, tighten the pelvic floor
musches and distract their minds by thinking of some complex tasks.

It is useful to teach Pelvic Floor Exercises, as this gives the patient added strength in their
pelvic muscles and enables them to delay voiding, therefore psychologically they feel more
confident to postpone voiding, and which is an essential part of bladder retraining.

Patient Information Leaflets on Bladder Retraining are available on request from the
continence sarvice.

Urinary incontinence

Type

Causes

Exacerbating
Factors

Treatment(s)
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Prompt Volding

Thiz method is often used in conjunction with timed voiding. The patient is asked at regular
intervals (often 2 hourly) whether or not the toilet iz required and is then taken if the
response is positive. Praise and social reinforcement are given when toileting is successful.
Suitable Patlents — used for institutionalised patients who have severe deficits of their
cognitive and physical capabilities

Antichelinergic Medication

In addition, with bladder retraining it may be necessary to use Anticholinergic medication to
bring about or maintain improvement.

It is recommended that all patients should have a portable bladder scan to ensure the
bladder is emptying effectively prior to and after commencing Anticholinergics, as the effects
of the medication can cause retention of urine.

Anticholinergics inhibit the binding of acetylcholine to the muscarinic receptors in the
detrusor therefore suppressing involuntary bladder contractions; increases the bladders
capacity to store urine; reducing urgency and frequency.

When choosing an Anticholinergic medication - refer to Cambridgeshire and
Peterborough Formulary

http:{fwww. cambridgeshireandpeterboroughformulary. nhs. ukidefault asp

MICE (2013) 1.7.6 do not offer Oxybutynin (immediate release) to frail older women. It
is possible that a patient may have to try more than one Anticholinergic before finding the
one which is most helpful to them. Once the appropriate Anticholinergic and the commect
doze have been identified for the individual patient, advise that they may not see the full
benefits until they have been taking the treatment for 4 weeks (NICE 2013, 1.7.2)
Reviewing Overactive Bladder drug treatment refer to NICE (2013)

Maost patients with neurological conditions such as Spinal Injuries, Multiple Sclerosis and
Parkinson's Disease will need to stay on the medication long term.
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Mirabegron (Betmiga)

Mirabegron is a drug for the treatment of an overactive bladder. It is a beta 3- adrenoceptor
agonist which activates beta 3 —adrenergic receptor in the detrusor muscle in the bladder,
which leads to muscle relaxation and an increase in bladder capacity. Refar to
Cambridgeshire and Peterborough Formulary.

Outflow Obstruction
Definition: An obstruction to the outflow of urine from the
bladder Symptoms:
Freguency

Hesitancy

Straining to void

Poor stream

Dribbling incontinence
Urgency

Urge incontinence
Mocturia

Acute retention

Benign prostatic hyperplasia
(enlarged prostate)

Urethral stricture (namrowing of
the urethra)

Detrusor sphincter dyssinergia
(the detrusor muscle contracts
but the sphincter does not relax

Medication: alpha blockers (to relax the bladder neck to improve the flow of urine) andfor
Sx reductase inhibitors {to help shrink the prostate gland but it can take up to 6-12 months
to notice any improvement). Refer to Cambridgeshire and Peterborough Formulary

leading to voiding difficulties Surgery:
Proztatectomy
Urethrotony
Meatal dilatation

Urethral dilatation

Urinary incontinence

Type

Causes

Exacerbating
Factors

Treatment(s)

Atonic bladder
Definition: Bladder does not contract to enable complete

emptying

Functional Incontinence

Patients who are unable to reach the toilet in time, usually
due to poor mobility, manual dexterity andior
environmental problems such as a low chairbed making it
difficult for the patient to get out off and to get to the toilet
in tirme.

Toilet too far or inaccessible.

Remember — clder people have less “waming” time to
void than the young.
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Damage to peripheral nerves of
the bladder, or to spinal cord
below level 32

Diabetes

Lumbar or pelvic injury or
SUFQery

Neurclogical disease
Years of bladder abuse

Indwelling urinary catheter.
Clean intermittent self-Catheterisation.

Functicnal assessment is an essential component of the continence assessment in the
elderly. Careful observation of toileting may reveal obvious problems which are otherwise
easily missed:

Patients with memary problems may not remember where the toilets are, clear signposting
are helpful.

Meobility — A good walking aid, whether stick, tripod, or frame, can greatly improve mobility,
speed and confidence in visiting the toilet independently. May need a referral to the
physictherapist to improve mobility and/or Occupational Therapist for tollet adaptations and
equipment such as rails around the toilet or raised toilet seats.

