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[bookmark: _Toc199240975]Introduction
Continence is the ability to pass urine or faeces voluntarily in a socially acceptable place. 
A person needs to be able to: 
· recognise the need to void 
· identify the correct place to void 
· reach the toilet 
· hold on until the toilet is reached 
· pass urine or faeces once there
Incontinence is the unwanted and involuntary leakage of urine or stool or wind.  Many people will be affected by incontinence at some point in their life. (RCN 2021) 
Incontinence is not a disease but a symptom of an underlying condition. Through assessment and investigation by a suitably trained professional, individuals suffering from incontinence may have their symptoms resolved, improved or managed in the most appropriate way, without the need for supply of continence products. Continence assessment is essential, as treatment for continence is dependent on the cause. (NHS 2018).
Adult incontinence can affect a person’s self-confidence, loss of independence, relationships and employment prospects and can subsequently cause depression.  In older people, incontinence can be a contributing factor in skin breakdown, falls and urine infection, which in turn often causes confusion. 
Pressure ulcers and incontinence-associated dermatitis are national priorities. Identifying, assessing, and managing continence issues can play a crucial role in reducing skin problems. (ACP 2023)
Everyone has a responsibility to recognise and offer initial support to individuals with continence issues. (ACP 2023) The needs of individuals with incontinence will be met, using research and education to promote continence and manage incontinence in an effective and comprehensive way. 
Team leaders must ensure that their staff are given the appropriate time to complete the continence assessment- approx. 50 minutes. The Nurse must send out relevant pre-assessment documentation before arranging the continence assessment, this includes a bladder diary. If the patient is unable to complete this, justification must be written within the continence assessment. 
All staff completing a continence assessment must have completed the Continence Assessment training provided by FNHC Education & Development department. If staff feel they need an update, they must book onto the training provided by FNHC. This ‘SOP Urinary Incontinence: Assessment, management and provision of continence products for Adults’ must be followed at all times and if patients do not meet the criteria for product provision, they should be discussed with the original referrer. All staff must provide honest information.
[bookmark: _Toc199240976]SOP 1 Referral Criteria
	Purpose


To ensure that all patients with continence issues are referred in a timely and appropriate manner to the correct service for assessment and management
	Scope


The SOP applies to anyone who is assessing a patient for continence care or product provision. 
	Core Requirements/Procedure


(Appendix 1)
Inappropriate Referrals
Referrals for “pad” assessments are not accepted. Pads should only be considered if all other strategies for promoting continence have failed.

Hospital Discharges
If a patient is in hospital, it is the expectation that an assessment will be undertaken prior to discharge if incontinence is unresolved.  A continence assessment must be made a priority issue prior to discharge. (ACA 2021)

Residential Home Process
If patient in a Residential Home, care home staff should to complete the Tena Jersey Assessment Tool (appendix 2) and send this along with a 3 day bladder diary to FNHC Adult Referrals adult.referrals@fnhc.org.je
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	[bookmark: _Hlk195693433]Purpose


This SOP aims to ensure that all patients receive the optimal level of clinical care in line with best practice and research regarding urinary incontinence assessment.
	Scope


The SOP applies to anyone who is performing a continence assessment or reassessment.       Note: This SOP does not apply to patients receiving end-of-life care.
	Core Requirements/Procedure


Initial Assessment
· Upon receiving a referral, a holistic patient assessment must be carried out.
· If any continence concerns are identified, a full bladder and/or bowel assessment must be completed.
· A “yes” response to the trigger question, “Does your bladder or bowel ever/sometimes cause you problems?” requires further investigation. (NHS, 2018)

Bladder Diary
· The patient or carer should complete a bladder diary for a minimum of three days, ideally covering a mix of typical work and leisure days. (NICE, 2019) (Appendix 3)
· If the patient uses absorbent pads and cannot measure urine output, used pads must be weighed to determine fluid loss and support product selection.

Inclusivity of Assessment
All patients—including those with dementia, learning disabilities, frailty, or complex needs—should be offered assessment and treatment before containment options are considered.

Comprehensive Clinical Assessment
Assessments must include the following components (Appendix 4) - Assessment of Bladder Problems in Adults template):
· Patient history, including symptoms, lifestyle, and comorbidities
· Patient’s personal goals and expectations
· Physical examination (including consideration of prolapse, skin integrity, oedema, etc.)
· Urinalysis (see guidance below)
· Symptom diary
· Medication review
· Post-void residual (PVR) urine volume via bladder scanner
· BMI and nutrition status
· Functional and environmental factors (e.g. mobility, toileting access)
· Emotional wellbeing (e.g. impact of anxiety, depression)
· Evaluation of current containment product use, if applicable

Lifestyle Advice
Consider advising the patient to:
· Reduce caffeine intake for overactive bladder
· Adjust fluid intake if excessively high or low
· Lose weight if BMI if over 30 (NICE, 2019)

