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Preface
Introduction
This implementation pack has been designed to support commissioners to deliver Any Qualified Provider in Continence locally. It has been developed by NHS commissioners, clinical experts and DH officials, working in partnership. The use of this pack is not mandatory. Commissioners can refine it to meet local needs and, over time, help to improve it. The pack is simply a place to start, avoiding duplicating effort.
This pack should be used for services that are commissioned using the Any Qualified Provider (AQP) model – where commissioners are aiming to secure innovation or deliver more choice for patients for example. Other forms of procurement are also available, which might suit other circumstances, more details of these can be found in DH procurement guidance.
The AQP impact assessment shows that the cost of procuring services per project under AQP is lower than existing arrangements:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsLegislation/DH_128457
This pack has been prepared by working with a range of professionals, from both clinical and commissioning backgrounds and we recommend that commissioners using these packs continue to engage with clinicians, professionals and a wide range of providers wherever possible.
Generally we expect there to be consistency across service specifications to sustain quality and help to spread best practice, but where necessary specifications should be amended to reflect local variations in need.
More information and further resources for commissioners can be found here: http://nww.supply2health.nhs.uk/AQPRESOURCECENTRE/Pages/AQPHome.aspx, including a pricing principles document that should be read alongside this implementation pack.
If commissioners do come up with innovative new ways to drive up the quality of care by offering choice of provider - please use the AQP resource forum to share your hard work.
Workforce, education and training implications
When commissioning a service under patient choice of AQP, there are some important workforce, education and training considerations, which commissioners must take into consideration. Annex 2 provides some additional details on these issues.
Public Sector Equality Duty
Commissioners should have regard to the Public Sector Equality Duty when commissioning services for patients. Please refer to Annex 3: Public Sector Equality Duty and visit the Department of Health website for more information on 'Equality and Diversity'.
Glossary
A glossary of terms used within this implementation pack is included in Annex 4.
Next Steps
These packs will be used by commissioners undertaking AQP in Adult Hearing through 2012/13. An evaluation of the pack and the AQP process will be undertaken during this period. In the meantime if you have any questions or comments on this pack, please contact AQP.Queries@dh.gsi.gov.uk
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[bookmark: _Toc310862938]Forward
In July, the DH published guidance to support the phased expansion of Patient Choice of Any Qualified Provider to community and some mental health services. 
[bookmark: _GoBack]To support the NHS volunteer PCT clusters   were identified to work with emerging CCGs and the DH to co-produce the development of an implementation pack for a selection of services. The production of the pack was supported by DH and required the cluster to work with patient groups (both locally and from service / patient representative organisations), providers, regulatory bodies, clinical professionals and other interested commissioners to prepare a pack that is tested and suitable for sharing for use by other NHS commissioners.
The implementation pack for Continence has been developed by Cheshire, Warrington and Wirral NHS.
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Mandatory headings 1 – 3.  Mandatory but detail for local determination and agreement.
Optional headings 4 – 6.  Optional to use, detail for local determination and agreement.
All subheadings for local determination and agreement.
	Service Specification No. 
	AQP

	Service
	Community Integrated Bladder/Bowel Service (adults and children)

	Commissioner Lead
	CCGs

	Provider Lead
	

	Period
	

	Date of Review
	



[bookmark: _Toc317074619]Population Needs
National/ local context and evidence base
Adults
· Urinary incontinence (UI) affects 1 in 3 women aged 18+ (35,000:100,000 women), but less than 20% are actively treated 
· Lower urinary tract symptoms (LUTS) affect 2.7% of men aged 18+ and 35% of men aged 60+ 
· UI and / or faecal incontinence affect 50-80% of care home residents 
For a standard population of 250,000, assuming that around 40% are women aged 15 years or older (100,000), the average number of women requiring referral into a bladder and bowel dysfunction service would be 800 per year (0.80% of the female population). 
[bookmark: _Ref316463333]For an average practice with a list size of 10,000, assuming that around 40% are women aged 15 years or older (4000), the average number of women requiring referral into a bladder and bowel dysfunction service would be 32 per year (0.80% of the female population). [footnoteRef:2] [2:  Department of Health; 2011; Operational Guidance to the NHS: Extending Patient Choice of Provider.] 

· Faecal incontinence (FI) is a stigmatising condition that is likely to affect over half a million men and women in the UK. Epidemiological information shows that between 1% and 10% of adults are affected. 
· It is likely that 0.5–1.0% of adults experience regular FI that affects their quality of life. FI is closely associated with age (prevalence is about 15% in adults aged 85 years living at home) and is even more common in residential and nursing homes (prevalence ranges from 10% to 60%). 
Conservative management/treatment for urinary/faecal incontinence is recommended to include lifestyle, physical, behavioural and drug therapy interventions. 1,[footnoteRef:3] [3:  Department of Health; accessed November 2011; www.dh.gov.uk/en/Managingyourorganisation/Informationpolicy/Patientconfidentialityandcaldicottguardians/DH_4100563] 

[bookmark: _Toc317074683]Graph 1: Projected Impact of incontinence in people over 65 yrs 2008-2033

The graph shows levels of continence problems among those aged 65+, for an average practice with a list size of 10,000, living in the community according to the highest and lowest predictions. 
As examples
· The highest estimate for men is 2430 rising to 3620 by 2033
· For women the highest estimate is 6760 (2008) predicted to rise to 9440 by 2033
National Guidance
· The 2001 National Service Framework for older people called for the establishment of integrated continence services for older people.
http://www.dh.gov.uk/en/Publicationsandstatistics/Lettersandcirculars/Healthservicecirculars/DH_4004832
· Essence of Care 2010 Benchmarks for Bladder ,Bowel and Continence Care
http://www.tsoshop.co.uk/bookstore.asp?FO=1161150&DI=627604
· Urinary continence service for conservative management of urinary continence commissioning guides 2008.
http://www.nice.org.uk/media/879/50/UrinaryIncontinenceCommissioningGuide.pdf
· NICE guidance for Female incontinence 2006
http://www.nice.org.uk/nicemedia/live/10996/30282/30282.pdf
· NICE guidance for Faecal Incontinence 2007 
http://www.nice.org.uk/CG49
· Cost effective commissioning for continence care - all Party Parliamentary Group For Continence Care Report 2011
http://www.appgcontinence.org.uk/pdfs/CommissioningGuideWEB.pdf
· National Audit of Continence Care Combined Organisational and Clinical Report
· September 2010 Commissioned by The Healthcare Quality Improvement Partnership. Conducted by:  
· Clinical Standards Department, Royal College of Physicians, London 
http://www.rcplondon.ac.uk/sites/default/files/full-organisational-and-clinical-report-nacc-2010.pdf
Children
The National Service Framework for children, young people and maternity services (standard 6) states that, “There are at least 500,000 children in the UK who suffer from nocturnal enuresis (persistent bedwetting) and a significant number with daytime wetting and faecal incontinence, yet services are currently fragmented and often made up of a collection of professionals providing different levels of intervention in both the community and hospital.”  This results in the inappropriate use of resources. 
References
· National Service Framework for Children and Young People and Maternity Services:  Children and Young People who are Ill: Standard 6, Department of Health, 2007.
http://www.dh.gov.uk/en/Publicationsandstatistics/Pulications/PublicationsPolicyAndGuidance/DH_4089114 (report from 2004)
· National guidelines (e.g. ‘Good practice in continence services’ guide) relating to childhood continence advocate a community based nurse led continence service. DH (2000) Good Practice in Continence Care
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4005851
As an example, activity data (PbR 09/10) from Wirral, provides the following detail, for population of 320,000.
	Paediatric (new)
	Paediatric (follow up)

	252
	1076


National guidance
· NSF for Children, Young People and Maternity Services (Standard 6, 2007). 
www.dh.gov.uk/en/Publicationsandstatistics/.../DH_4094336
· NSF for Children, Young People and Maternity Services, Continence issues for a child with learning difficulties (September 2010).
www.dh.gov.uk/en/Publicationsandstatistics/.../DH_119304
· Good Practice in Continence Services (Department of Health, 2000).
www.dh.gov.uk/en/Publicationsandstatistics/.../DH_4005851
· Good Practice in Paediatric Continence Services (Benchmarking in action, 2003).
· NICE Commissioning Guide – Paediatric Continence Services – implementing NICE guidance 2010 
http://www.nice.org.uk/media/12D/BD/PaediatricContinenceCommissioningGuide.pdf
· NICE Guidelines:  Nocturnal Enuresis (bedwetting) in children (Published October 2010) and Constipation in Children (Published May 2010).
www.nice.org.uk/nicemedia/live/13246/51367/51367.pdf
· QoL tools for children: PinQ: a valid, reliable and reproducible quality-of-life measure in children with bladder dysfunction. Bower WF, Sit FK, Bluyssen N, Wong EM, Yeung CK.
· J Pediatr Urol. 2006 Jun;2(3):185-9 and Development of a validated quality of life tool specific to children with bladder dysfunction. Bower WF, Wong EM, Yeung CK. Neurourol
· Urodyn. 2006;25(3):221-7.
Delivering Outcomes
The logic model (Theory Approach Logic Model [W. K. Kellogg Foundation, 2001]) supports the outcome based element of this specification focusing on the inputs through to impact.
[bookmark: _Toc317074662]Table 1: Logic model
	
	Activity
	Measure

	Impact
	Number of adults and children self-managing

Reduction in avoidable secondary care attendance, admission

Reduction in UTIs


Reduction in unnecessary treatment and inappropriate reliance on products for the containment of urinary/faecal incontinence
	Questionnaire at 9 months (may be conducted by telephone)

Difference from baseline data (commissioner responsibility)

Difference from baseline data (commissioner responsibility)

Difference from baseline data (commissioner responsibility)

	Outcome

	Number of adults and children cured, treated or symptoms alleviated whilst within the service or post discharge
	Repeat symptom questionnaire at 6  and 9 months (may be conducted by telephone)

	Outputs

	Number of adults and children referred to, triaged and treated within the service
	Patient experience of the service and quality questionnaire

Individualised management plan

	Intervention 

	Adult or child care pathway as per activity data collected
	Intervention data collected (see activity plan)


	Inputs 

	Person or child with bladder/bowel dysfunction 
	Base line symptom and quality of life questionnaire completed


http://www.evaluationtoolsforracialequity.org/evaluation/tool/doc/pub3669.pdf

[bookmark: _Toc317074620]Scope

[bookmark: _Ref316384979]Aims and objectives of service
[bookmark: _Toc310862947]Service Objectives
· Care closer to home
· Maximum wait time of 28 calendar days for continence appointments
· Flexibility within the service to provide appointments to support more urgent demand or unplanned care
· Individualised care bundles (treatment) with management plans for all patients
· Reducing unnecessary treatment and inappropriate reliance on products for the containment of urinary/faecal incontinence
· Providing the best possible outcomes for women, men and their carers through identification and intervention, resulting in alleviation of symptoms and/or cure
· Providing the best possible outcomes for children and their carers through treatment, management and intervention, resulting in alleviation of symptoms and/or cure
· Reducing the risk of catheter associated urinary tract infections, by providing access for routine catheter change to provide closer to home care for ambulant patients who do not meet the criteria for community nursing services. Note best practice for use of indwelling catheters. 
· Discharge communication to GPs
· Reducing inequalities and improving access, enabling those with physical, sensory or learning disabilities and those who do not speak or read English to have equal access to information and bladder and bowel dysfunction services through appropriate information leaflets
· Staff to be trained to the appropriate level in terms of safeguarding children and young people.  
· An integrated service which can positively contribute to, the local health care community and colleagues from social care (including the Children and Young People’s Department)
· Provide relevant training to social care services, care home staff, GPs, practice nurses, community and hospital nurses, health visitors
Adults – 18 years and over
Aim to deliver a community bladder/bowel dysfunction service for patients with or without incontinence in order to provide effective and efficient clinical care/conservative management and treatment
· To include relevant signposting
· To include referral triage
· To include quality of life and symptom profile questionnaires
· To include face to face standard assessment with relevant investigations
· To provide a nurse led community based model, with assessment and investigation where appropriate, thereby reducing inappropriate/unnecessary referral to secondary care
· To include patient information leaflets and lifestyle support
· To develop and mutually agree an appropriate management and treatment plan utilising the Map of Medicine pathways
· To promote and support the development of self care
· To include assessment for appropriate containment products
· To include access to routine catheter change appointments as appropriate
· To include appropriate follow up
· To include communication to referring clinician and patients own GP after first consultation and on discharge
Children
Aims:
To provide a service for children and young people aged 0 (0 -2years on agreement by paediatric continence nurse) to 19 with bladder and bowel dysfunction.  
· To provide a nurse led community based model, with assessment and investigation where appropriate, thereby reducing inappropriate / unnecessary referral to secondary care
· To develop and mutually agree an appropriate management and treatment plan utilising the Map of Medicine pathways with parent/guardian
· To provide a holistic approach to care for children and young people, including containment products and management options.
· To offer an advisory and clinical service to patients, parents/guardians, relevant health care professionals, education services and others as appropriate.
· To include communication to referring clinician and patients own GP after first consultation and on discharge
Transition
Aims:
To integrate with the adult element of the service to facilitate smooth transition from children’s to adult’s services to include young people aged 16-18, newly referred into the service.
· The National Service Framework (NSF) for children and young people states that, “Well planned transition improves clinical, educational and social outcomes for young people…Successful transition planning and programmes are crucially dependent on collaboration between children’s and adult services.”
· The provider must work to the following guidelines for the transition of young people to adults services:
· NSF for Children, Young People and Maternity Services – Transition: getting it right for young people, 2006. Department of Health/Child Health and Maternity Services Branch, 2006  http://www.dh.gov.uk/en/Pulicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4132145
Service description/ care pathway
Adults
Service staff through provision of education and training to other health care professionals will aim to encourage the active identification of people with bladder and bowel dysfunction and improve awareness of the community service.
The service must provide triage daily Monday to Friday within 24 hours of receipt and provide an initial assessment for all new patients referred and accepted into the service. 
The provider must ensure there are 2 ways to refer into the service, GP/health care professional referral and patient self-referral (direct access). People experiencing problems who wish to self-refer should ring the service in order to speak to a clinical member of staff to complete the generic referral form, symptom profile questionnaire and quality of life questionnaire. The provider must request that the GPs provide a medication list and past medical history for patients who self-refer, where appropriate and the patient consents, within 3 working days of the request.
Triage
Separate generic referral forms, male and female must be completed in full by the referring clinician in order to support triage to the most appropriate assessment and treatment pathway, these being:
· If triage indicates cancer specific, red flags etc refer direct to urologist or colorectal surgeon or gynaecologist within secondary care within 24 hours as not appropriate for this service
If accepted into the service patient to receive either:
· A Level 1 appointment with a nurse or physiotherapist (within 28 calendar days), or 
· A Level 2 appointment with a specialist nurse (continence, urogynae, urology) or specialist physiotherapist (within 28 calendar days)
Please refer to page 23 for definitions of level 1 and level 2 appointments
References:
CG 40 Urinary Continence: Nice Guideline (http://www.nice.org.uk/CG40)
CG 49 Faecal Continence: Nice Guideline (http://www.nice.org.uk/CG49)
Incomplete referral forms must be returned to the referrer by the provider for the missing information.
Examples of referral forms can be found here:



Please see examples of Map of Medicine pathways embedded here, local variation may apply.
Female Urinary Incontinence




Male Incontinence





The provider must ensure that conservative management/treatment for bladder dysfunction includes (but not exhaustive)
· Lifestyle interventions.
· Pelvic floor muscle training.
· Bladder training.
· Drug treatment if bladder training is ineffective.
· Bladder catheterisation (intermittent self-catheterisation) for patients in whom persistent urinary retention or lower urinary tract symptoms exist.
· Advanced pelvic floor muscle rehabilitation including electrical stimulation (neuro-stimulation, neuro-modulation), manual therapy techniques (such as trigger point techniques, connective tissue massage and biofeedback therapy 
As initial treatment options as per NICE guidance. 
Reference:
CG 40 Urinary Continence: Nice Guideline (http://www.nice.org.uk/CG40)
Conservative management/treatment  for bowel dysfunction includes (but not exhaustive)
· Addressing reversible factors using a conservative approach that includes advice about diet, bowel habit and/or medication. 
· The specialised management of bowel dysfunction includes non-surgical interventions such as pelvic floor and anal sphincter muscle training, defaecatory retraining, specialist dietary advice, biofeedback, (including rectal balloon expulsion training) electrical stimulation and rectal irrigation. 
· Only if this fails to restore continence does it progress to specialised options and investigations i.e. for constipation/soiling, rectal damage, and neurological bowel through pathways for referral to  colorectal
As initial treatment options as per NICE guidance. 
Reference:
CG 49 Faecal Continence: Nice Guideline (http://www.nice.org.uk/CG49)