Commodes or urinals may be helpful to promote continence.

Manual dexterity — once in the toilet, can the person manage to undo or take down his/her
clothes. Many disabilities common in the eldery, such as stroke or Parkinson's Disease
resulting in difficulties with manual dexterity. Tirme is lost struggling with buttons or zips.
Velcro fastening may make a considerable difference.
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Faecal incontinence

Type

Causes

Bowel Dysfunction —

Definition: Involuntary evacuation of the bowel at an
inappropriate time and in an inappropriate place. Like
urinary incontinence, fascal incontinence is a symptom
rather than a disease and must have an underlying cause.

Intarnallaxternal sphincter or
pelvic floor damage is by far
the most common cause of
faecal incontinence in younger
adults, particularly amongst
women after childbirth (forceps
delivery). Sphincter damage can
also arise from direct injury to
the perineum.

Diarrhoea: anyone with very frequent or loose bowel
motions maybe prone to faecal incontinence.

Post-Surgery — Haemorrhoidectomy, Sphincterotony,
anal stretch

Anal rectal pathology = Rectal prolapse, anal or rectal
vaginal fistulae

Neurological Disease — people with spinal cord injury,
multiple sclercsis is prone to bowel problems
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Uleerative Colitis

Crohns Disease

Irritable Bowel Syndrome
Carcinoma of the rectum
Infection

Radiotherapy

Drug induced — antibiotics,
laxative abuse

Exacerbating
Factors

Treatment(s)

Diet and fluid advice

Bowel habit and Bowel Care

Drug therapy — the main role of drug therapy is to solidify liquid or
soft stool by using of constipating agents.

Consider alternatives to drugs contributing to FI

Prescribe anti-diarrhoeal drugs, in accordance with summary of
product characteristics, for people with loose stools and associated
Fl once other causes have been excluded.

Loperamide should be 1st drug of choice.

Offer codeine phosphate (second line if unable to tolerate
Loperamide. Introduce at very low dose and escalate as tolerated
until desired stool consistency is reached.

Do not offer anti-diarrheal to people with:
Hard or infrequent stools

Acute diarhoea without a diagnosed cause
Acute flare up of ulcerative colitis

5t Marks Anal Sphincter Exercises for Anal Leakage St Marks Anal Sphincter
Exercises for Anal Leakage
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FunctionalEnvironmeant- Elderly people with dementia
have a high prevalence of faecal incontinence due to the
loss of intellectual function and koss of social awareness
of the need for continence. Lack of toilet facilities and

privacy especially in institutionalised care.

Faecal incontinence

Surgery — where the external anal sphincter is damaged. Rectal
prolapse and rectovaginal fistula require surgical intervention

Type

Causes

Exacerbating
Factors

Treatment(s)
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onstipation

nition: Constipation is “the passage of hard stools less
requently than the patient’s own normal pattern

Ymptoms:

nfrequent bowel movement

aszing hard, dry stools

bdominal pain and distension

latus

eadaches Mood
wings

FPoor concentration
Halitosis

IBimple Causes:

Feduced mobility

Low residue diet

Dehydration

Environment lack of privacy
Medication side effects Major
Causas:

Meurclogical conditions
diopathic megacolon —
Hirschsprungs Disease
rritable Bowel Syndrome,
Diverticular Diease Endocrine
Hizorders — hypothyroidism,
Diabetes

Pellitus

Carcinoma

Bressfanxiety Confusion/dementia

Treatment for constipation:

Constipation with overflow — first clear the faecal impaction (when constipation becomes
severe impaction may occur) e.g., magrogol or enemas.

Treat underlying disorders

Prevent constipation

ttention to diet - good fibre intake. Eat breakfast

ttention fluid intake

hdaximise the gastro-colic reflex, sit on the toilet after meals and hot drinks

Increase exercise (if possible)

Correct position on toilet

Oral Laxatives

When advice on diet fails to relieve constipation or is not considered adequate to relieve the
condition, laxatives may be indicated. These are sub-divided into three main groups (RCN
2019):

Bulk-forming laxatives: relieve constipation by increaging faecal mass which stimulates
peristalzis, patients should be advised that the full effect may take some days to develop.
dequate fluid intake must be maintained, or symptoms of constipation may worsen. They can
also be used to give bulk to lose stools.

Stimulant laxatives: increase intestinal motility and will help induce a bowel movement within
8-12 hours. Often cause abdominal cramp.