Urinalysis
Urinalysis must be performed as part of the continence assessment in appropriate patients.
It provides information to support a holistic clinical picture, and may indicate:
Urinalysis must not be used to diagnose a UTI in the following groups:
· Adults aged 65 and over
· Individuals living in residential or nursing homes
· Patients with long-term indwelling catheters

In these groups, UTI diagnosis must be based on clinical signs and symptoms only, in line with NICE and SIGN guidance (RCN, 2021).
If a UTI is suspected, refer to the NICE Diagnostic Decision Tool for suspected UTI (Appendix 5).
Following assessment, a care plan must be developed with the patient and a copy provided (Appendix 6).
The assessing registered healthcare professional is responsible for:
· Completing the initial assessment
· Providing first-line advice (e.g. continence promotion, fluid intake)
· Documenting findings and treatment plans in the patient record


Documentation & Care Planning
A care plan must be developed in partnership with the patient and a copy provided to them. (Essence of Care, DoH, 2010) (Appendix 6)
The assessing healthcare professional remains accountable for:
· Initial continence assessment
· First-line treatment advice (e.g. fluid intake, toileting regimes)
· Escalation if treatment is unsuccessful
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	Purpose


The aim of this SOP is to provide practitioners with guidance for the ordering and provision of continence containment products. 
	Scope


The clinician who assesses an individual to provide an absorbent pad is accountable for that decision; and needs to ensure that the chosen pad is fit for purpose and safe to use at the time of assessment.
	Core Requirements/Procedure


Aids and adaptations:
Before containment products are issued, the benefits of available aids and appliances must be considered to manage incontinence to ensure patient’s dignity.  For example:
· Commodes 
· Male Urinals/ Female urinals  
· Bed pans 
· Drainage funnels 
· Penile sheaths – male patients only 
· Increase oral fluid intake (see fluid matrix Appendix 6)

In addition to this consideration should also be given to: 
	· Environmental changes
	· Clothing adaptation
	· Carer input



Continence Product Provision
· Absorbent pads should not be provided before the individual person has undergone a complete continence assessment / yearly reassessment.  
· Required products are to be ordered by filling out a “H&SS SUBSIDISED PRODUCTS SCHEME   VOUCHER- Continence” in full and then emailing this voucher to the subsidised product provider (Appendix 7) see Tena Product Guide for available products (Appendix 8).
· The number of absorbent pads issued per 24 hours should not exceed 4.
· “All in one” products will only be provided to clients with a severe physical or mental impairment. who struggle with the fixation pants and pad e.g. patients suffering with dementia or learning disabilities.
· The patient or carer should be advised on how to apply/use the product and be given sufficient information and training in the safe use of the product. 
· If patient is experiencing problems the Nurse can review using the Disposable Continence Products Problem Solving guide (Appendix 9)

Appropriate provision of continence products
· End of life care 
· Functional issues that greatly restrict access to toilets, commodes or urinals 
· Neurological deficits which prevent continence promotion 
· Learning disability which prevents continence promotion 
· Mental Health issues which prevents continence promotion 
· Intractable incontinence where clinical interventions have failed 

Inappropriate provision of continence products 
· Patients requiring products for occasional use e.g., holidays, travel
· Urinary Tract Infection
· Short term incontinence following surgical procedures such as back and hip operations, except for prostatectomy patients
· Short term or one-off tests e.g. sigmoidoscopy, barium enema
· Prolapses and vaginal/rectal bleeding
· Patient’s that have a pad weight of less than 200mls 
· If an individual has capacity and declines assessment (ACA 2020).
· “Just In Case” 
 
Patient Safety alert
Incontinence pads contain superabsorbent polymer gel granules and there is a risk of death or severe harm if these are ingested. Staff should ensure they are aware of the Patient Safety alert “Risk of Death and Severe Harm from ingesting superabsorbent polymer gel granules” (Appendix 10) and use this information when assessing patient suitability for containment products.
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	Purpose


To ensure the proficient use of a bladder scan (portable ultrasound) 
	Scope


The SOP applies to anyone who is performing a continence assessment  
	Core Requirements/Procedure


A bladder scan is an ultrasound scan used as a diagnostic tool for assessing bladder problems and should be performed by a competent HCP. 

Indications for Bladder Scanning: -
· Urinary Continence Assessment / reassessment 
· Ensure that drug therapy (e.g. anti-cholinergic medication) has not induced any voiding problems
· Assess the volume of urine in the bladder if a catheter is failing to drain
· After a trial without a catheter to evaluate whether a patient can void and to what degree

Bladder Scanning
· Bladder scanning is undertaken to determine the volume of urine contained within the bladder, should be perform post void
· Scanning using a specifically designed ultrasound device is non-invasive alternative to inserting an intermittent catheter for measuring PVR volume

Inappropriate Bladder Scanning
· pregnant women
· Suprapubic region: wounds, sutures/staples, scar tissue and lesions
· Abdominal ascites
· Large abdominal wounds


Equipment 
	· Portable bladder scanner
	· Alcohol wipes
	· Tissues
	· Water soluble gel





Procedure 
· Explain procedure and obtain appropriate consent.
· Perform hand hygiene at all appropriate moments throughout procedure.
· Position patient in supine for bladder assessment and scanning procedures.
· Maintain privacy and dignity throughout procedure.