Competencies for specialist treatment and bowel management, in particular irrigation and electrical stimulation and/or biofeedback must be achieved by relevant clinical staff and monitored by the service lead with reference to the competency skills framework.
[bookmark: _Toc317074684]Figure 1: Service Pathway

Referral to service
Paper Triage by
Clinician

Clinically appropriate Consultant Specialist within secondary care
Level 1
Appointment
With or without investigation
Level 2
Appointment
With or without investigation

Q of L and symptom profile 
Questionnaire sent out (support to complete must be available)
Management plan/personalised care planning
Discharge
Follow up plan to meet individual need
Specialist Nurse or
Physio

Discharge
Clinically appropriate Consultant Specialist within secondary care via GP

Accepted patients, following triage and having met the inclusion criteria will be offered a level 1 or 2 appointment within 28 days and on receipt of referral all patients will be sent a quality of life questionnaire, a symptom profile questionnaire and either a frequency and volume chart or 3 day bladder diary. Provider must provide appropriate healthcare assistance to patients asking for help in completing the questionnaire within 10 days from request either face to face or telephone based on need. Where identified through the triage process the patient may require assistance in completing forms e.g. visually impaired, the provider must offer assistance.
Examples of quality of life questionnaire, symptom profile and a frequency and volume chart/ 3 day bladder diary can be seen here:





Appointment decision for either level 1 or 2 will be based on the triage assessment (undertaken by a senior/specialist clinician in continence care) of clinical indicators and complexity of presenting symptoms
All patients will be asked to bring the completed questionnaires to their initial assessment. This supports diagnostic capability and will support shared decision making at the first appointment. The provider must ensure that initial appointments will generally be in the clinic setting but may be at home if identified on the referral form i.e. housebound* patients.
[bookmark: _Toc310862948]Housebound patients criteria
· Those who are so elderly and frail or infirm that it prevents them leaving the house
· Those with severe physical disability that it prevents them leaving the house
· Those with certain mental health problems which make it difficult to leave the home 
· Those with sensory disabilities especially severe visual impairment 
· Those with profound or severe learning difficulties
[bookmark: _Ref316468527]Level 1 appointment provided within the service
Basic holistic assessment undertaken by knowledgeable and competent practitioner who has relevant training e.g. accredited module for urology. This appointment will include development of a personalised management/treatment plan and education regarding application and correct use of appliances to patients, carers and other relevant health care professionals. This may include catheter changes where required/appropriate.
Level 2 appointment provided within the service
Assessment for complex presenting symptoms undertaken by a specialist nurse (continence, urogynae, urology) or specialist physiotherapist (women’s health or continence rehabilitation) with relevant specialist qualification e.g. BSc or equivalent and a minimum of two years’ experience in the field of continence and independent prescribing qualification desirable. This will include development of a personalised management/treatment plan and education utilising enhanced skills in relation to muscle function and to conduct prostate and prolapse examinations and prescribe where required and appropriate.
Initial Level 1 and 2 appointments will take approximately 1 hour and may include 
· Assessment and examination to include vaginal/rectal examination
· For level 2 assessments, prostate and prolapse examinations
· Portable bladder scan 
· Portable uroflometry as appropriate 
· Health promotion and lifestyle advice, information leaflets, self care booklets
· Development of management and treatment plan, patient ownership 
· Initiation of appropriate treatment
· Referral to other services as appropriate 
· Prescription for containment products/medication 
· Patients will be assessed and provided with mechanism (locally defined) for daily pads (disposable/reusable containment products)
· Decision regarding follow up (subsequent 1/2 hour review(s))
· Communication to GP after first consultation within 3 working days
Patient follow up if required (15 -30 mins depending on complexity) will be Map of Medicine pathway specific (max number of 6 visits within the patient pathway and determined by clinical need) and will include:
· Intermittent self-catheterisation 
· Bladder drill
· Ambulant catheter patients
· Rectal irrigation (complex bowel management for spinal injury, multiple sclerosis)
· Advanced rehabilitation techniques
· Medication review
Complex adults would benefit from joint consultation which should be arranged with multidisciplinary input across secondary, tertiary, community care, where appropriate
Patient’s dignity should be maintained at all times, this may be by choice of male/female staff
Patients who Do Not Attend (DNA) on more than two occasions must be discharged from the service and their GP informed.
The provider must negotiate with the referring GP in cases where a patient requires more than 6 follow up appointments.
Within three working days of discharge, the provider must communicate all relevant information to the GP, including any prescribing activity.
Children
On receipt of referral the provider must appropriately identify any children with bladder and bowel dysfunction who should firstly be assessed and treated by a health visitor or school nurse for Level 1 baseline and toilet skills assessments and care pathways (see Map of Medicine). This is subject to local variations. If a level 1 baseline and toilet skills assessments should have taken place outside of this service and has not the provider must provide assessment education to the child’s health visitor or school nurse.
For an example of a Paediatric Referral Form see here:


If the child has not responded to initial management  and/or treatment at level 1 with the health visitor or school nurse and where further intervention is required, the patient should be referred into the paediatric bladder and bowel dysfunction service for specialist advice, assessment, treatment and review. The level 1 assessment and management plan should be included with the referral.
The service must operate within an integrated model, working in partnership with primary and secondary care and children’s service such as education.  
Complex children would benefit from joint consultation which should be arranged with multidisciplinary input across secondary, tertiary, community care, where appropriate, this must be organised by the provider.
The service will improve the quality of life for children and young people aged 0 to 19 with bladder and bowel dysfunction.  
An examples of a frequency and volume chart/ 3 day bladder diary and references for QoL tools can be seen here:


QoL tools for children: PinQ: a valid, reliable and reproducible quality-of-life measure in children with bladder dysfunction. Bower WF, Sit FK, Bluyssen N, Wong EM, Yeung CK. J Pediatr Urol. 2006 Jun;2(3):185-9 and Development of a validated quality of life tool specific to children with bladder dysfunction. Bower WF, Wong EM, Yeung CK. Neurourol Urodyn. 2006;25(3):221-7.
The provider must implement a community based nurse led model ensuring that the service:
· Offers health promotional advice in relation to bladder and bowel dysfunction.  
· Offers clinical assessments that are evidence based and facilitate review as per care pathway.  
· Provides a consultation service, offering clinical and product advice to patients, parents/guardians, relevant health care professionals, education services and others as appropriate to support the management of children with bladder and bowel dysfunction.  
· Uses evidence based pathways of care, which are child/young person centred and family focused 
· Provides Level 1 community based continence clinics for nocturnal enuresis and level 2 community based continence clinics that are accessible in all localities, with appropriately trained health care professionals (NICE Guidelines:  Nocturnal Enuresis (bedwetting) in children (Published October 2010) and Constipation in Children (Published May 2010).
www.nice.org.uk/nicemedia/live/13246/51367/51367.pdf)
Initial Level 1 and 2 appointments will take approximately 1 hour and may include: 
· Portable bladder scan 
· Portable uroflometry as appropriate 
· Health promotion and lifestyle advice, information leaflets, self care booklets
· Development of management and treatment plan, child/parent ownership 
· Initiation of appropriate treatment
· Referral to other services as appropriate 
· Prescription for containment products/medication 
· Patients will be assessed and provided with mechanism (locally defined) for daily pads (disposable/reusable including washable containment products)
· Decision regarding follow up (subsequent 1/2 hour review(s))
· Communication to GP after first consultation within 3 working days
· Offers clinical assessment and review clinics in special schools and promotes continence through local and national guidelines. 
· Works closely with adult services for the transfer of care for young people age 17 - 19 (where appropriate as some young people may require a longer transition) 
· Is flexible and responsive, adapting to patient and carer needs and their requirements e.g. safeguarding children and young people issues, culture, language and disability.
The service must meet the key national requirements for NICE Clinical Guidelines.  Nocturnal Enuresis (bedwetting) in children (Published October 2010) and Constipation in Children (Published May 2010).
www.nice.org.uk/nicemedia/live/13246/51367/51367.pdf
The service must provide training (to support level 1 assessment at the point of referral), updates and education for primary care and others involved in the delivery of paediatric care for bladder and bowel dysfunction and support competency assessment.  In particular training must be provided to health visitors and school nurses who are responsible for carrying out Level 1 assessments.  This will ensure staff proficiency in the assessment and treatment of patients with bladder and bowel dysfunction.  To include treatments for all idiopathic continence problems including nocturnal enuresis, constipation, delayed toilet training.
The provider must also ensure that training is provided to all agencies (both independent voluntary or statutory sector) that provide intimate personal care to a child or young person.  Such persons/professionals and required competencies must be identified, recorded and reviewed at least annually. Training should be provided in the settings in which the child is cared for including nurseries, schools, leisure settings and others as appropriate.  
The service must:
· Triage referrals on a daily basis and support only appropriate referrals for Level 2 assessments. Triage to be carried out by a specialist paediatric continence nurse(s). 
· Following triage urgent referrals to be directly referred within 24 hours and GP informed within 3 working days  
· Liaise with the referrer to discuss referrals as appropriate and if required 
· Provide an appropriate assessment within 28 calendar days of receiving referral.  
· Develop outcome based personalised care management plans as appropriate following assessment utilising the Map of Medicine pathways with parent/guardian
Please see examples of Map of Medicine pathways embedded here, local variation may apply.



Undertake periodic reviews to monitor the effectiveness of care management/treatment plans and to ensure adequate clinical improvement has been made.  
Patient follow up, if required, (15-30mins on complexity) will be Map of Medicine pathway specific (max number of 6 visits) and will include:
· Bladder problems
· Day time wetting
· Nocturnal enuresis
· Delayed toilet training
· Bowel problems
· Idiopathic constipation/soiling
· Rectal irrigation
· Clean intermittent catheterisation
Provide telephone advice to patients, parents/guardians as required (Mon – Friday, 9am – 5pm excluding Bank Holidays)
Refer patients for onward referral to consultant paediatricians within secondary care as appropriate.
The service should hold joint clinics with consultant paediatricians or others as appropriate to facilitate multidisciplinary working and integration with those involved in the assessment and management of children and young people bladder and bowel dysfunction and particularly those with complex problems (and under 1 year) including dysfunctional voiding, neuropathic disorder.
Patients who Do Not Attend (DNA) on more than two occasions must be discharged from the service and their GP informed.
Response time and prioritisation
Following the initial assessment, management and referral to the paediatric bladder and bowel dysfunction service, the service must adhere to the response times set out below: 
· Referrals to be triaged daily Monday to Friday by a paediatric continence nurse specialist(s) within 24 hours.  
· Appointment for assessment to be scheduled within 28 calendar days from referral.  
· Home visits to be offered on an individual clinical needs basis (see criteria)
Follow up to be determined on an individual basis and agreed with the patient and/or parent/guardian (max number of 6 visits within the patient pathway and determined by clinical need). 
Follow ups may be via telephone
Clinical exception (more than 6 follow ups for children with long term conditions/congenital abnormalities) agreed with the referring GP and the provider.
[bookmark: _Toc317074685]Figure 2: Service Pathway
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Generic adults and children
Prescribing 
For those patients requiring medication, and/or products such as catheters, leg bags or other appliances via a specialist nurse or physiotherapist prescription, the provider must ensure that pathways are in place to ensure that prescriptions are coded to relevant individual GP practices linked to their overall prescribing budget. Repeat prescriptions will be organised through the GP practice. GPs would be required to review medication as per care pathway with shared care approach to medication thereafter between the provider and the GP in consultation with the patient. It is recommended that the provider uses the locally agreed prescribing formulary for continence care.
Containment products
In the UK, absorbent containment products are available free of charge on the NHS via GPs or local continence services. 
For those requiring daily containment products (free on the NHS), patients will be identified at clinical assessment undertaken by the provider using a locally determined criteria where incontinence is deemed regular and daily, ranging from moderate to very severe. Patients who are deemed to have light (less than moderate) continence needs, following assessment will not be eligible as part of this service for daily pads. The provider must ensure patients will be referred to a home delivery company that meets NHS contract standards for continence products or equivalent. The provider must ensure that the home delivery company is declared as a subcontractor throughout the accreditation process. This will support the delivery of containment products direct to patient’s homes or patients may collect from a local pharmacy. Confidentiality to be maintained at all times. 
The range available varies between healthcare providers, depending on local budgets, and patients may need to purchase containment products themselves - either because pad provision will depend on local arrangements or because they use more containment products that their provider feels they need, or because they prefer a particular brand that is not supplied free-of-charge. 
Self-purchase is not difficult, as containment products are widely available from high street pharmacies, supermarkets and by mail order. It can prove expensive, however, as patients are unable to negotiate the bulk discounts available to healthcare providers. Regulators also need to formulate more equitable policies regarding VAT. Although individuals can purchase a certain number of incontinence products without paying VAT, and without filling in an exemption form, VAT has not actually been abolished on these containment products in the UK. 
Although it is important to contain costs, it is also important to remember that cheaper containment products may have a lower performance. As a result, although unit costs are reduced, more containment products may be consumed, which can cost more overall. 
The primary requirements for containment products which are free through the NHS are: 
· Rapid absorption and retention of urine 
· Isolation of wetness from the skin 
· Reduction of odour 
· Hygiene 
· Comfort 
· Simplicity 
· Low noise factor in order to promote privacy and dignity
A typical person with incontinence requires absorbent containment products during the day and may require an additional, heavier-performing product at night. Therefore the provider must ensure that the patient as part of the treatment plan is aware that they will receive a minimum of 3 pads for daily continence, through the delivery service. It is the provider’s responsibility to ensure that the delivery company adheres to the requirements of this specification.
The number of daily containment products will be determined locally however for the purpose of this specification the minimum provided shall be three pads daily per individual. It is not possible to determine a maximum as this is a clinically determined decision. The provider must ensure that the clinical lead for the service acts as authoriser should four of more containment products be required. The decision re authorisation must be completed within 24 hours of the request for containment products. 
Any patient who requires pads following a secondary care procedure e.g. laparoscopic radical prostatectomy will be referred to the provider and the provider must ensure pads are provided for 8 weeks post surgery with provider clinical review undertaken at 8 weeks to determine if further containment products are required.
For patients with palliative incontinent pad needs, automatic delivery to the home should be organised by the provider as part of the patient’s pathway of care. Prior to hospital discharge, patients must have undergone an assessment by a registered nurse who has completed an accredited module for urology and containment products organised. 
For children, the provider must ensure access to enuresis alarms as required as part of a free loan system. Partnership working with occupational therapists is also required re assessment for potty chairs, seat reducers, and other items of assistive technology.
For patients with a learning disability, the provider should ensure partnerships with Community Adult Mental Health (CAMH) and adult services are established to support challenging behaviour around continence issues with a referral where appropriate.
Population covered
The service will be accessible for patients registered with a GP practice and will be delivered from centres as close to home as possible.
Any acceptance and exclusion criteria 
Adults 
The service will accept female/male referrals for patients with lower urinary tract symptoms and/or incontinence as per inclusion/exclusion criteria.
The service will adhere to the following exclusion criteria for females, unless local agreement is in place:
· Haematuria (frank, microscopic or Dipstick) 
· Suspected gynaecological malignancy 
· Palpable bladder
· Abdominal or pelvic mass
· Recurrent UTI – more than 4 in 12 months of unknown cause
· Neuropathic bladder (of unknown cause)
· Recent Gynae/urological surgery         
· Suspected fistula
· Previous Pelvic irradiation
· Incontinence associated with pain 
The service will adhere to the following exclusion criteria for males unless local agreement is in place:
· Men under 50 years particularly with irritative lower UTI symptoms who must be referred to secondary care
· Haematuria (frank microscopic or dipstick)
· Elevated age- adjusted PSA (prostate specific antigen)
· UTI/ Prostatitis
· Raised creatinine
· Palpable bladder or abdominal/pelvic mass
· Neuropathic bladder of unknown cause
· Previous urological surgery excluding circumcision and benign scrotal lumps
· Rapid onset of symptoms (less than 4 months) 
· Digital Rectal Examination (DRE) suspicious of prostate malignancy 
NB:	Patients attending found to have a first degree relative who has had prostate cancer must be counselled appropriately regarding the advisability of reporting for annual PSA testing/ Digital Rectal Examination (DRE).
Other Exclusions
This would include pathway elements for non-complex continence care management undertaken by community nursing team or registered nurses within care homes who have attended a 2 day core continence training course to support basic assessment needs e.g. product fitting supported by standard operating procedures. This training must be facilitated by the service to ensure adherence to local procedures and pathways. If a nursing home referral is reviewed at triage and it is deemed appropriate and clinically indicated to be seen within the service it would be directed to either a level 1 or level 2 clinic appointment.
Bowel Exclusions
· Unexplained change in bowel habit
· Black tarry stool and not taking ferrous sulphate
· Palliative care patients
· Undiagnosed or unexplained bleeding from the rectum
· Signs of obstruction
· Stoma patients
· Rectal prolapse
· Third degree haemorrhoids
Children
Referral criteria & sources
If adequate clinical improvement has not been made following the initial assessment and management (level 1) of children and young people by health visitor or school nurse, patients should be referred to the paediatric bladder and bowel dysfunction service for specialist advice, assessment, treatment and review. 
Children under 2 years with ano-rectal anomalies, neuropathic bladder and bowel etc. must firstly have been reviewed by a paediatrician if clinically indicated before entry to this service. Early referral is encouraged for children with potential for delayed toilet training, such as Downs, autistic spectrum disorders is encouraged to facilitate toilet skill programmes. Entry at this point may be subject to local agreement.
The paediatric bladder and bowel dysfunction service including transition service is available to children and young people from the age of 0 to 19 with bladder and bowel dysfunction, who are registered with a GP.  
Young people will be assessed up to the age of 16 years; from there they will enter a transitional period to 19 years and then transfer to the adult service. 
Referral route
There is an open referral system:
· Self-referral (parent/guardian, young adult).  
· Referrals from primary care healthcare professionals (including GPs, health visitors, and school nurses).  
· Secondary care referrals (i.e. consultant paediatricians).  
· Others as appropriate.  
Interdependencies with other services
Providers shall be required to link seamlessly with all specialist and primary care services. This includes the encouragement of timely referral, links with link nurses, allied health professionals and the independent sector.
It is the responsibility of the provider to ensure that all appropriate details are communicated to the necessary recipients with notes made in the patient’s records. Patient’s clinical progress and management and treatment plan will be reported to the GP by the provider within 3 working days of discharge. Providers will be responsible for ensuring the accuracy of this information and medication notifications. 
The provider should work using an integrated approach with other agencies caring for people with incontinence. The Good Practice in Continence Services (Department of Health 2000) 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4005851 states that various professionals providing care at different levels can be employed by different bodies but if services are to be integrated, in line with clinical governance principles, they should all: 
· work to best practice evidence based policies, procedures, guidelines and targets
· use locally agreed evidence based policies, procedures and guidelines where appropriate
· undertake group audit and review’
The providers shall ensure that all performers of services to patients should be familiar with the wider healthcare community and be able to make referrals to other services, including specialist services, as and when required. Partners will include:
· Community Services
· Acute Trust
· Social services
· Patient Forums
· All GP Practices
· Health and Informatics Service
[bookmark: _Toc317074621]Applicable Service Standards
Applicable National Standards
Provider essential
The provider will deliver services effectively to patients.  The provider is required to meet, as a minimum, the following standards:
· Essential Standards for Quality and Safety  http://www.cqc.org.uk /sites/default/files/media/documents/essential_standards_of_quality_and_safety_march_2010_final_0.pdf 
The provider must ensure systems and processes are in place to ensure continuity of care based on clinician, information and treatment.
The service must have a clinical risk management system in place
The provider must ensure that a senior lead clinician with a managerial responsibility takes the lead for the day to day running of the service
The provider must book an appointment for patient, by contacting them by telephone and choosing mutually convenient time within 28 calendar days. 
Confirmation sent to patient. Should booking the appointment not be possible within the identified timescale, this should be reported to the referring GP with reason. Text reminders encouraged.
The provider must convey all/any suspicious findings by phone to the referring GP for urgent/immediate action
Review appointments must be arranged by the provider at mutually convenient time and place for patients. On discharge the provider must ensure that both patient and GP are aware that entry back into the service is patient/GP responsibility.
Telephone support/advice line support
Provider to meet all aspects of relevant NICE guidance as detailed in the evidence base.
Provider to meet Ionising Radiation (Medical Exposure) Regulations (IRMER) standards and must conform to all aspects of Imaging Services Accreditation Scheme (ISAS), Royal College of Radiologists Imaging Services Accreditation Scheme Standard: Statements, Rationales and Criteria. (Jan 2009).
http://www.rcr.ac.uk/publications.aspx?PageID=310
Provider to be CQC registered.
If non NHS provider, must hold information sharing agreement as per Caldicott principles, namely an information governance statement of compliance which has been assured by external assessors and is accessible to the public.