Osmotic laxatives: increase the amount of water in the large bowel. These agents may take
up to 48 hours to act and should be given with plenty of water.

Magrogols; Stool softeners. Faecal residue is softened, and stools are re-hydrated. Some of
these preparations are licensed to treat faecal impaction.

Administration of suppositories/enemas
When oral laxative therapy has not produced a bowel movement, or rapid relief from rectal
Ioading is required, a suppository or enema may be appropriate.

Cambridge and Peterborough management of constipation flow chart:

Constipation | Health topics A to 2| CKS | NICE

Cambridgeshire and Peterborough Formulary
cambridgeshireandpeterboroughformulary.nhs.uk)
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APPENDIX 4: Female Incontinence

NO IMPROVEMENT REFER TO CONTINENCE SERVICE
DETAILED ASSESSMENT, PELVIC FLOOR EXERCISE PROGRAMME,
BLADDER RETRAINING, ANTICHOLINERGIC THERAPY,
PHYSIOTHERAPY, CONTAINMENT

FAILURE OF THESE MEASURES AFTER 3 MONTHS

|

!
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APPENDIX 5: Male Incontinence
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APPENDIX 6: Risk Assessment for Digital Rectal Examination (DRE)

Risk assessment for Digital Rectal Examination (DRE),

Digital Removal of Faeces (DRF) and Digital Rectal Stimulation (DRS) by a Healthcare
Assistant/Assistant Practitioner/Integrated Care Worker

A risk assessment must be completed for each patient before the decision is made to delegate the
above to an HCA/AP/ICW. The risk assessment is completed by the registered nurse (RN) who
takes responsibility for delegation of the task.

Ensure the HCAJAP/ICW to whom the procedure is delegated is proficient to undertake these
aspects of care identified for this patient.

Patient Name MHS Mumber

If the answer is No to any of the questions below do nof Yes/No
delegate and undertake a comprehensive review

1 | Has a full Bowel assessment been completed by a RN?

2 Does the planned bowel procedure (DRE, DRF DRS)
remain appropriate?

3 Is there a personalised plan of care, following a bowsl
assessment including identification of red Flags,
completed by a RN in place?

4 Are Fundamental Assessments completed and up to date?

Has the patient got a completed 7-day bowel chart?
Has the care plan/ documentation been completed

Have any clinical/ medical changes been investigated?

Has the patient been informed of this aspect of care being
delegated?

9 Has the patient given their informed consent for this aspect
of care to be delegated?

10 (Is there a suitable supply of appropriatg
equipment/Medication available?

Marr chart in place and completed within the home?

If the answer is Yes to any of the questions below do not
delegate and undertake a comprehensive review

1 Are there any known complications to undertaking thig
aspect of care?

eg., Underlying bowel disorders, recent anal

surgery/Traumna /Cancer, Fragility, bleeding, pain, recent

pelvic surgery’ Injury Autonomic Dysreflexia, complex

Manual Handling needs, mental health issues, menial

capacity Issues Recent radiotherapy Unwanted sexual

gratification and other contra-- indications that may not be

listed

Are there any safeguarding concerns?

Is the delegation of this aspect of care detrimental to the
patient's care delivery?

O | =4 | Eh| WA

4 | Are there any situations where the RN would need to be
contacted urgently?

All azpects of the risk assessment have been completed and control measures achieved.
Patient's risk assessment and care plan have been documented on the electronic record.

RN Signature. ... PRt Date

The risk assessment must be reviewed on .._...........................(da&te) or whenever there are
any changes to the patient’s clinical condition or medication.
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APPENDIX 7. Bladder and Bowel Training Pathway

Bladder and Bowel Training Pathway
This is a suite of training, and all aspects must be completed as outlined below. All can be booked onto via CPFT Academy

There are Proficiencies in Practice for all the aspects of care which will need to be completed following the Theoretical and Practical Training.
All un-registered practitioners will be required to undertake an annual proficiency in practice for the aspects of care in Yellow

Band/Role | Continence | Urinary Catheters Catheter | Stoma | Application | Convesns
Assessment | 3yrly update Maintenance | Scan Assessment | Care

Female | Male | SP
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APPENDIX 8: Promote

PROMOTE i D
Continence Care Plan for Patients and Carers ™"
A— N — campnagesd | [compnsgoad | [comoanagees | [ corsianagreed Care plan agroes
A ware, e ok
m—— 7y -—
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APPENDIX 9: Continence Assessment and Provision of Incontinence Pads, Client Information Sheet