Bladder scanning 
· Refer to scanner specific instructions.  (Appendix 11 & 12)
· Clean scan head with a Clinell surface wipe. 
· Switch scanner on and select appropriate gender. Select Male option for women who have undergone hysterectomy. 
· Palpate the symphysis pubis. Apply generous amount of gel to abdomen. 
· Place the scan head midline 3-4 cm above the symphysis pubis. 
· Observe scanner for bladder volume. Adjust scan head if inaccurate display visualised. 
· On completion of bladder scan assist patient remove gel, redress and reposition

Decontaminate Scan Transducer 
· Switch off bladder scan machine. 
· Wipe water soluble gel from scan head with tissues. 
· Thoroughly clean scan head with Clinell surface wipe. 
· Ensure to decontaminate bladder scan equipment as per manufacturer instructions. 

Post Procedure for Bladder Assessment and Scanning 
· Analyse the assessment and/or scan in relation to the patient’s current clinical status. 
· Document the assessment and/or scan in the patient’s Emis record. 
· Be aware that even if the patient is comfortable and there is no obvious distension, a PVR may still be present due to decreased sensation. 

Normal and Critical Findings 
The following PVR values are widely accepted in adults:




Intermittent self-catheterisation is recommended for management, for frequency of ISC (appendix 13)
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Housebound Patients


...and those residing in residential homes (aged 18 and over) should be referred to the Adult District Nursing Services for Continence Care.


Nursing Home Patients


...remain under the care of the Nursing Team within the Care Home, but they may seek advice of support from the Adult District Nursing Services when required.


Non-Housebound Patients


...should be referred to the Urology Department at Health and Care Jersey (HCJ).  Refer to the GP Referral Pathway for female patients with bladder symtoms (see appendix 1)



Infection


Leucocytes and Nitrates


Diabetes


Glucose


Haematuria


Potential underlying pathology such as bladder cancer



Less than 100ml


Normal


Up to 200ml


Acceptable


Over 200ml


Suggests incomplete bladder emptying


Over 300ml


Is indicative of urinary retention


Over 400ml


Is classified as urinary retention
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Appendix 2 GP Referral Pathway for Patients with Continence IssuesFamily Nursing & Home Care 

Please send referral to:
adult.referrals@fnhc.org.je

For patients who are Housebound or in a  Residential home patients with

· Urinary Incontinence and

· Faecal incontinence (where red flags have been excluded)

Assessments will be carried out by Community Nurses trained in continence assessment.



Hospital

Ambulatory Patients and complex patients

Please refer to Urology nurses / Urology team @ Urology-ContinenceNurses@gov.je

If patient has urinary symptoms of:

· urge incontinence (detrusor over activity)

· Overflow incontinence

· Outflow obstruction

· Nocturnal enuresis

· Neurogenic bladder dysfunction

Refer to Gynae /pelvic floor physios POGP@health.gov.je

· Stress incontinence 

· Mixed stress and urge incontinence



GP 

Assess/ History
Urinalysis (if under 65 and not in care home)
MSU if symptomatic
Vaginal examination / PR Examination
U&Es (if incomplete emptying














































image3.emf
Jersey Assessment  Tool Aug 2018 TENA.pdf


Jersey Assessment Tool Aug 2018 TENA.pdf
amily Nursing
& Home Care

TEN

~~ ) (i3]
" F

Promoting Continence
Assessment

Room Number: Weight:

Name of Individual: Hip/Waist Size:
Date of Birth: Assessed by:
Date of Assessment: Next Assessment:

Goals: L] Promote continence  []Maintain continence []Manage incontinence

Factors that might affect continence skills:





Promoting Continence Care - Individual Assessment

Key individual information @ © @

- Continence

O Continent
Q Urinary incontinence

O Urinary and faecal incontinence

PH auality of Life

O The individual has concerns about
his/her continence status

© The individual accepts his/
her continence status

O The individual is not concerned
(or aware) of his/her continence status

Medication

O Takes no medication that affects
continence

O Takes medication to restore continence
O Takes diuretics and/or sedatives

Fluid and Food Intake

O Drinks and eats adequately

O Has early stage of dehydration/
over hydration

O Is diagnosed with dehydration

m Cognitive

O Is alert and communicates
Q Communicates with difficulty

O Unable to communicate

Promote and maintain continence.

If urinary output managed by indwelling
catheter — please complete separate care
plan for catheter care.

Openly discuss any concerns in a private
place.

Identify and agree where assistance may
be needed.

Maintain appropriate fluid intake.

Encourage a balanced diet.

Provide means to facilitate communication.
For example a clean, working hearing aid,
clean spectacles, a staff call bell.

Recommendations

Complete a bladder/bowel diary to establish
pattern of incontinence.

Promote a healthy diet and lifestyle.