The service must:
· Provide fully skilled and trained, appropriately qualified personnel (see competency schedule in SECTION 1 APPENDIX 1), and provide a competency based training package to ensure staff have the required knowledge and skills to deliver safe and effective practice. For example specialist nurses, GPs with a special interest in the condition, ultrasonographers, and consultant urologists and physiotherapists and occupational therapists, provided that they have had appropriate training and demonstrate the required competencies. 
· Physiotherapists must be registered with the Health Professional Council. Those working at level 2 should hold the postgraduate certificate (either physiotherapy in women’s health or Continence for Physiotherapists0 or equivalent. Level 1 physiotherapists must have completed postgraduate specialist training in the assessment and management of bladder and bowel dysfunction.
· For the children’s specialist nurses, staff must hold the following qualifications, Registered Sick Children’s Nurse (RSCN), health visitor or degree school nurses. Non medical prescribing qualifications are desirable.
· Ensure appropriate professional development/training is sourced and accessed by the paediatric continence nurses.  This must include safeguarding children and vulnerable adults training and the triage of and management of referrals.  
· Ensure staff are specialist, trained and experienced and can fully understand the implications/impact of incontinence on health and wellbeing. Patients feel that the sensitivity and nature of the condition requires an understanding and empathic approach promoting dignity and respect, with a focus on empowering and encouraging patients on all aspects of self care as part of a value base. 
· The gold standard model would be the active involvement of secondary care specialists (nurses, physiotherapists, occupational therapists) delivering appropriate care within this community service with secondary care specialists (nurses, physiotherapists, occupational therapists, doctors) supporting in an advisory capacity, again where appropriate.
· Senior lead clinician with a managerial responsibility may be either be a nurse, physiotherapist or continence medical consultant with masters level and management qualification and 5 years experience.
· Non medical prescribers working within the service must meet Post Registration Education and Practice (PREP) standard from the National Medical Council (NMC) and adhere to the standard operating procedures for monitoring storage and retrieval of prescription pads.
· Identify a governance lead, with responsibility for National Patient Safety Agency (NPSA) alerts. Risk management must include the reporting of all clinical incidents to the NPSA anonymously and have a broadcasting system to all health professionals within the service regarding NPSA, MDA and medication alerts. The provider must demonstrate the evidence on how this mechanism functions.  A governance framework should stipulate the operational management, resources and identify staff numbers, title and WTE. Information governance toolkit must demonstrate level 2 and above.
· Support continuing professional development for all staff with clinical leadership and supervision, which must involve attendance at theatre and clinic sessions in secondary care, attendance at conference at least annually. All clinicians where appropriate to attend regular meetings including MDT for peer support. Clinicians must be encouraged to engage with any relevant networks across the health economy and should be multi professional.
· The provider must ensure the safe delivery of clinical services providing a leadership structure and governance that is fit for purpose.  The provider will be expected to promote a culture of learning within its organisation ensuring the following are provided:
· Clinical leadership;
· Integrated governance;
· Clinical safety and medical emergencies;
· Incident reporting
· Provide information and advice leaflets, DVD, visual tools, website for patients. Other formats, such as Braille, large print, audio cassette or CD, must be made available if the need has been identified.  Facilitate a group approach and expert patient involvement where appropriate and support carers as required. Information should be age and language appropriate.
· Be responsive to people with learning disabilities, mental health problems and those from ethnic minority groups. The provider must ensure all staff undertake mental capacity training, equality and diversity training and conflict resolution training
http://www.equalityhumanrights.com/uploaded_files/EqualityAct/PSED/essential_guide_guidance.pdf
· The provider must ensure that the best interests of people are maintained through constant evaluation with a system for continuous improvement
The service must be provided in a geographically convenient, easily accessible location which:
· Complies with health and safety legislation; 
· has disabled access;
· Has appropriate waiting and treatment areas;
· Is appropriately furnished and equipped with necessary equipment; 
· Meets cleanliness and hygiene standards.
· Is easily accessible via public transport
· Has available parking for patients
The provider must raise awareness of the service amongst other health care professionals to minimise referral delays. Raising awareness should extend to public and potential service users to promote better understanding of the service (including self-referral options). This should extend to carers and their children and young people.
The provider must fulfil patient and public expectations of
· Empathetic and compassionate care provision
· Staff who have specialist skills and knowledge with experience and undergo regular training
· Holistic approach, understanding and supporting the impacts of the condition on the users quality of life
· Encouraging self-care and empowering service users to be proactive and involved in the management of their condition
The Provider must ensure that the following levels of supervision are provided to the clinical staff team
· Management supervision;
· Clinical supervision; 
· Safeguarding supervision (Safeguarding issues to be referred to named nurses within the Provider Services Safeguarding Team).
Applicable local standards
This is intended as a non-exhaustive list. Clause [16] takes precedence.
[bookmark: _Toc317074622]Key Service Outcomes
· Satisfaction with the quality of the service
· Number of adults and children cured, treated or symptoms alleviated whilst within the service or post discharge
· Number of adults and children self-managing to agreed management plan at nine months 
· Reduction in avoidable secondary care attendance, admission
· Reduction in UTIs
· Reduction in unnecessary treatment and inappropriate reliance on products for the containment of urinary/faecal incontinence.
[bookmark: _Toc317074623]Location of Provider Premises
The Provider’s Premises are located at:
[Name and address of Provider’s Premises OR state “Not Applicable”]
[bookmark: _Toc317074624]Individual Service User Placement
[Insert details including price where appropriate of Individual Service User Placement]
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[bookmark: _Toc317074625]ESSENTIAL SERVICES
[For local agreement]
For the purpose of this service specification it is essential that the provision of containment products is at all times maintained
The tariffs within this specification do not include the payment for containment products due to the uncertainty of activity levels. Containment products are free on the NHS to patients who meet the criteria.
Traditionally, the provider (where there is one) is given a budget (is/was from the PCT) based on the expected activity for that area to cover the pad costs.  The provider generally negotiates the best cost possible with an external company to purchase pads and has them provided/delivered to right person right place etc. The provider will use locally agreed criteria to ensure the right people enter into this system and pads are provided free to them in order to meet the management plan goals. 
For AQP the above is not sustainable therefore provision is to be agreed locally.
Therefore the number of daily containment products will be determined locally however for the purpose of this specification the minimum provided shall be three pads daily per individual. It is not possible to determine a maximum as this is a clinically determined decision. The clinical lead for the service or senior nurse must act as authoriser should four of more containment products be required. The decision re authorisation must be completed within 24 hours of the decision to give containment products 
Until a long term solution is locally agreed an interim solution must be sought. A system of recharging is suggested. The process for this would be:
Provider assesses patient and determines need for containment products
Provider would arrange provision
Provider must collate containment products monthly with expenditure monitored to include an appropriate level of detail (reporting can be agreed locally)
This must be submitted to the commissioner and be subject to review
Once authorised the equivalent payment would be made to the provider
A quarterly audit must be carried out to ensure that the provider is compliant with the assessment criteria for containment products provision.
To support the identification of the average annual consumable budget per patient, the total consumable budget can be divided by the total number of patients with consumables. It should also be noted that VAT costs would need to be shown within this context.
The following are options for the long term solution:
· Use a methodology to predict activity (number of people) requiring
· pads and apportion the previous or new consumable budget to individual GP budgets within consortia. The provider assesses the patient against the criteria and contacts the external company who invoice the GP directly. This could also support enuresis alarms.
· Use a voucher scheme. The provider assesses the patient against the criteria, gives them a voucher for the product which can be exchanged say at Boots. The patient signs an agreement and must use the supply for 8 weeks. This gives patient choice as there is an opportunity to top up the voucher e.g. purchase a pull up instead of a pad. This is not without difficulty as to variability of pads etc. This could also support enuresis alarms.
· Use personal health budgets. Patient meets the qualification criteria and uses their direct payment to purchase pads/alarm. This gives patient choice and could also support enuresis alarms
[bookmark: _Toc317074626]Personal Health budgets and AQP: 
Personal health budgets are intended to give people more choice and control over the NHS funded services they receive. They are a way of commissioning services at the level of the individual. At the heart of a personal health budget is a care plan which sets out the individual’s health needs and includes outcomes, the amount of money in the budget and how this will be spent. This is developed in partnership with the person and is agreed by the NHS. The Budgets can be used for a range of services, including traditionally provided services, those included on local Any Qualified Provider lists or non-traditional services such as hydrotherapy, acupuncture or gym membership. 
Personal health budgets are currently being piloted in the NHS in England. The pilots involve people with a range of long-term conditions such as COPD, stroke, diabetes and neurological conditions and mental health needs. People in receipt of NHS Continuing Healthcare (many of whom previously received personal budgets in social care) are a key group likely to benefit from personal health budgets. The pilot programme is due to end in October 2012 when the independent evaluation report will be published.
Although they are currently being piloted, there is a clear government commitment to roll out personal health budgets. This was set out most recently on 4 October when the secretary of State announced that subject to the evaluation, by April 2014 everyone in receipt of NHS Continuing Healthcare will have a right to ask for a personal health budget, including a direct payment. More information on personal health budgets can be found at: http://www.personalhealthbudgets.dh.gov.uk
[bookmark: _Toc317074627]Prescribing
For the purposes of this specification consideration of prescribing of appliances and medication may include the use of a centralised prescribing model where services have their own PPD prescribing code.  This would require local agreement.
[bookmark: _Toc317074628]INDICATIVE ACTIVITY PLAN
A table which includes all tariffs and the predicted amount of activity for the service should be created locally and inserted here. Figures should demonstrate activity levels within each CCG in the area to be served by the service.

[bookmark: _Toc317074629]ACTIVITY PLANNING ASSUMPTIONS
[bookmark: _Toc317074630]Commissioning Ambitions based on Activity Plan 
[State “Not Applicable” where appropriate OR where inserted, the Commissioning Ambitions must not conflict with information in Service Specifications.  The standard template published alongside this contract is recommended]

[bookmark: _Toc317074631]Capacity Review
[Where relevant to the Service, relevant parts of the Activity Plan and Capacity Review should be inserted here.] 
Activity by the provider has exceeded the seasonally profiled activity plan for the preceding three-month period by more than 5%

[bookmark: _Toc316452904][bookmark: _Toc317074632]ACTIVITY MANAGEMENT PLAN
[Insert/append Activity Management Plan]

[bookmark: _Toc316452905][bookmark: _Toc317074633]NON-TARIFF AND VARIATIONS TO TARIFF PRICES
[bookmark: _Toc316452906][bookmark: _Toc317074634]Non-Tariff Prices
[For local agreement]





[bookmark: _Toc316452907][bookmark: _Toc317074635]Variations to Tariff Prices
[For local agreement]


[bookmark: _Toc316452908][bookmark: _Toc317074636]EXPECTED ANNUAL CONTRACT VALUES
A table which includes all tariffs and the predicted amount of activity and annual contract values for the service should be created locally and inserted here. Figures should demonstrate activity levels within each CCG in the area to be served by the service.
The AQP impact assessment shows that the overall cost of procuring services under AQP is lower than existing arrangements:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsLegislation/DH_128457
[bookmark: _Toc316452909][bookmark: _Toc317074637]QUALITY
[bookmark: _Toc316452910][bookmark: _Toc317074638]Part 1 - Quality Requirements
[bookmark: _Toc317074663]Table 2: Quality Requirements
	Technical Guidance Reference
	
Quality Requirement
	Threshold
	Method of Measurement
	Consequence of breach

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Local Requirements to be locally determined with suggestions below:

[bookmark: _Toc316452935][bookmark: _Toc317074664]Table 3: Quality Performance Indicators
	Quality Performance Indicator
	Indicator
	Threshold 
	Method of measurement
	Frequency of monitoring
	Consequence of breach

	Number of patients referred to the service and are triaged within 24 hours
	Patient activity
	95%
	Recorded triage activity
	Monthly
	National consequence – see clause 32

	Number of patients accepted to the service and seen initially within 28 calendar days
	Patient activity
	95%
	Base line symptom profile and quality of life questionnaire
	Monthly
	National consequence – see clause 32