CONTINENCE ASSESSMENT AND PROVISION OF INCONTINENCE PADS
CLIENT INFORMATION SHEET

CONTINENCE ASSESSMENT AND PROVISION OF INCONTINENCE PADS CLIENT
INFORMATION SHEET

All patients

Will have an assessment of their continence problem as often incontinence can be cured or at |east better managed.
Are expected 1o have a 3-month treatment/management plan, incontinence pads will only be supplied where this has failed to resolve the problem, or the assessing nurse indicates that there is an
urgent need

Your Health Care Professional (HCP) will organise a pad trial initially to enswre that you receive the correct product for your needs, once the arder has been placed, products cannot be changed for 12
waeks,
Please note:
Cambridge and Peterborowgh MHS Foundation Trust (CPFT) regrets that if an individual is not willing to be assesced or reassessed, then products cannot be supplied.
That not all patients are eligible for pads.
CPFT does not supply produects for light incontinence.
This is & Continence Assessiment, NOT a pad assessment.
If you have moved into the area, and were receiving pads prior to moving, you will need to be assessed by the HCP as products differ from area to area.
It is recomrmended that net fixation pants are wornn in conjunction with the larger shaped pads. These are not provided by the CPFT, the HOP will give you details how to purchase the net fisation pants
or see below for details.

Please note that there is a maximum lmit to the nurmber of pads which may be supplied in a 24-hour period: -
Shaped or Slip products 1-4 OR
Pull up panis 1-2 (only after further clinical assessment, supported by the Bladder and Bowel Service).
Once you have been assessed the HOP will send a product reguest form to the Bladder and Bowel administrator, you should receive your first delivery within 1-2 weeks.
A letver of confirmation will be sent to you stating the first date of delivery and how to order further supplies.
Your pads are delivered direct to your home. Deliveries are made to specific areas on certain days of the week.
Itis helpful, if you can give your HCP details of somewhere the pads can be left under cover, or an alternate address to deliver to. If youw have not given your HOP any alternative delivery
instructions, please try to be in on the day of the delivery.
Flease Note - It is your responsibility to order your product ete. Please contact: TENA on 0345 741 3543

I you feel that supplementary pads are required you can wisit TEMA Direct on 0EDD 0461501 or Tenadirect.co.uk, using promotional code TEMA Extra - you will receive a 10% discount quoting your
unigue arder number. Il you change your address — please remember we cannot deliver withowt your new postosde — please ring the Bladder and Bowel Service on 0330 726 007
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APPENDIX 10: EQUALITY IMPACT ASSESSMENT ‘

Equality Impact Assessment Form
Introduction

The general equality duty that is set out in the Equality Act 2010 requires public authorities, in
the exercise of their functions, to have due regard to the need to:

¢ Eliminate unlawful discrimination, harassment and victimisation and other conduct prohibited
by the Act

¢ Advance equality of opportunity between people who share a protected characteristic and
those who do not

e Foster good relations between people who share a protected characteristic and those who
do not

Training on undertaking Equity Impact Assessment can be made available for individuals or

teams on request. If there is something that is not clear regarding the EIA process, or you need

help to complete the EIA form, please contact:

EDI@cpft.nhs.uk

Equality Assessment Form

Name of Proposal - policy, Continence Guidelines.
strategy,

function, service being assessed:

Is this a new or existing policy, Existing Policy
practice or change to a service?

Directorate, Department / Service: | OPAC

Details of the person completing Jacqueline Robinson Bladder and Bowel Service Clinical Lead,
this impact assessment form. 07564044644

Name, Job Title, Telephone /
Extension:

List any associated policies /
procedures

Those involved in the

assessment: Sam Henderson Practice Development Lead- Physical Health -
07900345121
Date:
GO08 - Continence Guidance v2.1 Page 41
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Patient safety, continuity of care for staff of the Bladder and

el el U (e GUHEenE Bowel Service, Community, Out of Hours and GPs.

of this work)? (Include outline of
objectives and function aims)

Who will be affected? (e.g. staff, All clinical staff who undertake this aspect of care and this is
patients, service users etc.) included in their training needs analysis. (TNA)

Adult patients receiving continence care

Carers and families supporting patients

What are the desired outcomes? For patients to have a personalised holistic continence
assessment.

What does this policy, function,
process link to in terms of wider For all staff to have access to the most up to date evidenced
Business plans and objectives? based practice for this aspect of care.