Discuss with the individual possible methods
of promoting continence.

Incorporate all actions in the individual
care plan.

Follow the individual prescription.

Monitor the individual and note changes in
continence.

Complete a bladder diary.

Promote the appropriate quantity of
non-diruretic fluids for the individual.

Consider using a Bristol Stool Form Scale.

Discuss diet and increasing fibre intake with
the individual.

Suitable toilet signs.
Consider offering regular comfort checks

Observe for signs of discomfort and offer
assistance accordingly.

000
Family Nursin
& Home Care .

Complete Bladder and Bowel Care Pathways.

Pro-actively promote continence at every
opportunity.

Manage any episodes of incontinence
appropriately and discreetly.

Ensure medication is taken according to
prescription.

Notice changes in voiding patterns, cognitive
functions etc.

Consider other elements of the assessment
and adapt accordingly.

Seek further advice. Review care plan as
required.

If appropriate, talk to the relatives and identify
the habits of the individual.

Identify patterns based on bladder/bowel
diary and offer assistance regularly
accordingly





Promoting Continence Care - Individual Assessment

Key individual information @ © @

A Dexterity

O Can manage own clothing and equipment

Q Needs assistance with clothing or
equipment

O Needs full assistance and is unable to
manage clothing and equipment.

Mobility

O Goes to the toilet independently
O Goes to the toilet with limited assistance

O Needs full assistance

r Facilities/environment

O Can easily access and use toilet facilities

Q Needs assistance to use toilet facilities
© cannot use toilet facilities

B. skin

O Healthy, intact skin

O Sensitive skin
O Broken or damaged skin

- Managing Incontinence

O Continent
Q Urinary incontinence

O Urinary and faecal incontinence

Observe and reassess if or when any
changes occur.

Monitor for any changes.

Ensure privacy,

Ensure the individual is within reach of the
toilet.

Make sure the individual has no problems in
using the toilet.

Identify continence promotion aids.

Ensure privacy.

Observe skin on a daily base.

Promote fluid intake as per matrix guidance.

Provide appropriate pHbalance cleansing to
nourish skin.*

Use assessment to promote continence.

Recommendations
Discuss assistance needed so it can be
provided in a timely manner.

Consider clothing adaptations for example
larger zips on trousers or velcro fastenings.

Provide assistance according to the
individuals needs.

Promote a correct seating position.
Ensure that appropriate aids are available.
Offer appropriate assistance.

Maintain privacy.

Determine the causes of any change
Remove irritants
Promote fluid intake

Ensure that the Waterlow risk assessment is
completed/updated.

Complete a bladder diary and assessment
pathway™.

Consult the Continence Advisory Service if
additional support needed.

Manage intractable incontinence according
to need.

See individual continence assessment for
details of any products in use.

Q00

Family Nursing

& Home Care

Provide all the help needed.

Ensure that the the individual is always able
to summon assistance when needed e.g.
a call bell.

Ensure that suitable equipment is available
to assist the individual when needed e.g. a
urinal (male or female), standing aids, hoists.

Consider alternatives to the toilet e.g urinals
and bedside commodes.

Ensure that appropriate aids are provided
and in place ready for use.

Ensure privacy.

Consult specialists and make a plan for the
individual.

Provide appropriate care.

Document appropriately in the assessment
tool.

Complete a bladder diary and appropriate
assessment pathway.

Manage intractable incontinence according
to need.

See individual continence assessment for
details of any products in use

Consult the DN team at Family Nursing.

*See continence resource file
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PromOting Continence Care Pl.an Key individual information @ () © Tick as appropriate for notes Family Nursing
& Home Care

Name: Date: Assessor: Assessment No:

- Continence ©® © @ T Dexterity © © @

P quality of Life © © @ Mobility ® ® @

Medication © © @ m Facilities/environment © ©® @

Fluid and Food Intake ©® © @ B.skin 0o 0 @

m Cognitive © © @ - Managing Incontinence © © @

Reassessment should take place when there is a change in condition - consult Family Nursing for advice.
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Bladder Record Chart – Volume and Frequency

Name:











Date:


		Day 1

		Day 2

		Day 3



		Time

		Drinks

		Quantity of urine passed (ml)

		Did you leak before you went to the toilet?

		Time

		Drinks

		Quantity of urine passed (ml)

		Did you leak before you went to the toilet?

		Time

		Drinks

		Quantity of urine passed (ml)

		Did you leak before you went to the toilet?



		Example:

		

		

		

		

		

		

		

		

		

		

		



		7.30am

		Tea/200ml

		100ml
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Instructions


Please read carefully


This chart is designed to help assess how your bladder functions both at home and at work.  By filling this form in correctly you will help us accurately diagnose your condition.


The column marked ‘time’ refers to the daytime starting and finishing at 6.00 am in the morning.  The chart should be filled in over a minimum of 3 days.  For each day there are three columns.


Drinks 

In this column you record how much fluid you drink, ie coffee, tea, water, alcohol etc.