	Number of patients at triage given level 1 
and level 2 appointments
	Audit to evaluate the clinical reason for the decision to proceed to a level 2 appointment 
	100% of level 2 appointments
	Audit to evaluate
	Twice yearly
	National consequence – see clause 32

	Clinical audit using NICE Quality Standards / Essence of Care Benchmark or Essential Steps
	Audit plan including audit tools in place for
· Level 1
· Level 2
· Children
	One adult and one children audit completed 
	Audit report
	Annually
	National consequence – see clause 32

	Education and training delivered to HCPs across the health economy
	Number of HCPs receiving continence awareness education  that have improved their  knowledge and application 
	100% of educational contacts to be included within the audit
	Audit to evaluate success of educational contacts
	Annually
	National consequence – see clause 32

	Service User/Carer Experience
Including Experience Improvement Plan
	A client user survey is undertaken from service users to report into pathway experience. 
	100% of patients must be offered
40% of questionnaire must be completed
	Audit to evaluate
	Report detailing experience with recommended improvement plan due month 5 and month 11.
	National consequence – see clause 32

	Quality of Life and symptom profile questionnaire
	Assessment Form/ Questionnaire distributed to 
· 100% of  patients at 6 months, 
· 100% of patients at 9 months
	40% of questionnaire must be returned
	Audit to Evaluate
	Annually 
	National consequence – see clause 32

	Infection control: The number of urinary catheters in situ for patients within the service
	Audit to evaluate the number of 
catheters in situ for under 29 days and over 28 days and those patients presenting with a UTI
	100% 
	Audit to evaluate
	Quarterly
	National consequence – see clause 32
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[bookmark: _Toc317074639]Nationally Specified Events 
[bookmark: _Toc317074665]Table 4: Nationally Specified events
	Technical Guidance Reference
	Nationally Specified Event
	Threshold
	Method of Measurement
	Consequence per breach
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[bookmark: _Toc317074640]Never Events
[bookmark: _Toc316452936][bookmark: _Toc317074666]Table 5: National Definition (part of standard contract)
	
Never Events
	Threshold
	Method of Measurement
	Never Event Consequence (per occurrence)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



[bookmark: _Toc317074641]QUALITY INCENTIVE SCHEMES
[bookmark: _Toc317074642]Part 1 - Nationally Mandated Incentive Schemes
[bookmark: _Toc310862956][Currently there are no National mandated incentive schemes for continence services. Local ones will have to be determined by commissioners]

[bookmark: _Toc250382278][bookmark: _Toc316452915][bookmark: _Toc317074643]Commissioning for Quality and Innovation (CQUIN) 
Table 1: CQUIN Scheme
[The Parties are recommended to use the on-line standard template for CQUIN schemes 2011/12 available on the website of the NHS Institute for Innovation and Improvement (at
 http://www.institute.nhs.uk/world_class_commissioning/pct_portal/cquin.html) to facilitate the completion and recording of their CQUIN scheme.
Where the Parties use the on-line standard template, a copy of the completed scheme must still be printed and appended to this Schedule 18 Part 2 in place of the tables below.]
Quality Incentive Payments can be agreed to be paid monthly or by single annual payments.  
PLEASE DELETE AS APPROPRIATE “The Parties agree that Quality Incentive Payments shall be paid monthly and therefore the provisions set out in paragraphs 5 to 13 below shall apply.” OR “The Parties agree that Quality Incentive Payments shall be paid annually and therefore the provisions set out in paragraphs 14 to 19 below shall apply.  
[bookmark: _Toc316452937][bookmark: _Toc317074667]Table 6: Summary of goals
	Goal Number
	Goal Name
	Description of Goal
	Goal weighting 
(% of CQUIN scheme available)
	Expected financial value of Goal (£)
	Quality Domain
(Safety, Effectiveness, Patient Experience or Innovation)  

	1
	Patient Experience
	Write and monitor  a service improvement action plan developed as a result of patient engagement strategy
	50.00%
	
	Patient Experience Innovation

	2
	Reduction in Did Not Attends (DNAs)
	Reduce overall number of DNAs from baseline by 10%  and by 4th quarter
	25.00%
	
	Safety Effectiveness

	etc
	Completion of pathway
	Increase in the proportion of patients both adults and children cured, treated or symptoms alleviated whilst within the service as demonstrated by repeat of symptom questionnaire at 6 and 9 months and on completion of pathway
	25.00%
	
	Safety Effectiveness

	
	
	Totals:
	100.00%
	
	


[bookmark: _Toc316452938][bookmark: _Toc317074668]Table 7: Summary of indicators
	Goal Number
	Indicator Number[footnoteRef:4] [4:  There may be several indicators for each goal] 

	Indicator Name
	Indicator Weighting 
(% of CQUIN scheme available)
	Expected financial value of Indicator (£)

	1
	1
	Patient Experience
	50.00%
	

	2
	2
	Reduction in DNAs
	25.00%
	

	3
	3
	Completion of Pathway
	25.00%
	

	Etc
	
	
	
	

	
	
	Totals: 
	100.00%
	


[bookmark: _Toc316452939][bookmark: _Toc317074669]Table 8: Detail of Indicator 1
	Indicator number
	1

	Indicator name
	Patient Experience

	Indicator weighting (% of CQUIN scheme available)
	50.00%

	Description of indicator
	Write and monitor  a service improvement action plan developed as a result of patient engagement strategy

	Numerator
	N/A

	Denominator
	N/A

	Rationale for inclusion
	Ensure patient engagement is meaningful and results support change where appropriate

	Data source
	Provider to develop action plan based on its own patient engagement activities

	Frequency of data collection
	Twice yearly action plan submission to commissioners

	Organisation responsible for data collection
	Provider to submit action plan to commissioners

	Frequency of reporting to commissioner
	end of every quarter

	Baseline period/date
	N/A

	Baseline value
	N/A

	Final indicator period/date (on which payment is based)
	N/A

	Final indicator value (payment threshold)
	N/A

	Rules for calculation of payment due at final indicator period/date (including evidence to be supplied to commissioner)
	Service provider must have developed an action plan in relation to patient engagement activities undertaken during each quarter of the contract.  The provider must demonstrate the following:
· variety of means of patient engagement (eg surveys, focus group)
· at least 3 proposed actions developed as a result of patient feedback.
These actions should be tangible changes that will improve the service for the benefit of service users.  They should specify a person responsible for completing the action and a deadline.  The provider must be able to demonstrate monitoring of the action plan on a quarterly basis, through a RAG rating system.  This will be a cumulative action plan, which will be added to at the end of every quarter, based on that quarter's patient engagement activities.  By the end of the contract year there must be a minimum of 12 different actions, and information regarding the progress against the 9 actions specified by the end of quarter 3. 

	Final indicator reporting date
	End of final quarter

	Are there rules for any agreed in-year milestones that result in payment?
	No

	Are there any rules for partial achievement of the indicator at the final indicator period/date?  
	No


[bookmark: _Toc317074670]Table 9: Detail of Indicator 2
	Indicator number
	2

	Indicator name
	Reduction in DNAs

	Indicator weighting (% of CQUIN scheme available)
	25.00%

	Description of indicator
	Reduction in number of appointments that are classed as DNA

	Numerator
	Number of appointments classed as DNA during the contract year

	Denominator
	Number of appointments booked during the contract year

	Rationale for inclusion
	Reduction in the number of DNAs will ensure better compliance with treatment and therefore contribute to improved symptoms/condition; it will also ensure more efficient use of resources.

	Data source
	Provider to monitor number of appointments classed as DNA

	Frequency of data collection
	This data should be collected during every clinical session

	Organisation responsible for data collection
	The provider 

	Frequency of reporting to commissioner
	Quarterly

	Baseline period/date
	First contract quarter

	Baseline value
	 

	Final indicator period/date (on which payment is based)
	Last contract quarter

	Final indicator value (payment threshold)
	 

	Rules for calculation of payment due at final indicator period/date (including evidence to be supplied to commissioner)
	No more than 10% of all appointments that were originally booked with a patient should be classed as DNA.  DNA is defined as an appointment where the patient booked in for that appointment does not turn up, and there is no evidence of prior notification to their GP practice, to the practice hosting the clinical session, or to the provider.

	Final indicator reporting date
	End of last contract quarter

	Are there rules for any agreed in-year milestones that result in payment?
	No

	Are there any rules for partial achievement of the indicator at the final indicator period/date?  
	No


[bookmark: _Toc317074671]Table 10: Detail of Indicator 3
	Indicator number
	3

	Indicator name
	Completion of Pathway

	Indicator weighting (% of CQUIN scheme available)
	25.00%

	Description of indicator
	Increase in the proportion of patients both adults and children cured, treated or symptoms alleviated whilst within the service as demonstrated by repeat of symptom questionnaire at 6 and 9 months and on completion of pathway

	Numerator
	Total number of patients returning questionnaire having completed pathway of care

	Denominator
	Total number of patients accepted into the service

	Rationale for inclusion
	The rates of treatment and alleviation of symptoms will increase, with patients  self managing and gaining more benefit from the education and treatment received

	Data source
	Provider

	Frequency of data collection
	Monthly

	Organisation responsible for data collection
	Provider

	Frequency of reporting to commissioner
	Quarterly

	Baseline period/date
	First quarter

	Baseline value
	N / a

	Final indicator period/date (on which payment is based)
	Last quarter

	Final indicator value (payment threshold)
	70%

	Rules for calculation of payment due at final indicator period/date (including evidence to be supplied to commissioner)
	At least 70% of those patients accepted into the service should be classed as having completed a pathway originally recommended for them upon the acceptance of referral.  This only applies to those patients whose pathway is expected to be completed prior to the end of the contrac t year.

	Final indicator reporting date
	End of last quarter

	Are there rules for any agreed in-year milestones that result in payment?
	No

	Are there any rules for partial achievement of the indicator at the final indicator period/date?  
	No


[bookmark: _Toc316452940][bookmark: _Toc317074672]Table 11: Milestones (only to be completed for indicators that contain in-year milestones)
	Date/period milestone relates to
	Rules for achievement of milestones (including evidence to be supplied to commissioner)
	Date milestone to be reported
	Milestone weighting (% of CQUIN scheme available)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	Total:
	


[bookmark: _Toc316452941][bookmark: _Toc317074673]Table 12: Rules for partial achievement at final indicator period/date
(only complete if the indicator has rules for partial achievement at final indicator period/date)
	Final indicator value for the part achievement threshold
	% of CQUIN scheme available for meeting final indicator value

	
	

	
	

	
	

	
	


[bookmark: _Ref283804968]
1. [bookmark: _Ref315965256]Subject to paragraph 2, if the Provider satisfies a Quality Incentive Scheme Indicator set out in Schedule 18 Part 2 Table 1, a Quality Incentive Payment shall be payable by the Commissioners to the Provider in accordance with this Schedule 18 Part 2.
2. [bookmark: _Ref283804637]The Commissioners shall not be liable to make Quality Incentive Payments under this Schedule 18 Part 2 to the Provider in respect of any Contract Year which in aggregate exceed the applicable Actual Outturn Value percentage for the relevant Contract Year set out below:
[bookmark: _Toc316452942][bookmark: _Toc317074674]Table 13: Outturn Value percentage for the relevant Contract Year
	Contract Year
	Maximum aggregate Quality Incentive Payment

	1st Contract Year
	[For national determination and local insertion]

	
	

	
	


and for the avoidance of doubt this paragraph shall limit only those Quality Incentive Payments made under this Schedule 18 Part 2, and shall not limit any Quality Incentive Payments made under any Quality Incentive Scheme set out in Schedule 18 Part 1 or Schedule 18 Part 3.
3. The Provider shall in accordance with clause [33] of this Agreement submit to the Co-ordinating Commissioner a Service Quality Performance Report which shall include details of the Provider’s performance against and progress towards the Quality Incentive Scheme Indicators set out in Schedule 18 Part 2 Table 1 in the month to which the Service Quality Performance Report relates.
4. The provisions set out in paragraphs 5 to 13 below apply in respect of Quality Incentive Payments made by monthly instalments. The provisions set out in paragraphs 14 to 19 apply in respect of Quality Incentive Payments made by a single annual payment.
[bookmark: _Ref283738125]Monthly Quality Incentive Payments 
5. [bookmark: _Ref283801560]Where the Co-ordinating Commissioner and the Provider have agreed that Quality Incentive Payments should be made on a monthly basis by any Commissioners, then in each month after the Service Commencement Date during the term of this Agreement each relevant Commissioner shall make the default Quality Incentive Payment set out below to the Provider:
[bookmark: _Toc316452943][bookmark: _Toc317074675]Table 14: Quality Incentive Payment
	Commissioners
	Monthly Quality Incentive Payment – 1st Contract Year

	[insert name of each Commissioner making monthly CQUIN payments]
	

	
	

	
	


and the Provider and the Co-ordinating Commissioner may from time to time, whether as a result of a review performed under paragraph 6 below or otherwise, agree to vary the default monthly Quality Incentive Payment for any Commissioner set out above. 
6. [bookmark: _Ref283804891]The Co-ordinating Commissioner shall review the Quality Incentive Payments made by the Commissioners under paragraph 5 on the basis of the information submitted by the Provider under this Agreement on the Provider’s performance against the Quality Incentive Scheme Indicators. Such reviews shall be carried out as part of each Review under clause [8].
7. In performing the review under paragraph 6 the Co-ordinating Commissioner shall reconcile the Quality Incentive Payments made by the relevant Commissioners under paragraph 5 against the Quality Incentive Payments that those Commissioners are liable to pay under paragraph 1 on the basis of the Provider’s performance against the Quality Incentive Scheme Indicators, as evidenced by the information submitted by the Provider under this Agreement.
8. Following such reconciliation, where applicable, the Provider shall invoice the relevant Commissioners separately for any reconciliation Quality Incentive Payments. 
9. [bookmark: _Ref283805011]Within [10] Operational Days of completion of the review under paragraph 6, the Co-ordinating Commissioner shall submit a Quality Incentive Payment reconciliation account to the Provider. 
10. In each reconciliation account prepared under paragraph 9 the Co-ordinating Commissioner:
10.1 shall identify the Quality Incentive Payments to which the Provider is entitled, on the basis of the Provider’s performance against the Quality Incentive Scheme Indicators set out in Schedule 18 Part 2 Table 1 in those months of the relevant Contract Year that have elapsed at the time of the review;
10.2 shall ensure that the Quality Incentive Payments made to the Provider in respect of completed Contract Years comply with the requirements of paragraph 2; 
10.3 may correct the conclusions of any previous reconciliation account, whether relating to the Contract Year under review or to any previous Contract Year; and
10.4 shall identify any reconciliation payments due from the Provider to any Commissioner, or from any Commissioner to the Provider.
11. Within [5] Operational Days of receipt of the Quality Incentive Payment reconciliation account from the Co-ordinating Commissioner, the Provider shall either agree, or, acting in good faith, contest such reconciliation account.
12. [bookmark: _Ref283805038]The Provider’s agreement of the Quality Incentive Payment reconciliation account (such agreement not to be unreasonably withheld) shall trigger a reconciliation payment by the relevant Commissioner(s) to the Provider, or by the Provider to the relevant Commissioner(s), as appropriate, and such payment shall be made within [10] Operational Days of the Provider’s agreement of the reconciliation account and the Provider’s invoice.
13. [bookmark: _Ref283804715]If the Provider, acting in good faith, contests the Co-ordinating Commissioner’s Quality Incentive Payment reconciliation account:
13.1 [bookmark: _Ref283805057]the Provider shall within [5] Operational Days notify the Co-ordinating Commissioner, setting out reasonable detail of the reasons for contesting such account, and in particular identifying which elements are contested and which are not contested;
13.2 any uncontested payment identified in the Quality Incentive Payment reconciliation account shall be paid in accordance with paragraph 12 by the Party from whom it is due; and
13.3 if the matter has not been resolved within 20 Operational Days of the date of notification under paragraph 13.1, either Party may refer the matter to dispute resolution under clause [28] (Dispute Resolution),
and within [20] Operational Days of the resolution of any Dispute referred to dispute resolution in accordance with this paragraph 13 the relevant Party shall pay any amount agreed or determined to be payable.
[bookmark: _Ref283804762]Single annual payment of Quality Incentive Payments
14. [bookmark: _Ref283885502]Where the Provider and Co-ordinating Commissioner have agreed that one single Quality Incentive Payment should be made to the Provider by any Commissioner at the end of each Contract Year, then at the end of each Contract Year during the term of this Agreement each Commissioner set out in the table in this paragraph 14 shall, subject to the Provider’s performance against the Quality Incentive Scheme Indicators, make a single Quality Incentive Payment to the Provider in accordance with the procedure set out in paragraphs 15 to 19 below.
	Commissioners making single annual Quality Incentive Payment at the end of the Contract Year