NICE clinical guidelines (urinary and faecal incontinence)
RCN guidance on bowel care and intimate examinations
NHS England Excellence in Continence Care

Peer-reviewed literature on gender-affirming continence care
Trust Equality Act and EDI frameworks, including PCREF

What equality information is
available? (Quantitative and
qualitative)

Limited local quantitative outcome data of protected
characteristic

Limited patient-reported experience measures (PREMs) specific
to continence care across equality groups

Are there any information gaps
you are aware of? If so, what are
they?

Patients and carers

Bladder and Bowel Service

Community and inpatient clinical teams
Equality, Diversity and Inclusion Team
Safeguarding and Professional Practice Leads

Who are the stakeholders for this
practice or service change?

Engagement and involvement

Have you consulted on the

proposal? Yes

Sam Henderson practice development lead
LGBTQ+ Staff Networks

EDI Lead

Sally-Anne Bradford operational lead
Emma Williamson Quality Matron

Nikki Judge clinical systems

If so with whom?

If not, why not?

Evidence considered

When looking at the impact on the equality groups, you must consider the following points in
accordance with General Duty of the Equality Act 2010:

In summary, those subject to the Equality Duty must have due regard to the need to:

. eliminate unlawful discrimination, harassment and victimisation.
. advance equality of opportunity between different groups; and
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. foster good relations between different groups

Consider how your assessment has been able to demonstrate Positive Impact, Negative /
Adverse Impact or Neutral Impact?

What evidence have you considered?
List the main sources of data, research and other sources of evidence This can include national research,
surveys, reports, research interviews, focus groups, pilot activity evaluations etc.

Disability Consider and detail on attitudinal, physical and social barriers.

Positive Impact:

Disabled people, including those with physical, sensory, cognitive or learning disabilities, are
disproportionately affected by bladder and bowel dysfunction. The guidance mandates holistic
assessment, reasonable adjustments (e.g. support with mobility, cognition, communication),
and avoidance of premature control. This advances equality of opportunity by enabling access
to treatment rather than defaulting to pads or appliances.

Sex Consider and detail on men and women (potential to link to carers below).

Positive Impact:

The guidance recognises sex-specific anatomy, clinical pathways and risks (e.g. prostate health /
disease, pelvic floor dysfunction, cervical health) while requiring assessment to be based on individual
anatomy rather than assumptions. This reduces sex-based clinical disadvantage and supports
equitable outcomes.

Race Consider and detail on difference ethnic groups, nationalities, Roma gypsies, Irish travellers, language
barriers. See Trust website for the Patient and Carer Race Equality Framework for more information on how to identify
potential impacts for racialised communities. Patient and Carer Race Equality Framework | CPFT NHS Trust

Impact: Neutral (with mitigation in place)

There is no evidence the policy disadvantages racialised groups; however, language barriers,
cultural norms around continence, and stigma may affect engagement. The guidance requires
interpreters and culturally sensitive consent processes, supporting equitable access. The
team have a male bladder and bowel specialist in the team to facilitate cultural respect.

Mitigation:

e Consider interpreter use where required

e Cultural sensitivity during intimate care

e Monitoring complaints, feedback and access via PCREF principles / framework

Age Consider and detail across age ranges on old and younger people. This can include safeguarding, consent
and child welfare.

Positive Impact:

Older adults are at increased risk of incontinence and associated harm (e.g. UTls, pressure
damage). The guidance explicitly addresses age-related risks such as asymptomatic
bacteriuria and frailty, preventing over-medicalisation and inappropriate antibiotic use.
Under-18s are appropriately excluded.

Gender reassignment (including transgender) Consider and detail on transgender and transsexual
people. This can include issues such as privacy of data and harassment.

Positive Impact:
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The guidance explicitly states, “do not assume anatomy based on gender or recorded sex”
and recognises the vulnerability of trans and non-binary people during intimate care. This
actively eliminates discrimination and advances equality of opportunity by embedding
gender-affirming practice. The guidance clearly clarifies the process for example the TWOC.

Marriage and Civil Partnership Consider if the policy unjustifiably treats people differently based on
marital status. Are there hidden assumptions favoring married couples over single people.

Neutral Impact:
The guidance does not differentiate care based on marital or partnership status. Decisions are based
on clinical need and patient consent only.

Sexual orientation Consider and detail on heterosexual people as well as lesbian, gay and bi-sexual
people.

Neutral Impact:

Sexual orientation does not affect access to or delivery of continence care within the
guidance. The policy avoids heteronormative assumptions and focuses on individual clinical
need.

Religion or belief Consider and detail on people with different religions, beliefs or no belief.