Each time you have a drink you record how much you have drunk against the corresponding hour of the day.  You may find it easier to measure how much a cup or mug holds (in ml) and estimate the fluid drank by always using the same cup.


Quantity of urine passed (ml)


In this column you record the amount or volume of urine passed.


Each time you pass urine, record the volume of urine (in ml) passed.  For this you will need to buy a small plastic measuring jug – available from a chemist or from some supermarkets.  Please also record during the night.


Where it is not possible to measure the volume, for example if you are out shopping, please tick the box to show that you have passed urine.


Did you leak before you went to the toilet?

In this column you record any wet episodes by simply ticking the box against the corresponding hour of the day.

[image: image2.emf] 


Quality of Life – Please choose a score


If you were to spend the rest of your life with this problem as it is would you be (please tick):



0 – Delighted									�



1 – Pleased									�



2 – Mostly Satisfied								�



3 – Mixed – about equally satisfied/dissatisfied				�



4 – Mostly unhappy								�



5 – Terrible									�















                                                                                                                                                                                                     Please Turn Over
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Assessment of Bladder Problems in Adults
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		CARE PLAN

This document is designed to promote person centred care by detailing what the patient wants, what they can do, how others can help (where agreed) and what the District Nurse service will do based upon the patient’s choices and preferences to help achieve their goals and desired outcomes.



		PATIENT NAME: 



		DOB:



		EMIS:





		WHO HAS BEEN INVOLVED IN DEVELOPING THIS CARE PLAN?



		Include names of pt/carers/care providers etc.









		WHAT ARE YOUR NURSING CARE NEEDS?



		 ………………………. is having symptoms of urinary incontinence 





		WHAT ARE YOUR OWN GOALS?



		To improve/ manage symptoms of incontinence



		WHAT HAVE YOU AGREED THAT YOU OR OTHERS CAN DO TO HELP?



		

The nurse and I will complete an assessment of my symptoms

I/ my carer have completed a 3 day bladder diary



		AGREED NURSING CARE PLAN 



		Intended outcome/aim:

1.	The procedure will be explained to me  

2.         The Nurse will obtain consent from me and will document it

3.          Following assessment we will discuss the cause of my incontinence

4.         The nurse has advised me to:

             Have a fluid intake of ……………………………

             Go to the toilet at regular intervals……………….

             Avoid caffeinated drinks  

Discuss medication with my GP (antispasmodic medicine or hormone replacement)             or ask for referral to Urology/ Continence Nurses.[image: ]

            Lose weight [image: ]

           Lay down in the afternoon to reduce overload of fluid [image: ]

Wear continence pads and has explained how to use them correctly and how to obtain them [image: ]

Has advised me to not use heavy creams when wearing continence pads [image: ]

Informed me that any vouchers issued will need to be reviewed in 1 year [image: ]





		Evidence based intervention based upon patient choice and preferences:













		Frequency of review: at each intervention





		ADVICE FOR PATIENT, CARER, CARE PROVIDER etc. 



		What to do if…my symptoms worsen – contact District Nurse Hub 











		CARE PLAN DEVELOPED BY: 

Name and designation



		DATE:











		CARE PLAN REVIEWS



		DATE

		NAME/DESIGNATION

		OTHERS INVOLVED IN REVIEW
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		First Name 

		Surname  

		Date of Birth 




		Patient receives 70% subsidy for Continence Pads

		Provider use only



		Address                                    ………………………………………………………………..


Parish                                          ………………………………………………………………..


Post code                                     ………………………………………………………………..


Telephone number                       ……………………………………………………………….





				[image: image2.emf] 


  Penile sheaths 


30 per box


(1 for 24 hours)                       1 box per month      Tick size       


		[image: image3.emf] 




Intermittent catheters


box of 30

state how many boxes


		Drainage 

change every 


5-7 days – 


Allow 4-6 per month 


please indicate 


amount required

						

		Make/


Size

		Rochester


Clear Advantage Spirit 

		S= Standard length  will be given unless female specified


     F= female

		[image: image4.emf] 


Leg Bags


[image: image5.png]



10cm


[image: image6.wmf]30cm


				

				Style 2 (Short)

				10cm tube    


				Coloplast Compact


S= 28692


F=2857*

		Holister Vapro


S 701**

F701**

		Sterile 2L 


Night bags 


1 100010cm tube    

				

		24mm


		(7243)


				Tube

								Disposable 2L 


Night Bags 

(10 per  pack)

				

		28mm


		(7283)

				14ch


												

		32mm


		(7323)

				16ch


												

		36mm


		(7363)

				18ch


												

		40mm


		7403)

												



		

		



		Tena Pads allow 4 pads per day please state how many pads per month/ Review in 1 year.