	[insert name of any Commissioner making a single annual CQUIN payments]
[Insert amount of the single annual CQUIN payment for each relevant Commissioner]

	

	



15. [bookmark: _Ref283740137]The Co-ordinating Commissioner shall, within [10] Operational Days of the end of the Contract Year to which the Quality Incentive Payments relate or its receipt of final information from the Provider on its performance against the Quality Incentive Scheme Indicators during that Contract Year (whichever is the later), submit to the Provider a statement of the Quality Incentive Payments to which the Provider is entitled on the basis of the Provider’s performance against the Quality Incentive Scheme Indicators during the relevant Contract Year, as evidenced by the information submitted by the Provider under this Agreement.
16. Within [5] Operational Days of receipt of the Quality Incentive Payment statement from the Co-ordinating Commissioner under paragraph 15, the Provider shall either agree, or, acting in good faith, contest such statement.
17. [bookmark: _Ref283805913]The Provider’s agreement of the Quality Incentive Payment statement (such agreement not to be unreasonably withheld) shall trigger a payment by the relevant Commissioner(s) to the Provider, and such payment shall be made within [10] Operational Days of the Provider’s agreement of the statement and the Provider’s invoice.
18. [bookmark: _Ref284007077][bookmark: _Ref283804771]In the event that the Quality Incentive Payment under paragraph 17 is paid before the final reconciliation account for the relevant Contract Year is agreed under clause [7] (Prices and Payment) of this Agreement, then if the Actual Outturn Value for the relevant Contract Year is not the same as the expected Annual Contract Value against which the Quality Incentive Payment was calculated, the Co-ordinating Commissioner shall within [10] Operational Days of the agreement of the final reconciliation account under clause [7] send the Provider a reconciliation statement reconciling the Quality Incentive Payment against what it would have been had it been calculated against the Actual Outturn Value, and a reconciliation payment in accordance with that reconciliation statement shall be made by the relevant Commissioner to the Provider or by the Provider to the relevant Commissioner, as appropriate, within [10] Operational Days of the submission to the Provider of the reconciliation statement under this paragraph 18.
19. [bookmark: _Ref283810989]If the Provider, acting in good faith, contests the Co-ordinating Commissioner’s Quality Incentive Payment statement under paragraph 15 or reconciliation statement under paragraph 18:
19.1 [bookmark: _Ref283806647]the Provider shall within [5] Operational Days notify the Co-ordinating Commissioner, setting out reasonable detail of the reasons for contesting the relevant statement, and in particular identifying which elements are contested and which are not contested;
19.2 any uncontested payment identified in the relevant statement shall be paid in accordance with paragraph 17 by the relevant Commissioner or the Provider, as the case may be; and
19.3 if the matter has not been resolved within 20 Operational Days of the date of notification under paragraph 19.1, either Party may refer the matter to dispute resolution under clause [28] (Dispute Resolution),
and within [20] Operational Days of the resolution of any Dispute referred to dispute resolution in accordance with this paragraph 19 the relevant Party shall pay any amount agreed or determined to be payable.

[bookmark: _Toc316452916][bookmark: _Toc317074644]Locally Agreed Incentive Schemes
[For local agreement]

[bookmark: _Toc316452917][bookmark: _Toc317074645]ELIMINATING MIXED SEX ACCOMMODATION PLAN
Not applicable

[bookmark: _Toc316452918][bookmark: _Toc317074646]SERVICE DEVELOPMENT AND IMPROVEMENT PLAN
[bookmark: _Toc317074676]Table 15: Suggestions for development and improvement plans
	Description of Scheme
	Milestones
	Timescales
	Expected Benefit
	Consequence of Achievement/ Breach

	Healthy Bowel Clinics 
	Q1.
· Consider contractual arrangements top slice of laxative budget.
· Increased referral rates and increased number of clinics.
Q2.
· Patients with bowel dysfunction have choice of venue
· Reduced need to refer to secondary care
Q3.
· Triage enables patients referred direct to secondary care if clinically identified
· Partnership and collaboration with local acute hospital and colorectal surgeons
	Within one year of contract to enable increased equitable provision for bowel dysfunction.
	· Monitoring of budget for laxatives available with savings identified and agreed with GPs
· Local clinics accessible for patients with bowel symptoms
· Improved journey for patients with bowel dysfunction
· Direct referral if CA suspected
· Responsive access to containment products for faecal incontinence if clinically found
· Quality of life improved for patients with bowel dysfunction following assessment and treatment
	Subject to clause [32] (Contract Management)

	Trial without catheter service
	Q1.
· Offer choice to patient regarding where the procedure takes place
· Consider exclusion criteria with urologists
· Q2.
· Consider contractual arrangements for urological supplies
	Within one year of service provision
Protocols and guidelines developed
Collaboration and partnership with supplies and secondary care
	· Patients can have procedure in local clinic or at home if housebound
· Time of appointment can be mutually agreed
· Potential savings made with urological supplies contractor
· Patients will not be required to spend a day in local hospital or take up bed overnight
· Review of catheter timely and removal possible therefore potentially reducing catheter associated infections and risk of ill health or mortality
· Reduced number of catheters or time with indwelling appliance reduced making savings and quality of life improved  with removal
	

	Integration of Stoma Services into community
	Yr1. Q1.
· Agreed protocols and guidelines from steering group members to include multi-disciplinary health care workers.
Yr1. Q2.
· Single point of access
· Access to local clinics
Yr1. Q3.
· Telephone advisory line
· Joint clinics with secondary care
Yr2. Q1.
· Multi-Disciplinary Team (MDT) meetings relating to stoma patients and palliative care
· Monitoring of prescription 
· Items
Yr2. Q2.
· Contractual supplies in community of stoma appliances with potential savings and choice in relation to where service user accesses items
Yr2.Q3.
· IT Data base to capture and monitor service user information to increase productivity and offer value for money
	This may commence at any time but may take up to 2 years for completion.
	· Patients have increased continuity and seamless care relating to stomas from hospital to home.
· Patients offered to choice of local clinic or home visit if more appropriate reduce need to attend secondary care
· Triage can assist that the patient will see the most appropriate practitioner appointment mutually agreed with patient
· Partnership working and collaboration increased with consultants in secondary care.
· Increase the use of MDT meetings for palliative care patients.
· Monitor patients and prescribing trends to monitor cost and clinical effectiveness
· Improve communication for stoma patients with advisory line
	

	Develop care pathways to implement procedures and treatment options for children with medical appliances closer to home
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[bookmark: _Toc316452919][bookmark: _Toc317074647]SERVICE USER, CARER AND STAFF SURVEYS
[bookmark: _Toc316452920][bookmark: _Toc317074648]Service User, Carer and Staff Surveys
	Experience ‘domain’ Ref
	Method of data capture
	Tools / Frequency / Sample size
	Output

	1. Patient / Service user experience
	Survey to incorporate a set of questions that help the service understand holistically users’ experiences
	Questionnaire

Use of appropriate delivery channels, e.g.:
· Paper based (e.g. postcard)
· Online (e.g. Surveymonkey)
· Other electronic
Survey questions should map to each of the relevant domains of an established patient experience model / framework (e.g. Picker Institute –Patient Centred Care)
Sample size = minimum 50 per quarter completed surveys
	Quarterly Reports showing key themes and insights, along with action planned remedial steps, interventions, and follow-up work (identified priority areas)

Findings triangulated with other sources of service user insight evidence

	2. Patient / Service user
	Active promotion of ‘NHS Choices’ online comments service
	Services to actively promote and encourage user feedback through ‘NHS Choices’ online channel:
· On-going promotion and collation of comments
	Visibility of promotional literature within designated service areas / appointment letters / at point of discharge etc. 

Quarterly Reports to highlight any online activity and indicate any planned remedial steps, interventions, and follow-up work (identified priority areas)
Findings triangulated with other sources of service user insight evidence

The ‘Right to reply’ function of the ‘NHS Choices’ comments service, to be actively used by the service to respond to user comments, where appropriate

	3. Patient / Service user / carer experience
	To actively promote an appropriate local public feedback service (e.g. PALs / Complaints)
	Ongoing
	Visibility of promotional literature within designated service areas / appointment letters / at point of discharge etc.

	4. Public & Patient Involvement
	Communication of outcomes of patient experience data to public / service users
	Organisational publications
In-service communications etc.
	Evidence of publications / communication channels used to feedback to public.




[bookmark: _Toc316452921][bookmark: _Toc317074649]CLINICAL NETWORKS AND SCREENING PROGRAMMES
[For local agreement and not to conflict with any information in Service Specifications]
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[bookmark: _Toc316452922][bookmark: _Toc317074650]REPORTING AND INFORMATION MANAGEMENT
All information gathered for the purposes of reporting is subject to the requirements set out in clause [27], (Data Protection, Freedom of Information and Transparency) and clause [56] (Compliance with the Law).
[bookmark: _Toc316452923][bookmark: _Toc317074651]National Requirements Reported Centrally
1. The Provider and Commissioner shall comply with the reporting requirements of SUS and UNIFY2. This includes compliance with the required format, schedules for delivery of data and definitions as set out in the Information Centre guidance and all Information Standards Notices (ISNs), where applicable to the service being provided.
2. The Provider shall ensure that each dataset that it provides under this Agreement contains the Organisation Data Service (ODS) code for the relevant Commissioner, and where the Commissioner to which a dataset relates is a Specialised Commissioning Group, or for the purposes of this Agreement hosts, represents or acts on behalf of a Specialised Commissioning Group, the Provider shall ensure that the dataset contains the ODS code for such Specialised Commissioning Group.
3. The Provider shall collect and report to the Commissioner on the patient-reported outcomes measures (PROMS) in accordance with applicable Guidance.
4. The Provider shall comply with the national reporting requirements in relation to Sleeping Accommodation Breaches as set out in the Professional Letter.


[bookmark: _Toc316452924][bookmark: _Toc317074652]National Requirements Reported Locally
The Provider shall provide reports (content, format, method and timeframe to be agreed locally) covering the following:
[bookmark: _Toc310862960]Service Quality Performance Report
[bookmark: _Toc310862961]Activity Report
1. Provider performance against the Baseline Quality Performance & Productivity Requirements
2. Provider performance against the Incentive Scheme
3. Complaints Monitoring Report
4. Equality Monitoring Report
5. Implementation of experience surveys
6. Sustainability Report (see the Department of Health’s Sustainability Strategy ‘Taking the Long Term View’)
This list is based on current national reporting requirements and is subject to change.


[bookmark: _Toc308976285][bookmark: _Toc309744834][bookmark: _Toc316452925][bookmark: _Toc317074653]Local Requirements Reported Locally 
1. The data should be stored in a secure electronic form, ideally a relational database (e.g. Oracle, SQL Server) unless otherwise agreed with the Commissioner. User access controls should be implemented to ensure conformance with the governance requirements. Regular backups of the data should be taken.
2. The agreed dataset (see below) should be submitted by the last working day of each month (for the previous month) to the nominated Commissioner contact in electronic form (e.g. Microsoft Excel) via the agreed medium (usually e-mail). Encryption to AES256 level is required unless the data is transmitted between two NHS Mail accounts. Alternatively, a direct link to the Provider database may be established.
3. The submitted data should be accurate, complete and as up-to-date as practicable. Yearly (financial year) data should be provided on each occasion to ensure that retrospective additions and amendments are picked up.
4. Data should be provided to the lowest level of granularity. Aggregated data is not acceptable unless otherwise agreed with the Commissioner.
5. The data set below is based on the Community Information Data Set (CIDS) (http://www.ic.nhs.uk/services/in-development/community-information-programme/community-information-data-set-cids/community-information-data-set-cids-implementation-resource-page). Providers of Community Services should capture the information within this data set from April 2012 subject to having suitable systems in place.
6. Note that additional fields have been included where deemed appropriate for the service. References to corresponding CIDS data items are included. Primary keys are highlighted in yellow.
7. The structure is slightly simplified in that some data items may have more than one value per row, e.g. Diagnosis Code on the Referral table. Additional tables may be used in these instances.
8. The data set below is based on the Community Information Data Set (CIDS) 
9. (http://www.ic.nhs.uk/services/in-development/community-information-programme/community-information-data-set-cids/community-information-data-set-cids-implementation-resource-page). Providers of Community Services should capture the information within this data set from April 2012 subject to having suitable systems in place.
10. Note that additional fields have been included where deemed appropriate for the service. References to corresponding CIDS data items are included. Primary keys are highlighted in yellow.
The structure is slightly simplified in that some data items may have more than one value per row, e.g. Diagnosis Code on the Referral table. Additional tables may be used in these instances.
[bookmark: _Toc308976286][bookmark: _Toc309744835]
[bookmark: _Toc317074677]Table 16: Person Table
	Column
	Notes
	CIDS Data Item

	NHS Number
	
	Person. NHS Number

	NHS Number Status Indicator
	
	Person. NHS Number Status Indicator

	Local Patient Identifier
	Number used to uniquely identify patient with provider
	Person. Local Patient Identifier

	Org Code (Provider)
	National organisation code for provider
	Person. Organisation Code (Code of Provider)

	Birth Date
	
	Person. Person Birth Date

	Death Date
	
	Person. Person Death Date

	Postcode of Usual Address
	
	Person. Postcode of Usual Address

	GMP Code (Patient Registration)
	
	Person. General Medical Practice Code (Patient Registration)

	Gender
	
	Person.Person Gender Code Current

	Ethnic Category
	
	Person. Ethnic Category

	Religion
	
	

	Sexual Orientation
	
	

	British Armed Forces Indicator
	
	

	Disability Code
	May be more than one
	Person. Disability Code


[bookmark: _Toc317074678]Table 17: Referral Table
	Column
	Notes
	CIDS Data Item

	Local Patient Identifier
	
	Service Referral. Local Patient Identifier

	Org Code (Provider)
	
	Service Referral. Organisation Code (Code of Provider)

	Service Request Identifier
	Number used to uniquely identify referral
	Service Referral. Service Request Identifier

	Referral Request Received Date/Time
	
	Service Referral. Referral Request Received Date / Service Referral. Referral Request Received Time

	Adult or Paediatric Service
	Will normally be clear from age of patient
	 

	Source of Referral
	GP, primary care HCP, secondary care HCP, self-referral or other
	Service Referral. Source of Referral for Community

	Referring Organisation Code
	Organisation code of organisation who referred patient (if applicable)
	Service Referral. Referring Organisation Code

	Referring Health Care Professional Staff Group
	Staff group of health care professional who referred patient (if applicable)
	Service Referral. Referring Care Professional Staff Group

	Referring Health Care Professional
	ID/name of health care professional who referred patient (if applicable)
	Service Referral. Referring Care Professional Staff Group

	Symptoms
	From referral form - may be more than one
	

	Diagnosis Codes
	Formal diagnosis provided by referrer - may be more than one
	Service Referral. Diagnosis At Referral (Community Care)

	Procedure Codes
	Procedure(s) which contributed to condition (e.g. laparoscopic radical prostatectomy) - may be more than one
	

	Family History of Prostate Cancer (men)
	Yes/No
	

	Obstetric History (women)
	From referral form
	

	Received Treatment for Same Condition Before
	Yes/No
	

	Under Care of Urologist (adults)
	Yes/No
	

	Under Care of Paediatrician (children)
	Yes/No
	

	Clinical Findings
	From referral form
	

	Date Triage Offered
	Date on which the patient was first offered a date for triage
	

	Triage Date
	
	

	Triage Decision
	Level 1, level 2, level 3 (complex), refer elsewhere (e.g. to urologist, colorectal surgeon or consultant paediatrician) or decline
	

	Triage Reason for Onward Referral / Declination
	
	

	Date First Appointment Offered
	Date on which the patient was first offered an appointment following triage
	

	First Appointment Date
	
	

	Continence Type
	Urinary, faecal or both
	

	Continence Prevalence
	Daytime, night time or both
	

	Continence Severity Assessment
	Light, moderate or severe
	

	Referral Closure (Discharge) Date
	
	Service Referral. Referral Closure Date (Community Care)

	Referral Closure (Discharge) Reason
	Reason for discharge, e.g. treatment completed, referred to secondary care, referred to adult service
	Service Referral. Referral Closure Reason (Community Care)

	Patient Status at Discharge
	e.g. Cured, improving, symptoms alleviated, stable, deteriorating
	

	Date Details Passed to GP
	After discharge
	

	Referral Notes
	Any additional notes for this referral
	


[bookmark: _Toc317074679]Table 18: Care Contact Table
	Column
	Notes
	CIDS Data Item

