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Requirements of Continence

1. Awareness of the urge to void.
2. Ability to get to the bathroom.
3. Ability to suppress the urge until the bathroom is reached.
4. Ability to void when the bathroom is reached.
Types of Incontinence

1. Transient Incontinence – The loss of urine resulting from causes external to the urinary system (delirium, infection, atrophic urethritis or vaginitis, medications, psychological conditions or stool impaction).
2. Urge Incontinence – The loss of urine following a strong unstoppable urge to urinate.
Usually associated with frequent urination and sometimes referred to as “overactive bladder”.
3. Stress Incontinence - The loss of urine when intra-abdominal pressure is increased (coughing, sneezing, exercise, pregnancy).  Most common in women but can sometimes occur in men following prostate surgery

4. Functional Incontinence – The loss of urine associated with the inability to access a toilet de to cognitive impairment, impaired mobility or environmental barriers.
5. Overflow Incontinence – The loss of urine due to bladder over-distention.  Usually associated with symptoms of slow stream and difficult urination.  More common in men due to prostate issues.
Assessment
1. Frequency and Pattern of Voiding and Incontinence.
2. Awareness of Urge to Void
3. Daily Fluid Intake - Dehydration contributes to UTIs. An intake of 1500-200ml per day is recommended. 

4. Amount of Caffeine or Alcohol Consumed Daily  - Diuretic and bladder irritant effects, cause frequency and urgency. NOTE: It takes 2 cups of fluid to replenish the fluid lost from 1 cup of a caffeinated beverage
5. Frequency of Bowel Movements – Constipation and impaction may contribute to urinary incontinence by weakening the pelvic floor muscles. Please refer to PASS Program Bowel Protocol.
6. Medical/Surgical History – Conditions that may contribute to incontinence: stroke, 

diabetes, recurrent UTIs, bladder surgery, kidney stones, prostate enlargement, bladder cancer, etc.
7. Medications  - Diuretics contribute to urgency and frequency.  Sedatives and hypnotics reduce the awareness of the urge to void.  Anticholinergics contribute to constipation and urinary retention. Opioids contribute to constipation. Are they taking bladder anti-spasmodics e.g. oxybutynine?
8. Functional ability.
9. Cognitive ability.
10. Environmental Barriers  - Proximity, accessibility and availability of nearest bathroom.
11. Presence of Infection  - Causes frequency and urgency, irritates the bladder causing it to contract more often.
Urinary Catheters
Urinary catheters can be an essential part of care, for example, when used to permit accurate measurement of output in acutely ill patients, to facilitate surgical repair of urinary structures, and to provide temporary relief of urinary obstruction.  However, indwelling catheters are not intended to be used as a method of uncomplicated incontinence management.

· A catheter in place for 7 days = 100% risk of getting a UTI.

· UTIs are a leading cause of delirium in the elderly.

· Prolonged use of a catheter means the bladder is empty at all times, shrinking it to its smallest capacity and diminishing its tone.

· Prolonged use of a catheter can cause the neck of the bladder to erode.

· Indwelling catheters cause irritation of the bladder and bladder spasms.

· Clamping a catheter does not retrain a bladder.  Bladder training requires the brain to understand that the bladder sphincter is closed.

Prompted Voiding
Prompted voiding involves the identification of individual voiding patterns rather that routine toileting. Evidence shows that it promotes the highest level of success and that it can be used with persons who have physical or cognitive impairments.  The goal of prompted voiding is to obviously develop full continence.  However, success is also achieved if a decrease in the number of incontinent episodes per day is seen along with an increase the number of continent voids per day.
1. Ensure constipation and fecal impaction are addressed.

2. Ensure adequate level of fluid intake (1500-200ml per day).

3. Eliminate caffeinated and alcoholic beverages where possible.

4. Initiate a 3-day voiding record (see Appendix A). In addition to determining voiding pattern, identify:

a) how the individual alerts others to the need for toileting (e.g. call bell)
b) visual cues that are helpful to the individual (bathroom door ajar, picture on bathroom door of toilet, clocks to remind of toileting schedule)
c) consistent and familiar language to the individual for toileting behaviour (e.g. empty your bladder, pass water, etc.)

5. Obtain a post-void residual urine volume using a bladder scanner.

6. Examine the 3-day voiding record and initiate an individualized prompted voiding schedule based on client need.  Document plan in kardex (see communication techniques).
7. Evaluate success of prompted voiding intervention at a minimum of 3 weeks or a maximum of 8 weeks using a 3-day voiding record.  If an individual is unable to maintain continence with toileting at least q 2 hours after a thorough trial of 3-8 weeks, they are not likely to respond to continued efforts.  If after a thorough trial of prompted voiding, an individual needs to be toileted more often than q2 hours, nurses are advised not to proceed with prompted voiding.

Communication Techniques for Prompted Voiding
1. Approach individual at prescribed time.

2. Greet and introduce yourself. State purpose of interaction.

3. Ask for permission to perform continence check (clothing or continence brief still dry).

4. Determine individual’s awareness of continence status.

5. Ask individual if they feel the need to void.

6. Prompt individual to use the toilet. Repeat prompt up to 3 times.
7. Offer toileting assistance.

8. Offer positive feedback and remind of next scheduled prompted voiding session.
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Appendix A

3-Day Voiding Record
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Appendix B

Promoting Continence Using Prompted Voiding Algorithm
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Assessment


History of continence


Cognitive awareness of voiding


Motivation to be continent


Fluid intake


Frequency of bowel movements


Medical/surgical history


Medications


Functional ability


Environmental barriers


Presence of infection





Eliminate caffeine and alcohol





3-day voiding record





Decision to proceed to prompted voiding protocol





Address constipation/fecal impaction





Evaluate using a 3-day voiding record








Initiate individualized prompted voiding schedule





Protocol in place for a minimum of 3 weeks and maximum of 8 weeks








Taken from RNAO Nursing Best Practice Guideline: Promoting Continence Using Prompted Voiding (2002).
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