		



		Tena 4 Men level 2

		

		Tena Mini Super

		

		



		Tena Comfort

		Normal

		

		Plus

		

		Extra

		

		Super

		

		



		Tena flex (belted) Plus

		Small

		

		Medium

		

		Large

		

		XL

		

		



		Tena flex (belted) Super

		Small

		

		Medium

		

		Large

		

		XL

		

		



		Tena Slip (nappy)

Super

		Small

		

		Medium

		

		Large

		

		XL

		

		



		Tena Pants Plus 


(for patients who will not manage a 2 piece product due to Dementia) Max 3 per day not recommended for night time

		Small

		

		Medium

		

		Large

		

		XL

		

		



		Name of  Registered Nurse (Print Name)

		Signature

		Job Title / Work place



		Telephone No.

		Date & Time written



		

		

		

		

		

		



		Issued By (Provider Staff) 

		Date Issued

		Delivered

		Date sent

		



		Print Name




		

		Print Name




		

		



		Signature




		

		Signature




		

		







FAX voucher to New Era Health Centre on 617229 – or email to sps@channelislands.coop   



Tick preferred collection point:



New Era      �                    Grand Marche     �             Bath Street �      St Peter � 







N.B: If collection point is other than New Era Health Centre allow 48 hours between faxing & collecting



Version 6 2021 FLB                







H&SS SUBSIDISED PRODUCTS SCHEME VOUCHER  



Continence 
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Disposable Continence Products Problem Solving



		PROBLEM

		HOW TO SOLVE PROBLEM



		PRODUCTS ARE LEAKING

		 Check product is fitted correctly – follow manufacturer’s instructions

  Has sticky tab been removed 

 Never use 2 products at same time 

 If insert products are used ensure close fitting underwear is being worn 

 Stretch fit pants to be worn with Tena comfort pads

· If a Slip or Flex are worn ensure hip/waist measurements have been taken 

·  Do not use barrier creams unless they are prescribed, as they can block top layer of pad preventing the urine from being absorbed into the pad. If a cream is required use e.g. barrier cream – Tena 3 in 1 or  Sorbaderm. Do not use talc – refer to Tissue Viability if ongoing problems 

·  If a cream is prescribed apply it sparingly to affected skin only



		WET SKIN

		 Review if creams/talc are being used, can block the top layer of product and then urine/faeces can remain in contact with the skin 

 How long has product been on for 

 Does the patient refuse to be toileted



		SKIN IS RED/SORE

		 Assess skin condition i.e. how long has the skin been red/how long was product on for

  Check product fitted correctly – follow manufacturer’s instructions. Ensure the backing of product is not next to the skin  Use unperfumed soap/cleansing foam ensure skin is cleansed and dry before applying product or prescribed cream. Has there been any change in skin products used? 

 If the client has sensitive skin use non-biological products 

 Change in medical condition 

 Has there been any changes in fluid/dietary intake or medication



		USAGE OF PRODUCTS HAS INCREASED

		 Ensure the pad is used correctly and changed when wetness indicator change  2 /3. 

· Pads are licenced for 8 hours if not soiled 
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NHS |

Risk of death and severe harm from ingesting superabsorbent polymer gel granules

Date of Issu

28-Nov-19 Reference No: NatPSA/2019/002/NHSPS

[This alert s for action by: All organisations using polymer gel products; including hospitals, mental health
units, ambulance services, community services, hospices and care homes.

[This is a safety critical and complex National Patient Safety Alert. Implementation should be coordinated by
an executive leader (or equivalent role in organisations without executive boards) and supported by clinical
leaders in nursing, infection prevention and control, continence management, and falls prevention.

Explanation of identified safety i

Superabsorbent polymer gel granules (including
sachets, mats and loose powder) are used to reduce
spillage onto bedding, clothing and floors when
patients use urine bottles or vomit bowis, or when
staff move fluid-filled containers (eg washbowls,
bedpans).

ue:

In 2017, NHS Improvement issued a Patient Safety
Alert! warning of the asphyxiation risk associated
with the use of these gel granules. A patient died
after ingesting a sachet of el granules that had
been leftin a urine bottle in their room.

Since 2017, there have been a further 12 reported
incidents of ingestion by patients; two patients died,
and two patients required emergency treatment.
These involved polymer gel products left in their
urine bottles or vomit bowis o left for nearby patients
o use. These incident reports, and NHS purchasing
patters?, suggest providers have been relying on
local awareness raising rather than reviewing their
[overall approach to the use of these products

[As a result of these incidents, and new guidance®
reinforcing that polymer gels are only required for
exceptional infection control purposes* this alert
requires any organisation stil using these products
to protect patients by introducing strict restrictions on
their use.

Actions required
Actions to be completed by 01/06/2020

1. Hospitals, mental health units, hospices and
care homes must make a single decision for each of
their sites' to either:

) exclude polymer gel granules (sachets, mats,
loose powder) from all patient uses or

b) restrict them to exceptional use only via a
specialist team”.

If option (b) is chosen, the site must provide risk
assessment pro formas® that consider the risk for all
patients in the location, not just the patient with
whom polymer gel use is intended

2. Ambulance trusts must make a single decision
for their service to either:

a) exclude polymer gel granules (sachets, mats,
loose powder) from all patient uses or

b) restrict their use to settings where patients are
constantly observed (eg emergency ambulances).