	Local Patient Identifier
	
	Care Contact Activities. Local Patient Identifier

	Org Code (Provider)
	
	Care Contact Activities. Organisation Code (Code of Provider)

	Service Request Identifier
	
	Care Contact Activities. Service Request Identifier

	Contact Identifier
	Number used to uniquely identify contact
	Care Contact Activities. Community Care Contact Identifier

	Contact Date/Time
	Date/time of patient contact
	Care Contact Activities. Care Contact Date /
Care Contact Activities. Care Contact Time

	Date Appointment Booked
	If relevant
	

	Contact Duration (mins)
	
	Care Contact Activities. Clinical Contact Duration of Care Contact

	Contact Type
	Triage, assessment, follow-up, enquiry
	Care Contact Activities. Care Contact Type (Community Care)

	Contact Subject
	Who contact was with - patient, parent/guardian or patient proxy
	Care Contact Activities. Care Contact Subject

	Consultation Medium
	e.g. Face-to-face, telephone
	Care Contact Activities. Consultation Medium Used

	Location Type
	e.g. Home, clinic (face-to-face only)
	Care Contact Activities. Activity Location Type Code

	Site Code (of Treatment)
	If contact not in home setting
	Care Contact Activities. Site Code (of Treatment)

	Attended or Did Not Attend Code
	
	Care Contact Activities. Attended or Did Not Attend Code

	Health Care Professional Staff Group
	Staff group of health care professional involved in contact - may be more than one
	Care Contact Activities. Care Professional Staff Group
(Community Care)

	Health Care Professional
	ID/name of health care professional involved in contact - may be more than one
	

	Earliest Reasonable Offer Date
	Required for measurement of RTT
	Care Contact Activities. Earliest Reasonable Offer Date

	Earliest Clinically Appropriate Date
	Required for measurement of RTT
	Care Contact Activities. Earliest Clinically Appropriate Date

	Cancellation Date
	Date contact cancelled by provider or patient
	Care Contact Activities. Care Contact Cancellation Date

	Cancellation Reason
	Clinical or non-clinical
	Care Contact Activities. Care Contact Cancellation Reason

	Date Replacement Appointment Booked
	
	Care Contact Activities. Replacement Appointment Booked Date (Community Care)

	Replacement Appointment Date Offered
	
	Care Contact Activities. Replacement Appointment Date
Offered (Community Care)

	Activity Type
	e.g. test, scan, examination, lifestyle advice - may be more than one
	Care Contact Activities. Community Care Activity Type Code

	Activity Result
	Results of tests, scans, examinations, etc - may be more than one
	

	Contact Outcomes
	Any outcomes/decisions/actions arising from the contact - may be more than one
	

	Contact Notes
	Any additional notes for this contact
	


[bookmark: _Toc317074680]Table 19: Care Plan Table
	Column
	Notes
	CIDS Data Item

	Local Patient Identifier
	
	Care Plan. Local Patient Identifier

	Org Code (Provider)
	
	Care Plan. Organisation Code (Code of Provider)

	Service Request Identifier
	
	Care Plan. Service Request Identifier

	Care Plan Identifier
	Number used to uniquely identify care plan
	Care Plan. Care Plan Identifier

	Care Plan Creation Date
	
	

	Responsible Health Care Professional Staff Group
	Staff group of health care professional with overall responsibility for care plan
	Care Plan. Responsible Staff Group

	Responsible Health Care Professional
	ID/name of health care professional with overall responsibility for care plan
	

	Care Plan Start Date
	
	Care Plan. Care Plan Start Date

	Recommended Number of Follow-Ups
	
	

	Date Referring GP Contacted
	Where more than 6 follow-ups required
	

	Product
	e.g. Catheter, pads - may be more than one product required
	

	Voucher Value
	If vouchers provided to purchase products
	

	Voucher Frequency
	Frequency of issue of vouchers
	

	Daily Pads Required?
	Y/N - daily pads are currently free on the NHS
	

	Number of Daytime Pads Per Day
	
	

	Number of Night time Pads Per Day
	
	

	Date Products Requested
	
	

	Date Products Authorised
	Date on which product requirement was authorised by clinician
	

	Authorised By
	ID/name of clinician authorising product requirement
	

	Last Daily Pads Assessment Date
	Date patient last assessed for daily pads
	

	Next Daily Pads Assessment Date
	Date patient will be next assessed
	

	Care Plan Review Date
	
	

	Patient Status at Review
	e.g. Cured, improving, stable, deteriorating
	

	Care Plan Review Outcome
	e.g. Continue with plan, make minor changes to existing plan (e.g. provision of additional products), replace with new plan
	

	Care Plan End Date
	
	Care Plan. Care Plan End Date

	Care Plan End Reason
	e.g. Cured, new care plan required
	

	Care Plan Notes
	Any additional notes relating to the care plan
	


[bookmark: _Toc317074681]Table 20: GP/HCP Contact Table
	Column
	Notes
	CIDS Data Item

	Local Patient Identifier
	
	

	Org Code (Provider)
	
	

	Service Request Identifier
	
	

	Contact Date/Time
	Date/time of contact
	

	Contact Recipient
	Registered (G)P or (H)ealth care professional
	

	Health Care Professional
	ID/name of health care professional
	

	Contact Details
	e.g. Updated following contact with patient, sent copy of referral letter
	


[bookmark: _Toc317074682]Table 21: Questionnaire Table
	Column
	Notes
	CIDS Data Item

	Local Patient Identifier
	
	Care Plan. Local Patient Identifier

	Org Code (Provider)
	
	Care Plan. Organisation Code (Code of Provider)

	Service Request Identifier
	
	Care Plan. Service Request Identifier

	Questionnaire Type
	(S)ymptom profile or (Q)uality of life
	

	Issue Date
	Date questionnaire issued - may be completed on several occasions (eg. at triage, after 6 months or at discharge - whichever is sooner - then after a further 3 months)
	

	Help Requested Date
	Where patient requests help to complete questionnaire
	

	Help Provided Date
	 
	

	Return Date
	Date questionnaire returned
	

	Questionnaire Responses
	Responses to all questions
	

	Score
	Responses are converted to a score to allow improvement to be measured
	




[bookmark: _Toc316452926][bookmark: _Toc317074654]Data Quality Improvement Plan
For agreement at a local level.
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[bookmark: _Toc310862973][bookmark: _Toc317074656]Title: Competency for Continence Nurses Within Community Bladder and Bowel Integrated Services.
Name ………………………………………………		Date ………………………..	Base
	Knowledge
The ability to: Provide Patient Centred Care
	Self Assessment
	Formal Assessment

	
	Score
	Nurse’s Comments
	Score
	Assessor’s Comments

	
	Describe strategies on how the patient can be empowered to become an expert on their condition.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Discuss the importance of achieving concordance between the clinician and the patient.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Discuss the involvement in influencing and developing their own care planning including agreeing patient centred outcomes.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Describe health promotion and Public Health strategies related to continence care.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Critically assess the quality of life indicators and explore patients’ perceptions. 
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Critically assess and discuss appropriate appliance options, gain acceptance and demonstrate correct use.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Discuss with the patient correct ways to access, review and empower them to make decisions around self-care.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	


Key for Self-Assessment 1 = No knowledge / novice 2 = some knowledge / experience 3 = competent 4 = proficient 5 = very experienced and able to teach others

[bookmark: _Toc317074657]Title: Competency for Continence Nurses Within Community Bladder and Bowel Integrated Services
Name ………………………………………………		Date ………………………..	Base
	Knowledge
The ability to: Critically Explore the effects of incontinence in terms of morbidity and co-morbidity
	Self Assessment
	Formal Assessment

	
	Score
	Nurse’s Comments
	Score
	Assessor’s Comments

	
	Evaluate and discuss conditions causing incontinence.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Discuss conditions which can be caused by urinary problems or symptoms.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Discuss the conditions which can be caused  by bowel problems or symptoms.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Critically examine the link between conditions and physical, psychological and social well-being. 
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Evaluate and discuss medications and their side effects which may influence continence in older people and those with disabilities.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Discuss the importance of transition from Children’s Service to Adults for those with complex needs.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Discuss and evaluate continence care for end of life.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	


Key for Self-Assessment 1 = No knowledge / novice 2 = some knowledge / experience 3 = competent 4 = proficient 5 = very experienced and able to teach others

[bookmark: _Toc317074658]Title: Competency for Continence Nurses Within Community Bladder and Bowel Integrated Services
Name ………………………………………………		Date ………………………..	Base
	Skill
The ability to: Demonstrate skills in assessing an individual with bladder or bowel dysfunction
	Self Assessment
	Formal Assessment

	
	Score
	Nurse’s Comments
	Score
	Assessor’s Comments

	
	Discuss the importance of a holistic assessment using local documentation and reflect on tools used.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Discuss the differential interpretations of urinalysis and discuss the rationale for MSU or CSU.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Discuss medications which may indicate referral or amendment and review.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Complete local pathway devised from clinical findings.  Document action, reflect and evaluate tool effectiveness.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Critically discuss the relationship between diet and fluid intake and continence problems.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Reflect on the importance of patient involvement in care, carers.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Complete documentation appropriately and adequately.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Discuss the relationship between bladder residual volumes and impact on future care.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Demonstrate the ability to triage effectively and refer to secondary care when clinically indicated. 
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	


Key for Self-Assessment 1 = No knowledge / novice 2 = some knowledge / experience 3 = competent 4 = proficient 5 = very experienced and able to teach others

[bookmark: _Toc317074659]Title: Competency for Continence Nurses Within Community Bladder and Bowel Integrated Services
Name ………………………………………………		Date ………………………..	Base
	Skill
The ability to: Demonstrate a critical understanding on the management and treatment of an individual with continence problems.
	Self Assessment
	Formal Assessment

	
	Score
	Nurse’s Comments
	Score
	Assessor’s Comments

	
	Critically examine internal and external factors which will impact on incontinence
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Evaluate and discuss conservative bladder and bowel management and treatment.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Examine the rationale behind prompt voiding and individualised toileting.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Examine and discuss medications which might benefit symptoms when to use and side effects.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Prescribe medication within personal formulary and evaluate effectiveness.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Prescribe or recommend appliances for management of incontinence including catheters or sheaths and discuss physco socio economic impact of using such appliances.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	


Key for Self-Assessment 1 = No knowledge / novice 2 = some knowledge / experience 3 = competent 4 = proficient 5 = very experienced and able to teach others

[bookmark: _Toc317074660]Title: Competency for Continence Nurses Within Community Bladder and Bowel Integrated Services
Name ………………………………………………		Date ………………………..	Base
	Knowledge
The ability to: Demonstrate clinical skills in relation to continence care following theoretical study
	Self Assessment
	Formal Assessment

	
	Score
	Nurse’s Comments
	Score
	Assessor’s Comments

	
	Perform bladder scan following local policy and record and document findings.  Explain clinical findings and discuss when to refer on.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	[bookmark: _Toc309390784][bookmark: _Toc310417266]Perform catheterisation – indwelling, urethral, supra pubic, intermittent following local policy and procedures.  Discuss the risks, benefits and legal implications.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Perform vaginal examination following local policies and procedures.  Discuss rationale and legal implications.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Perform rectal examination following local policies and procedures.  Discuss rationale and implications and when indicated refer on.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Perform vaginal assessment for prolapse following local policies and procedures.  Discuss rationale and when clinically indicated refer on.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Perform rectal assessment for prostate following local policies and procedures.  Discuss rationale and legal implications and when to refer on to secondary care.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Peform Uroflowmetry following local policies and procedures.  Explain findings and discuss decontamination issues.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Perform tibial percutaneous neuro stimulation (PTNS) as per local policies and procedures.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	


Key for Self-Assessment 1 = No knowledge / novice 2 = some knowledge / experience 3 = competent 4 = proficient 5 = very experienced and able to teach others

[bookmark: _Toc317074661]Title: Competency for Continence Nurses Within Community Bladder and Bowel Integrated Services
Name ………………………………………………		Date ………………………..	Base
	Knowledge
The ability to: Demonstrate clinical skills in relation to continence care
	Self Assessment
	Formal Assessment

	
	Score
	Nurse’s Comments
	Score
	Assessor’s Comments

	
	Perform Peristeen rectal irrigation following local policies and procedures.  Explain risks and benefits and legal implications relating to procedures.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	[bookmark: _Toc309390785][bookmark: _Toc310417267]Abdominal palpation following local policies and procedures.  Discuss rationale and when to refer on.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Visual spinal examination following local policies and procedures.  Discuss rationale and when to refer on.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Toilet skills assessment tool following local protocol rationale and discuss risks and benefits in delaying toileting.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Complete Barthel index tool following protocol and rationale.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	Anal observation for children.  Discuss rationale and when to refer on.
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	

	
	
	1
	
	1
	

	
	
	2
	
	2
	

	
	
	3
	
	3
	

	
	
	4
	
	4
	

	
	
	5
	
	5
	


Key for Self-Assessment 1 = No knowledge / novice 2 = some knowledge / experience 3 = competent 4 = proficient 5 = very experienced and able to teach others