Neutral Impact with Mitigations:

Some religious beliefs may affect acceptance of intimate examinations or same-sex care. The
guidance requires consent, offers chaperones, and allows postponement where appropriate,
fostering respect and good relations.

Mitigation

e Flexible care planning

e Cultural and religious sensitivity training
e Use of chaperones and patient choice

Pregnancy and maternity Consider and detail on working arrangements, part-time working, infant caring
responsibilities.

Neutral Impact:
Guidance excludes patients until 12 months post partem; prior to the 12 months patients
attend the pelvic health physio clinical.

Other identified groups Consider and detail and include the source of any evidence on different socio-
economic groups, area inequality, income, resident status (migrants) and other groups experiencing
disadvantage and barriers to access.

Carers Consider and detail on part-time working, shift-patterns, general caring responsibilities, protected
characteristics of the carer themselves and if this makes seeking help from services more challenging.

Positive Impact:
Carers are recognised within assessment and care planning. Clear continence management reduces
carer burden, distress and safeguarding risk.

Supporting actions
¢ Inclusion of carers in care planning with consent
e Provision of education and written information

Patient and Carer Race Equality Framework (PCREF) Consider additional barriers for racialised
communities accessing mental health services. How might the policy impact different ethnic minority groups'
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experiences and outcomes. See Trust website for the Patient and Carer Race Equality Framework for more
information on how fto identify potential impacts for racialised communities.
Patient and Carer Race Equality Framework | CPFT NHS Trust

Neutral Impact with Mitigations:
The guidance aligns with PCREF principles but lacks specific local outcome data. There is no
identified adverse impact, but monitoring is required to ensure equitable experience.

Mitigation
o Review complaints, incidents and feedback by ethnicity
¢ Incorporate continence care into PCREF reporting where feasible

Armed Forces (including veterans and reservists)

Neutral Impact:
No differential impact identified.
Care is provided based on clinical need.

Mitigation
Maintain awareness of service-related injuries where relevant

Action planning for improvement:

Outline key actions based on any gaps, challenges, and opportunities you have identified and will be
addressed through consultation or further research.

The Continence Guidance is assessed as overall positive, with no unlawful discrimination identified,
clear advancement of equality of opportunity (particularly for disabled, older and trans patients), and
measures in place to foster dignity, respect and good relations across all groups.

Category Actions required to address Target | Person
gaps and issuels date responsible and
their division
Gaps and Challenges No gaps identified in this current
guidance
Monitoring, evaluating & | Continue to evolve equality Ongoing
reviewing monitoring along with patient

experience into audit process to
promote individualised care

Signed off by EDI Team | Name: Date:

Jo Wallis — EDI Lead 27/02/2026

Completed form should be sent to: EDI@cpft.nhs.uk
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APPENDIX 10: QUALITY ASSURANCE CHECKLIST

TO BE COMPLETED BY THE CORPORATE GOVERNANCE TEAM
| Y/N | Comments

1. | Title of document
Is the title clear and unambiguous ly |
2. | Type of document (e.g. policy, guideline etc)
Is it clear whether the document is a policy, guideline |Y
or procedure?
3. | Introduction
Is the introduction clear?
Are reasons for the development of the document
clearly stated?
4. | Content
Is the correct corporate template used?
Is the document in the correct format?

- Paragraphs numbered consecutively?

- Headers: logo on front page only?

- Footers: on every page except front page?
Are the version control numbers correct on the front
page and in footer?
Are objectives/aims clearly stated?
Are duties, roles and responsibilities clearly
explained? (Policies only)
Are definitions of terms clearly explained?
Does this document concern the handling, moving or
storage of personal identifiable or commercially
sensitive information? If yes, has there been
engagement with the Information Governance Team?
5. | Evidence Base
Is the type of evidence to support the document
explicitly identified?
Are associated documents referenced?
6. | Approval
Does the document identify which Oversight Working
Group is responsible for reviewing the content?
Does the document identify which Exec Led Approval
Group is responsible for ratification?
Does the document identify which NED led Ratification
Group is responsible for formal sign off?
7. | Review Date
Is the review date identified and 3 years (max) Y
following initial development (sign off by Oversight
Working Group)?
8. | Equality and Diversity
Is a completed Equality Impact Assessment attached? \ Y ]
9. | Monitoring Compliance
Has section ‘Monitoring Compliance’ been completed? [Y |

<|<

z|<| <|<|<|<|<|<

<<

< =< =<| <] =<

If answers to any of the above questions is ‘no’, then this document is not ready for approval
and needs further review.
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