3. Community nursing and community therapy
services must make a single decision for their
service to either:

) exclude polymer gel granules (sachets, mats,
loose powder) from all patient uses or

b) provide risk assessment pro formas" that consider
tisk for all people in the house, not just the patient for
whom polymer is required

4. All types of setting must:

a) put in place purchasing controls that block
unauthorised ordering of polymer gel granules
(sachets, mats, loose powder)

b if continued use required, purchase the product”
that patients are least likely to confuse with food.

) ensure any polymer gel for non-patient use (eg
spill kits, controlled drug destruction, use by cleaning
staff) is kept secure and away from patients™.

For further detail, resources and supporting materials seemprovement nhs uklnews-alerls/superabsorbent-polymer-gel-granules-2019

For any enquines about this alert contact: palientsafely enquires@nhs el 12

Additional informatios

Notes

ambulance.

risk of choking/self-harm.

Patient safety incident reporting

them used in other areas.
References

i. A building or co-located group of buildings that patients could be transferred between without an

ii. - Includes exceptional infection control or personal dignity/falls prevention uses.

iil._Ifno specialist teams, access should be via a designated senior member of the clinical staff.

iv. Risk assessment pro formas should assess the risk to all patients/people in the location/house, not just the
patient for whom polymer gel use is intended; and introduce procedures that ensure supplies are securely
stored away from general use and returned/destroyed when no longer required for that patient

V. Discuss with NHS Supply Chain liaison officer where available.

Vi. Confused patients or those with poor vision may be more likely to put polymer gels that resemble sugar
sachets or loose sugar into their mouths than fibrous mats containing polymer gel, but all types present a

Vil. These products are not covered by CoSHH regulations, but providers of NHS-funded care should consider
‘adding them to their inventory for safe storage as an extra safeguard.

This alert does not preclude the use in future of any polymer products that are designed to be impossible for
patients to putin their mouths (eg fixed coatings on the inside of receptacles).

INational Reporting and Learning System (reference 5152) was searched on 23 June 2019 for incidents reported
as occurring between 5 July 2017 and 31 March 2019. We identified 11 reports, plus one additional incident on
Strategic Executive Information System, where patients had ingested polymer granules. Reports described
patients opening sachets and tipping the contents onto food or drink, eating the sachet itself o eating the
activated or partially activated gel from urine bottles drinking beakers, tea cups and plates of food. Many reports
described confused or otherwise vulnerable patients given a dry urine bottle or vomit bowl with a sachet (or
multiples) inside, or sachets left on or near patient tables or removed by patients from tables and trolleys. A
particular risk are patients who are transferred with these products to areas unfamiliar with their use o that do not
realise the patient has these with them, or where temporary or junior staff use the products s they have seen

1. NHS Improvement Patient Safety Alert: Risk of death and severe harm from ingestion of superabsorbent

‘polymer gel aranules — July 2017
2. Information supplied by NHS Supply Chain

3. Clinical guidance for the appropriate and safe exceptional use of superabsorbent polymer el granules for
the containment of bodily waste - 2019. https:/improvement.nhs uk/resources/clinical-quidance-for-the-

‘appropriate-and-safe-exceptional-use-of-superabsorbent-polymer-qel-granules-for-the-containment-of-

bodily-waste/

4. Public Health England and infection prevention and control experts confirm these products are helpful in the|
management of Hazard Group Four viral haemorthagic fevers and similar human infectious diseases of

Stakeholder engagement

« The Infection Prevention Society
« NHS Supply Chain
« Public Health England (National Infection Service)

high consequence in infectious disease units and not required for foutine infection control purposes.

+ NHS England and NHS Improvement Infection Prevention and Control team

« National Patient Safety Response Advisory Panel (see here for a list of members)

Advice for Central Alerting System officers and risk managers
This is a safety critical and complex National Patient Safety Alert. In response to CHT/2019/001 The introduction
of National Patient Safety Alerts issued via CAS on 17 September 2019, your organisation shouid be developing
Inew processes to ensure executive oversight and co-ordination of safety critical and complex National Patient
Safety Alerts. CAS officers should send this Alert to the executive leader nominated in their new process to co-
ordinate implementation of safety critical and complex National Patient Safety Alerts, copying in the leads
identified on page one. If CAS officers do not yet know which executive leader will do this, they should send this
[Alert to their Chief Nurse and Executive Medical Director (or equivalent roles, including in organisations without
executive boards). This alert asks for co-ordinated implementation across the trust/organisation, and so should not
be disseminated to individual teams or departments by the CAS officer.

For any enquines about this aler! contact pallenisalely enauies@nhe nel
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How to Use the AvantSonic Z5 Bladder Scanner

Using the AvantSonic Z5 Bladder Scanner is straightforward, ensuring quick and accurate results with minimal effort. Here’s how you can make the most of this advanced device:



Preparation:

 Start by selecting the appropriate patient profile on the scanner—Male, Female, Female post-hysterectomy, or Child. Apply ultrasound gel to the lower abdomen of the patient, approximately 3 cm above the pubic bone.