[bookmark: _Ref316546161][bookmark: _Toc317074606] 
[bookmark: _Toc310862952][bookmark: _Toc317074607]Currency and Payment
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Section 2 – Currency and Payment
The currencies are defined as follows:
Tariffs are based on the provision of a level 1 or level 2 service pathway as specified and are reflective of the complexity / resources required for the presenting problem 
The pathway price (at either level 1 or 2) will be based on an “average” combination of a first face to face (“new”) consultation and a series of follow up contacts (there is no exact number specified as this will be down to individual patients requirements but for the majority of clients it is anticipated that the maximum number of these would be up to 5 contacts (face to face) and that the average would be somewhat lower than that). Pathway prices include indirect and overhead costs to include the elements of triage and those self-referrers requiring support to complete initial documentation.
Follow up contacts made on a “non face-to-face” basis is covered via a separate tariff enabling the ongoing support, education and administration of the bladder and bowel dysfunction service.
Patients will be discharged following completion of the pathway, however if a patient is deemed to be an exception to the “average” pathway and requires significant or prolonged follow up, the provider should approach the commissioners to discuss an appropriate basis for re-imbursement.
Within the pathway development and in line with the current direction of travel an element of the pathway has been dedicated to the delivery of an outcome based specification, with providers completing a repeat of the baseline symptom profile and quality of life questionnaires at 6 and 9 months.  The delivery of this outcome measure will accrue the additional incentive to the pathway tariff (percentage currently based on CQUIN payment which in 2011/12 attracts 1.5%)  to help incentivise the delivery of improved outcome for the patient. This element/payment may be agreed locally and flexed appropriately to incentivise performance appropriately
[bookmark: _Toc310862953][bookmark: _Toc317074686] Currency Statement
To provide a continence service to adults and children which includes analysis of the referral form (plus help to complete form for those self-referring), an initial assessment (to include all the attributes specified), up to six follow up appointments at either level 1 or 2, and patient experience/outcome questionnaire (as stipulated in the logic model). 
The design of the currencies and tariff for this service is based on the following assumptions, adhering to the Department of Health’s guidance regarding high level principles for pricing of “any qualified provider” tariffs.
· That under the “Any Qualified Provider” model,  the commissioner will pay any potential providers the same rate for a service delivered to achieve a specified outcome (as defined within the service specification)
· The suggested currency is based on the provision of a tiered service (levels one and two as per specification) for adult continence services and for paediatric continence a separate “face to face” and “non-face to face” tariff (as tiered approach is not as viable for paediatric services)
· As per the pricing guidelines an element of the pricing structure can be linked to the achievement of clinical outcomes where both feasible and appropriate (as defined within the service specification).  This has been set at a provisional level of 1.5% of tariff as a direction of travel but can be subject to local aspirations and support for this suggested methodology. 
· As per the guidance, suggested tariff prices are based on local prices and includes market forces factor and will need to be adjusted based on the location of where the service is delivered and what the nearest NHS Trust receives.
· An additional CQUIN payment will be applicable to AQP values (in line with standard acute contract) currently set at 1.5% of contract expenditure.
[bookmark: _Toc310862954][bookmark: _Toc317074687]Pricing Methodology is as follows:
· The suggested currency and tariff is based on the local Wirral model (as provided by Wirral Community NHS Trust) and the baseline of cost for delivering the service has been reconciled in line with the reference costs submission.  (There will obviously be variation of service provision and expenditure nationally as to be expected and further benchmarking will take place with other AQP pilot sites to assess impact)
· The commissioner has worked with the local provider to determine the cost base of the existing service (baseline expenditure has been split between clinical staffing, containment products, appliances, indirect costs and overheads) to determine the appropriate split with which to base prices for the adult and paediatric services.
· The pricing structure excludes the containment products / products associated with the continence service (these are treated as a non-face to face contact within reference costs definition guidance) and these will need to addressed separately as referenced in Part 2 – Essential Services
· Activity information collated monthly for performance monitoring purposes and for annual returns such as reference costs have been used as the basis for the denominator for the creation of the proposed tariff.  
· There has been no adjustment within the activity for adult face to face contacts with regards to case mix and follow up ratios and is assumed that that “average” overall mix of activity (both initial / subsequent attendances and levels one & two) will be reflective of other services. Any time limits applied to pathways should be determined by local agreement.
· Although local provision is considered to be relatively efficient, an adjustment has been made (circa 1.9%) to bring the local price down to the national average as per reference costs publication for the 2010-11 financial year (reference cost section - Community Nursing / Specialist Nursing) to reflect requirement for efficiency savings
· Suggested currencies and tariffs based on local provision (adjusted to national average).
[bookmark: _Toc310862955]Adult Pathway
Pathway approach based on the (Wirral) average numbers of initial and subsequent attendances between service and patient, one payment made at the following rates for each pathway.  (This again assumes that the overall activity is in line with average casemix within Wirral and should allow for a number of variations of initial / subsequent attendances and that overall number of follow up appointment is in line with service specification)
Level One - £82.19
Level Two - £129.42
Average (based on L1/2 casemix = £101.21)
Adult Pathway (Outcome based)
As per above, reflecting pathway price approach but with % retained until achievement of outcome based measure as per specification
Level One - £80.95 (Additional £1.23 for achievement of outcome measures)
Level Two - £127.49 (Additional £1.94 for achievement of outcome measures)
Adult Non-Face to Face Contact
Non-Face to Face Contact £17.07 (Based on local service, Telephone Manned 9am-5pm Monday - Friday).C
Paediatric Face to Face Contact
£103.40
Paediatric Face to Face Contact (Outcome based)
£101.80 (Additional £1.60 for achievement of outcome measures)
Paediatric Non Face to Face Contact
£31.53
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[bookmark: _Toc315872515][bookmark: _Toc315872706][bookmark: _Ref315874972][bookmark: _Ref316386260][bookmark: _Toc317074608] 
[bookmark: _Toc317074609]Information Requirements for Patients
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Section 3 – Information Requirement for Patients
Guidance to the NHS on what specific information patients need to make an informed choice of qualified provider in the area of Continence.
[bookmark: _Toc310862964][bookmark: _Toc317074688]Background
· NHS Wirral on behalf of the NHS Cheshire, Warrington and Wirral Cluster carried out patient and public engagement throughout the cluster to establish what specific information patients need to make an informed choice of qualified provider in the area of Continence.
· The engagement process was spilt into two parts. One part was in the form of focus groups run by the local engagement team and clinical specialist with current users of the service in Western Cheshire and in the Wirral. The second part was carried out by an external company commissioned to carry out engagement with users, potential users, carers and patient representatives across the cluster.
· 34 people in total attended the locally run focus groups and 355 people participated in the consultation lead by the external company.
· The findings of each part were collated into two reports. These can be found in the appendix.
· Engagement was also carried out nationally through the National Network of Parent Carer Forums
[bookmark: _Toc310862965][bookmark: _Toc317074689]Findings
· It has been identified from the engagement with a wide variety of patients, carers and patient representatives that as providing choice for patients re community services is something new for patients they are unsure of the type of  information that they would require to make an informed choice particularly service specific information. 
[bookmark: _Toc310862966][bookmark: _Toc317074690]Recommendations
Therefore the AQP- Continence project team recommend the following:
[bookmark: _Toc310862967]Generic Service information
Information about the continence service should include:
· Information about continence, what it is, prevalence rates, types of treatment available etc (this will help to reduce the anxiety and embarrassment felt by patients needing to access the continence service).
· Information on expected outcomes noting that even if the patient cannot be ’cured’ , quality of life can be improved.
[bookmark: _Toc310862968]Provider specific information
[bookmark: _Toc310862969]Choices in provision of care to include:
· Location of service
· opening hours
· Waiting times to access service and the time between each stage of the pathway.
· appointment process
· availability of male and female nurses
[bookmark: _Toc310862970]Additional information shown to be important:
· Information on range of products and suppliers
· Quality assurance and standards of care information (including service user experience data, skill-sets and qualifications of specialist nursing staff) in particular, demonstrating the availability of competent , knowledgeable caring staff as these were all classed as being very important to users of continence services.
· Provision of additional support mechanisms available (e.g. patient and carer support groups, expert patients etc.)
· Availability of additional integrated care services
[bookmark: _Toc310862971]Accessibility 
Information should be kept simple, presented clearly, and be easily accessed and understood by younger and adult service users.
Providers should communicate information about their services through a range of communication channels:
· Face to face via the GP or other Health Care Professional
· Via written communication in the form of leaflet or posters
· Via electronic communication such as websites and text messaging
Interviewees reported a preference for receiving information to help them choose a continence service provider through discussion with their GP (61%, n196) followed by a nurse (46%, n146) and via a leaflet (46%, n146). The ‘NHS choices’ website was the next most favoured method (40%, n128) followed by a pharmacist (25%, n78), by e-mail (22%, n70) and word of mouth (17%, n53), with posters (14%, n46), other websites (12%, n39) and text messaging (5%, n16) being the least popular methods.
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Annex 2: Considerations (to be completed)
Please note Annex 2 is being updated - the following link will take you to the latest version of this document.
	Ref: 120130 Final Implementation Pack - Continence.doc
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Annex 3: Public Sector Equality Duty
The Equality Act 2010 replaces the previous anti-discrimination laws with a single Act making it easier for people to understand.  It also strengthens the law in important ways, to help tackle discrimination and inequality. The Public Sector Equality Duty, which came into effect on 5 April 2011, sets out the responsibilities a public authority must undertake in order to ensure an environment that fosters good relations between persons of differing protected characteristics. Protected characteristics under the Equalities Act 2010 are age, disability, gender reassignment, pregnancy and maternity, race, religion or belief, sex, sexual orientation. The Equality Duty has three aims. it requires public bodies to have due regard to the need to:
· eliminate unlawful discrimination, harassment, victimisation and any other conduct prohibited by the Act;
· advance equality of opportunity between people who share a protected characteristic and people who do not share it; and
· foster good relations between people who share a protected characteristic and people who do not share it.
Commissioners should have regard to the Public Sector Equality Duty when commissioning services for patients. For more information please visit the Department of Health website and search for 'Equality and Diversity'.
	Ref: 120130 Final Implementation Pack - Continence.doc
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Annex 4 – Glossary
	Any Qualified Provider
	[bookmark: _Ref316463125]Means that when patients are referred (usually by their GP) for a particular service, they should be able to choose from a list of qualified providers who meet NHS service quality requirements, prices and normal contractual obligations[footnoteRef:5].  [5:  Department of Health; 2011; Operational Guidance to the NHS: Extending Patient Choice of Provider.] 


	Audit
	Clinical audit is a process that has been defined as "a quality improvement process that seeks to improve patient care and outcomes through systematic review of care against explicit criteria and the implementation of change".
The key component of clinical audit is that performance is reviewed (or audited) to ensure that what should be done is being done, and if not it provides a framework to enable improvements to be made.

	Caldicott Guardian
	A Caldicott Guardian is a senior person responsible for protecting the confidentiality of patient and service-user information and enabling appropriate information-sharing[footnoteRef:6].  [6:  Department of Health; accessed November 2011; www.dh.gov.uk/en/Managingyourorganisation/Informationpolicy/Patientconfidentialityandcaldicottguardians/DH_4100563] 


	Care Pathway
	Means an evidence based plan of goals and key elements of care for a service user that facilitates the communication, coordination of roles and sequencing of the activities across their components of care.  The aim of which is to enhance the quality of care by improving service user outcomes, promoting service user safety, increasing service user satisfaction and optimising the use of resources.

	Care Quality Commission
	Means the Care Quality Commission established under the 2008 Act (CQC Website)

	Choose and Book
	Means the national electronic booking service that gives patients a choice of place, date and time for first hospital or clinical appointments.

	Commissioner
	Commissioners have a responsibility to purchase a range of healthcare and/or social care services from Providers to meet the needs of the populations for which they are responsible. These are subject to formal agreements and relate to a specified range of services.

	Community Based
	Services provided from a community setting (as supposed to a secondary care or primary care setting).

	CQUIN
	Commissioning for Quality & Innovation. A mechanism for incentivising quality improvement within NHS contracts.[footnoteRef:7] [7:  Department of Health, 2008; accessed December 2011. http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_091443] 


	CRB
	Criminal Records Bureau

	Currency
	Means the unit for which payment is made and can take a variety of forms including episodic, block and package of care.   The NHS costing manual sets out the principles for arriving at a total cost for each currency

	DDA
	Disability Discrimination Act

	Did Not Attend
	Means where the appointment did not take place where the patient failed to attend.

	Direct Access
	Referral straight from GP to the service without the need for secondary care triage (e.g. ENT).

	Discharge Summary
	Means a document issued to the service user by the lead Healthcare Professional or Care Professional of the service responsible for the service user’s care or treatment for the service user to use in the event of any query or concern immediately following discharge, containing information about the service user’s treatment, including without limitation:
· The dates of the service user’s referral or assessment;
· The dates of the service user’s discharge;
· Details of any care plan or treatment delivered;
· Name of the service user’s responsible lead healthcare professional or care professional at the time of the service user’s discharge;
· Any relevant or necessary information or instructions;
· Contact details for the provider;
· Any immediate post-discharge requirement for the GP or Referrer or other healthcare provider;
· Any planned follow-up arrangements; and
· The name and the position of the person to whom questions about the contents of the discharge letter are to be addressed; and complete and accurate contact details (including telephone number) for that person.

	HPC
	Health Professionals Council (HPC Website)

	IM&T
	Information Management and Technology

	In-scope, Out of scope
	In scope refers to the services that are to be commissioned as part of this service, and as defined within the service specification. If anything is considered out of scope, it will need to be commissioned separately.

	Interface Service
	Any service (excluding Consultant Led Services) that incorporates any intermediate levels of triage, assessment and treatment between traditional Primary Care and Secondary Care.  Interface Services include assessment services and referral management centres.  It does not include:
· Arrangements established to deliver primary, community or Direct Access Services, outside of their traditional setting
· Non-Consultant Led Services for mental health run by Mental Health Trusts
· Referrals to Practitioners with Specialist Interests for triage, assessment and possible treatment, except where they are working as part of a wider Interface Service arrangement.
Referral To Treatment (RTT) Periods to Interface Services are included in the 18 weeks targets. These are no longer central NHS targets, but are part of local contracting targets[footnoteRef:8]. [8:  Source: http://www.datadictionary.nhs.uk accessed 09.10.2010] 


	LA
	Local Anaesthesia

	Local Authority
	Means a county council in England, a district council in England or a London Borough Council.

	Monitor
	Means the public office established under the Health and Social Care (Community Health and Standards) Act 2003 with responsibility for authorising NHS Foundation Trusts and accountable to Parliament, and continuing under section 31 of the 2006 Act and any successor body or bodies from time to time, as appropriate.(Monitor Website)

	NHS
	Means the National Health Service in England.

	NHS Branding Guidelines
	Refers to the ‘Code of Practice for the Promotion of NHS Funded Services.’ 

	NHS Constitution
	Means the constitution for the NHS in England set out in Law and/or Guidance from time to time which establishes the principles and values of the NHS in England and sets out the rights, pledges and responsibilities for patients and public and staff. NHS Constitution

	NHS Foundation Trust
	Means an NHS Foundation Trust as defined in Section 30 of the 2006 Act.

	NHS Trust
	Means a body established under the Section 25 of the 2006 Act.

	National Institute for Health and Clinical Excellence or ‘NICE’
	Means the special health authority responsible for providing national guidance on the promotion of good health and the prevention of ill health (or any successor body). (Nice Website)

	National Standards
	Means those standards applicable to the provider under the Law and/or Guidance as amended from time to time.

	National Tariff
	Means the list of prices published from time to time by the Department of Health and applied in line with the Department of Health guidance relating to National Tariff construction and coding, charging and recording methodologies.  

	Package of Care
	Means any assessment, treatment, nutrition, support, accommodation or other elements of care to be provided under the service and relating to a referral or an emergency presentation.

	Patient Booking
	Means the procedures for patient booking set out in Module E of the contract.

	Patient Choice
	Means the commitment to free choice in elective care, which requires that all patients who require a referral for elective care from their GP or primary care professional for a first appointment shall be able:
· To choose to be treated by any provider that meets relevant eligibility criteria and registered as a Qualified Provider.
· To choose the time and date for their booked appointment, at the time they are referred.

	Patient Management Plan
	Means a plan to deliver services that are appropriate to the needs of the service user and that pays proper attention to the service user’s culture, ethnicity, gender, age and sexuality and takes account of the needs of any children and carers.

	Price/Tariff
	Price/tariff = Set price for a given currency unit.  Has the meaning given to it in Clause 7.2 of the Contract Terms and Conditions. 

	Provider
	Providers supply services to the Commissioners to meet the specification and against the terms of an agreement.

	Principles and Rules of Cooperation and Competition
	Means the rules of procedure published from time to time by the Department of Health, relating to the commissioning and provision of NHS services, to support cooperation and competition in the interests of patients and taxpayers in relation to:
· Commissioning and procurement.
· Cooperation and collusion.
· Conduct of individual organisations.
· Mergers and vertical integration.

	Qualification Process
	Means the process of registering providers to be eligible to deliver services to ensure that all providers offer safe, good quality care, taking account of the relevant professional standards in clinical services areas.  The governing principles of qualification[footnoteRef:9] is that a provider should be qualified if they:  [9:  Department of Health; 2011; Operational Guidance to the NHS: Extending Patient Choice of Provider.] 

· Are registered with CQC , where a regulated activity is being provided[footnoteRef:10] and licensed by Monitor (from 2013) where required, or meet equivalent assurance requirements3  [10:  http://www.cqc.org.uk/sites/default/files/media/documents/8798-cqc-the_scope_of_registration_revised.pdf] 

· Will meet the Terms and Conditions of the NHS Standard Contract which includes a requirement to have regard to the NHS Constitution, relevant guidance and law 
· Accept NHS prices 
· Can provide assurances that they are capable of delivering the agreed service requirements and comply with referral protocols; and 
· Reach agreement with local commissioners on supporting schedules to the standard contract including any local referral thresholds or patient protocols 

	Quality Incentive Payment
	Means a payment due to the Provider for having met the goals set out in the Quality Incentive Scheme.

	Quality Incentive Scheme
	Means any performance incentive scheme set out in Section 4 of Module B of the Contract.

	Referral Management Service
	Many PCTs have set up referral management services to act as a collection point for referrals before they are forwarded to secondary care. Different models have been developed: some act purely as information gathering centres, others clinically assess and triage referrals eg clinical assessment centres. 
The key is that these services concentrate on working with primary and secondary care clinicians so they have the information necessary to make high quality, consistent referrals[footnoteRef:11].  [11:  Adapted from, NHS institute for innovation http://www.institute.nhs.uk/quality_and_service_improvement_tools/quality_and_service_improvement_tools/demand_and_capacity_-_demand_management.html
] 


	Referral
	This is the process for entry to an appropriate service. It usually requires information to be provided in a format that gives sufficient information to triage the individual. 
Referrals can be made by the individual (self-referral) or by a referrer on behalf of the individual

	Referrer
	Means:
· The NHS Body that refers a service user to the provider for assessment and /or treatment.
· The service user’s GP
· Any organisation, legal person or other entity which is permitted or appropriately authorised in accordance with the Law to refer the service user for assessment and/or treatment by the Provider.
· Any individual service user who presents directly to the Provider for assessment and/or treatment if self-referral is included within the service specifications.

	Service manager
	Responsible for overall service delivery including, but not limited to:
Ensuring a high quality of clinical practice by all practitioners within the service, including necessary supervision of more inexperienced or junior staff 
That all staff, including subcontractors, meet the requirements as set out in the service specification and the NHS Terms & Conditions

	Service User
	Means a patient, service user, client or customer of a Commissioner or any patient, service user, client or customer who is referred or presented to the Provider or otherwise receives services under this Agreement.

	Specifications
	Means the service requirements set out in the service specifications.

	Staff
	Means all persons (whether clinical or non-clinical) employed or engaged by the Provider (including volunteers, agency, locums, casual or seconded personnel) in the provision of the Services or any activity related to, or connected with the provision of the Services.