Scanning Process:

 Place the 3D ultrasound probe vertically on the gelled area. The device will emit ultrasonic energy through the lower abdomen, capturing multiple 2D plane images of the bladder in real-time. These images are processed using advanced algorithms to calculate the bladder volume accurately.

Mode Selection:

Expert Mode: This mode displays a real-time cross-sectional image of the bladder on the screen, with visual cues to guide probe positioning. A green outline indicates the bladder is correctly centered, while a yellow outline suggests the need for repositioning. This mode is ideal for users who prefer to manually verify measurements.

Easy Mode: In this mode, the scanner simplifies the process by guiding the user to locate the bladder. A green line appears on the screen, helping to align the bladder image correctly. The scanner automatically calculates and displays the bladder volume once the probe is correctly positioned.

Printing and Data Management:

 If needed, the built-in thermal printer can print out the measurements for record-keeping. Additionally, patient data and measurements can be easily transferred to a PC via a USB disk, facilitating efficient data management.

Battery and Power Management: 

The AvantSonic Z5 operates on a rechargeable Lithium-ion battery, offering up to 4 hours of use on a full charge. Recharging takes approximately 2 hours. To ensure optimal performance, the scanner should not be used during charging; always operate it on battery power alone during scans.

Maintenance: One of the key advantages of the AvantSonic Z5 is that it requires no calibration throughout its 6-year lifespan, thanks to its patented imaging and measurement technology. This eliminates the need for regular maintenance, saving time and costs for your facility. However, if your institution’s policy requires annual calibration, this can be performed by your hospital’s engineering team or the supplier’s engineers.


image13.emf
Bardscan  presentation (002).pptx


Bardscan presentation (002).pptx
Bardscan® IIS
REAL-TIME ULTRASOUND BLADDER SCANNER



Sam Cullen

Key Account Specialist





Indications for Using a Bladder Scanner

A feeling of incomplete bladder emptying



Reduced voiding



Dribbling overflow incontinence



Excessive urinary frequency



Small voided volumes



Urgency to void 





Indications Continued

Hesitancy to void or poor flow



Recurring UTI



Post removal of catheter



Post surgery



Post micturition dribble or desire to void





Why BARDSCAN® IIS



A completely non-invasive procedure

Portable ultrasound bladder volume device

Measures urine volume with Real-Time scanning technology

Offers high accuracy and precision

Real-Time technology has the potential to identify co-existing pathologies such as enlarged prostate and bladder calculi





Using BARDSCAN® IIS

Switch On – Press the BLACK button at the back

Transverse Scan – Probe ridges to Patient’s head Right/BLUE button to Patients head. Press SCAN or BLUE probe button









Press FREEZE or BLUE probe button – this is your interim or quick scan reading







Using BARDSCAN® IIS

SAGITAL SCAN – Probe ridges to patient’s head/BLACK dot, Press SAGITAL SCAN on screen











Press FREEZE or BLUE probe button to freeze

      THIS IS YOUR FINAL COMBINED READING

       PRESS RED BUTTON ON SCREEN TO FINISH







Orientation







Scanning Probe



Probe Orientation Marker (Above) and 

Freeze Button (Below)





Probe Positioning



    Positioning of the Probe is vital to gain the best picture



    First find the Pubic symphysis and then start to scan, two fingers widths up from there, angle down towards the patients feet





Probe Angling



       Tilt the probe back and forth to scan through the bladder to find the best image.

       Look for clear edges and hard reflections, as well as overall size.

 







Explain diagram



Probe Orientation
 Transverse			Sagittal	

















Begin with a transverse scan (BLUE Button to patients head)

This will give an estimate of bladder volume

For more accuracy perform a sagittal scan as well for a combined volume

Rotate the probe by 45° (BLACK dot to towards the patient’s head)







Always look towards the patient’s head – hence right-handed operator on patient’s right & left-handed operator on patient’s left



Bladder Image Centrally Located







Transverse Scanned Image







Transverse Manual Volume







Sagittal Scan







Bladder Scans





 Two bladder images from different patients showing example bladder shapes

Transverse				Sagittal





27/11/2015

17

Interpreting and enhancing the image

Lower Suprapubic in transverse plane



Work gel into surface of skin



Move probe until maximum area achieved



Apply more pressure



Keep probe in same place and turn to sagittal plane





27/11/2015

18

Artefacts

Screen

Clarity of image

              Obesity

                     Gas

                     Bowel activity

                     Angle behind suprapubic

                     Scar Tissue

                     Tense abdomen

                      UTI





Thank You
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Intermittent catheter recommended frequency

		Residual volume

		ISC per day



		Unable to void / more than 500mls

		4-6 times per day



		300-500ml

		3 times



		150-300ml

		2-3 times



		Less than 150ml

		daily



		Less than 100ml on 3 consecutive occasions

		Stop and assess







If commencing ISC send referral to Urology nurses for advice / review.