	Triage
	This is the process of prioritising people for assessment and/or treatment according to the seriousness of their condition or injury. Using the information provided in the referral form, or via additional contact with the individual or the person who referred them.



Projected impact of incontinence in people over 
65 yrs 2008-2033
Males aged 65yrs + our lowest estimate (7%)	2008	2013	2018	2023	2028	2033	1700	1900	2100	2240	2410	2530	Males aged 65yrs +our highest estimate (10%)	2008	2013	2018	2023	2028	2033	2430	2730	3000	3200	3440	3620	Females aged 65yrs + our lowest estimate (10%)	2008	2013	2018	2023	2028	2033	3380	3580	3790	4050	4390	4720	Females aged 65yrs + our highest estimate (20%)	2008	2013	2018	2023	2028	2033	6760	7160	7580	8100	8780	9440	years

number of people
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Referral Form for Male Patients with Uncomplicated Lower  


Urinary Tract Symptoms And / Or Continence 


FAX COMPLETED FORM TO ( insert  contact number)  
Please note incomplete forms will be returned to referrer 


Patient 
Name 


 GP Name 
 


NHS No.  


Address 


 
 


Postcode 


 
GP Address 


DOB:  GP Tel No:  


Tel No:  Patient Ethnicity:  


Please note direct Referral to Consultant required if patient meets any exclusion  


See Guidance For Exclusion Criteria on Page 2 


Symptoms  - please tick as appropriate –  NB:  Faecal / Bowel patients are seen by the District Nurses 


Urinary Frequency          Yes 1 No 1 Nocturia Yes 1  No 1 


Urinary Urgency             Yes 1 No 1 Urinary Incontinence Yes 1  No 1 


Poor Urinary stream       Yes 1 No 1 Feeling of Incomplete Bladder Emptying Yes 1  No 1 


Hesitency Yes 1 No 1 Post Micturition Dribble Yes 1  No 1 


Family History of Prostate Cancer? Yes 1 No 1 If Yes, please provide details  


Medical History – Please Attach / Fax A Print Out 


Current Medication – Please Attach/Fax A Print Out 


Has the patient received treatment for the same 


condition before? 


 


Yes 1  No1 If yes please comment: 


Is this patient under the care of a Urologist?  
 


Yes 1  No1 If yes please comment: 


Clinical Findings 


Urinalysis result normal    Yes   1   No   1 
If dipstix abnormal 


MSU Result 
BP 


BMI Blood creatinine                 um/l PSA                      Ng/ml 


Findings of DRE if performed: Patient Opted Out of PSA investigation         Yes    1     No   1 


Comments  


Consent Has Been Given By Patient To This Referral? Yes  1  No  1  


Is this patient able to attend Clinic?      If No, Please Specify Yes  1  No  1  


Disabled access required?   Yes  1  No  1  


What is the patient’s preferred first language?   


Does the patient require any communication, translation or interpretation 
support?  i.e. Any hearing or visual impairments requiring specialist help (sign 
language, Braille, loop induction system) 


Yes  1  No  1 


 


 


Signed……………………...….…………………………….  Print Name:…………..…………………… Date………….………... 


 


Referrers Tel Number:…………………….…………….     Role & Base:  ………………..…………………………… 


 


HOSPITAL USE ONLY: 


Baseline Assessment completed     Yes  1  No  1 


Products Currently Effective        Yes  1  No  1 


 


State Type: ……………………..……………………. 


Date of Expected Discharge: …………………………….. Review at home 1 or clinic 1 (Primary Care) 


WIRRAL INTEGRATED CONTINENCE SERVICE - OFFICE USE ONLY 


 


Triaged By Signed: …………………….……   Print Name: ……………..…………..  Date: …...………  
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Please Do Not Fax This Sheet (Page 2)  
Back Along With The Referral Form  


 


 


 


 


Please provide Patients Medical History.  
 


  


EXCLUSION CRITERIA 


 


 


 


For Male Patients With Uncomplicated Lower  


Urinary Tract Symptoms And / Or Continence 
 


� Please note that direct referral to Consultant is required if patient has any of 
the following exclusion criteria for this service: 


      


- Age <50 years 
- Haematuria (frank microscopic or dipstix) 
- Elevated age- adjusted PSA 
- UTI/ Prostatitis 
- Raised creatinine 
- Palpable bladder or abdominal/pelvic mass 
- Neuropathic bladder of unknown cause 
- Previous urological surgery excluding circumcision and benign scrotal lumps 
- Rapid onset of symptoms (less than 4 months)  
- Digital Rectal Examination (DRE) suspicious of prostate malignancy  


 
NB: Patients attending found to have a first degree relative who has had prostate cancer 


will be counselled appropriately regarding the advisability of reporting for annual PSA 
testing/ Digital Rectal Examination (DRE) 


 


 


 


 


 


 Please Do Not Fax This Sheet (Page 2) Back Along With The Referral Form 
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Referral Form For Female Patients With Uncomplicated 
Lower Urinary Tract Symptoms And / Or Continence 


FAX COMPLETED FORM TO 0151 643 5440 
Please note incomplete forms will be returned to referrer 


Patient 
Name & Title 


Mrs / Ms / Miss / Other 
GP Name  


 
Address 
 
Postcode 


 GP Address  


DOB:  GP Tel:  


Tel:  Patient Ethnicity:  
 


Please note direct Referral to Consultant required if patient meets any exclusion  
See Guidance For Exclusion Criteria on Page 2


 


Symptoms  - please tick as appropriate – NB:  Faecal / Bowel patients are seen by the District Nurses 
Stress Incontinence   Yes 1  No 1 Urinary  Urgency Yes 1   No 1 Urinary Frequency     Yes  1   No 1 
Nocturia          Yes 1  No 1 Urinary Incontinence  Yes 1   No 1 Other- Please state  
 


Instrumental Deliveries Number of Births Caesarean Sections  Given Birth in last year Obstetric 
History    Yes   1   No   1 


 


Present Medical Conditions – Please Complete OR Attach / Fax A Print Out 
 
 
Current Medication – Please Complete OR Attach / Fax A Recent Print Out 
 
 
 
 


Has the patient received treatment for the same 
condition before? 


 
 


Yes 1  No1 If yes please comment: 
 
 


Is this patient under the care of a urologist / 
gynaecologist? 


 
 


Yes 1  No1 If yes please comment: 


Clinical Findings 
Urinalysis results normal      Yes   1    No 1                MSU result (if dipstix abnormal) 
 
Vaginal Examination To Exclude Prolapse   state findings 
 


Any Symptoms Of Vaginal Prolapse? 
Abdominal Examination      Normal  1     Abnormal 1  state findings 
BMI 
Comments 
 
 
Consent Has Been Given By Patient To This Referral? Yes  1  No  1  
Is this patient able to attend Clinic? If No, Please Specify Yes  1  No  1  
Disabled access required?   Yes  1  No  1  
What is the patient’s preferred first language?   
Does the patient require any communication, translation or interpretation 
support?  i.e. Any hearing or visual impairments requiring specialist help 
(sign language, Braille, loop induction system) 


Yes  1  No  1 
 


 
Signed…………………..….………   Print Name & Role………..………………………….……  Date……….………...


 


Referrers Tel Number:……………………………………. 
HOSPITAL USE ONLY: 
Baseline Assessment completed     Yes  1  No  1 


Products Currently Effective        Yes  1  No  1 
 


State Type: ……………………….…..……………………. 
Date of Expected Discharge: …………………………….. Review at home 1 or clinic 1 


WIRRAL INTEGRATED CONTINENCE SERVICE - OFFICE USE ONLY 
 
Triaged By Signed: …………………….……   Print Name: ……………..…………..  Date: …...……… Triage Outcome: ………. 


 







    WIRRAL’S INTEGRATED CONTINENCE SERVICE FOR ADULTS 
 
 


 
 


 
Exclusion Criteria 


 For Female Patients With Uncomplicated Lower  
Urinary Tract Symptoms And / Or Continence 


 
 


- Haematuria (frank, microscopic or Dipstix)  
- Suspected gynaecological malignancy  
- Palpable bladder 
- Abdominal or pelvic mass 
- Recurrent UTI – more than 4 in 12 months of unknown cause 
- Neuropathic bladder (of unknown cause) 
- Recent Gynae/urological surgery          
- Suspected fistula 
- Previous Pelvic irradiation 
- Incontinence associated with pain  
 


 
 
 
 
 


Please Do Not Fax This Sheet (Page 2) Back Along With The Referral Form 
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1  Background to this pathway


Quick info:
Scope:


• this pathway covers the assessment and management of urinary incontinence in adult women


Definition:


• urinary incontinence is an involuntary leakage of urine


Causes include:


• weak or damaged muscles of the pelvic floor


• incompetent urethral sphincter


• hyper- or hypoactivity of the detrusor muscle


• urinary tract infection (UTI)


Prevalence:


• in the US:


• 11-13% in females age 30-60 years


• 19-24% in females over age 60 years


Risk factors include:


• increasing age


• previous pregnancy


• vaginal or forceps delivery


• hysterectomy


• other gynaecological surgery


• chronic constipation


• increased body mass index


• stroke


• dementia


• neurological problems, such as:


• spinal cord injuries


• multiple sclerosis (see image of NMR scan − multiple sclerosis )


• peripheral neuropathy (see image of peripheral neuropathy)


• childhood enuresis


Types of incontinence include:


• stress


• urge


• mixed


• overflow


• functional


Symptoms of an overactive bladder (usually detrusor hyperactivity causing frequency, urgency and nocturia) may occur in the
absence of incontinence.
Stress incontinence:


• most common form especially in:


• females under age 60 years


• postmenopausal females


• urinary loss caused by an increase in abdominal pressure when:


• coughing


• laughing


• sneezing


• exercising



#

#
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Urge incontinence is:


• common in postmenopausal females


• caused by hyperactivity of the detrusor muscle


• symptoms include:


• urgency


• frequency


• nocturia


Mixed incontinence:


• symptoms of both stress and urge incontinence


Overflow incontinence is:


• rare


• due to over-extension of the bladder and hypo-activity of the detrusor muscle


• symptoms include:


• urgency


• frequent urination


• symptoms of stress incontinence


Functional incontinence is caused by acute or chronic impairment of physical or cognitive function, ie. inadequate perception of urge
to void, or physical inability to respond to urge.
Reference:
NICE. Urinary incontinence: the management of urinary incontinence in women. CG40. London: National Institute for Health and
Clinical Excellence; 2006.


2  Information resources for patients


Quick info:
NICE
The bladder and bowel foundation


5  History


Quick info:
Bladder and bowel symptoms:


• assess symptoms of incontinence, such as:


• frequency


• estimate of volume of leakage


• timing of incontinence


• precipitants, such as:


• coughing


• sneezing


• exercise


• sound of running water


• caffeine


• alcohol


• duration of symptoms


• history of recurrent UTI


• faecal incontinence or urgency


• constipation


Obstetric history:



http://www.nice.org.uk/nicemedia/live/10996/30284/30284.pdf

http://www.bladderandbowelfoundation.org/
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• previous pregnancies and deliveries


• mode of delivery, eg. normal vaginal delivery, instrumental, caesarean section


• weight of baby


• perinatal complications (especially perineal tears)


Previous surgery, such as:


• abdominal or pelvic surgery


• previous pelvic floor or vaginal repair


Medical conditions, such as:


• rheumatological (see images of rheumatoid arthritis and X-ray rheumatoid arthritis) and connective tissue disorders


• conditions (including menopause) that lead to oestrogen deficiency


• neurological disorders, such as:


• multiple sclerosis (see image of NMR scan − multiple sclerosis )


• spinal injuries (rare)


• Parkinson’s disease (see image of Parkinson's disease)


• early stages of diabetes mellitus (see image of diabetes)


Medications and drugs that can cause urinary incontinence include:


• antihypertensives, such as:


• prazosin


• methyldopa


• reserpine


• anti-epileptics, such as:


• chlorpromazine


• haloperidol


• clozapine


• benzodiazepines


• diuretics


• drugs that produce constipation or chronic cough, such as:


• iron


• opioids


• ACE inhibitors


References:
SIGN. Management of urinary incontinence in primary care. Edinburgh: Scottish Intercollegiate Guidelines Network; 2004.
Bengtson J, Chapin MD, Kohli N. Urinary incontinence: guide to diagnosis and management. Boston, MA: Brigham and Women's
Hospital; 2004.
University of Texas at Austin SoNFNPP. Recommendation for the management of stress and urge urinary incontinence in women.
Austin, TX: University of Texas; 2002.


6  Is there a urinary tract infection (UTI)?


Quick info:
Commonly caused by micro-organisms, such as:


• Escherichia coli


• Staphylococcus saprophyticus


• Proteus mirabilis


Symptoms of UTI include:


• dysuria


• frequency


• urgency



#

#

#

#

#
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• pyrexia


• painful urination


• nocturia


• haematuria


• suprapubic tenderness or discomfort


• cloudy or odorous urine


• urinary incontinence


Risk factors include:


• sexual intercourse


• atrophic urethritis and vaginitis, especially in postmenopausal women


• previous urinary tract surgery


• immunocompromise


• contraceptive devices, such as:


• diaphragm


• spermicide coated condoms


• abnormal urinary tract, such as:


• anatomical abnormalities


• outflow obstruction


• neuropathic bladder


• vesicoureteric reflux


Consider the presence of a urinary tract infection in all patients presenting with urinary incontinence:


• perform a dipstick test for leucocytes, nitrites, blood, glucose and protein


• send a mid-stream urine specimen for culture unless the patient has no symptoms of urinary tract infection and dipstick tests
are negative (in this case, a urinary tract infection is unlikely)


Reference:
NICE. Urinary incontinence: the management of urinary incontinence in women. CG40. London: National Institute for Health and
Clinical Excellence; 2006.


7  Symptoms of a UTI present or positive dipstick test


Quick info:
If symptoms of a UTI or a positive dipstick test are present, a mid-stream urine (MSU) specimen should be sent for culture:


• if initial dipstick testing is positive and symptoms are present, a UTI is likely:


• commence empirical antibiotic treatment pending MSU results


• if initial dipstick testing is negative but symptoms are present, a UTI is possible:


• consider empirical antibiotic treatment pending MSU results


• if initial dipstick testing is positive but there are no symptoms, the diagnosis of UTI is uncertain:


• await MSU culture results before initiating antibiotic treatment


Reference:
NICE. Urinary incontinence: the management of urinary incontinence in women. CG40. London: National Institute for Health and
Clinical Excellence; 2006.


8  No UTI symptoms and dipstick test negative


Quick info:


• if the patient has no symptoms of UTI and dipstick testing is negative, the diagnosis of UTI is unlikely and a mid-stream
specimen need not be sent for culture


Reference:
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NICE. Urinary incontinence: the management of urinary incontinence in women. CG40. London: National Institute for Health and
Clinical Excellence; 2006.


9  Physical examination


Quick info:
Pelvic abdominal examination:


• assess abdomen for:


• abdominal masses


• tenderness


• rigidity


• bowel sounds


• if bladder is palpable, consider over distension suggestive of outlet obstruction


• examine perineum for evidence of chronic irritation


• check perineal sensation


• examine rectum for:


• masses


• tenderness


• pelvic floor contraction


• assess genitalia for:


• signs of irritation or inflammation


• discharge


• lesions


• masses


• consider the cough stress test – assess for urine loss


Using speculum examine:


• vaginal epithelium thickness (a measure of oestrogen exposure)


• descent of the anterior and posterior vaginal walls during Valsalva manoeuvre (to exclude prolapse [see image of prolapsed
uterus])


• cervix


• uterus for:


• tenderness


• enlargement


• prolapse


• adnexal tenderness


Consider neurological evaluation including assessment of:


• anocutaneous and bulbocavernosus reflexes (to assess sacral nerve root function)


• perineal sensation


• plantar reflexes (to check for damage to the corticospinal tract)


• cognitive function, mobility and dexterity


Diagnostic testing for urinary incontinence includes urine:


• dipstick to exclude underlying pathologies


• microbiology


• cytology


Consider early referral of females with:


• severe voiding difficulty


• pelvic organ prolapse


• recurrent UTIs



#

#
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References:
SIGN. Management of urinary incontinence in primary care. Edinburgh: Scottish Intercollegiate Guidelines Network; 2004.
Bengtson J, Chapin MD, Kohli N. Urinary incontinence: guide to diagnosis and management. Boston, MA: Brigham and Women's
Hospital; 2004.
University of Texas at Austin SoNFNPP. Recommendation for the management of stress and urge urinary incontinence in women.
Austin, TX: University of Texas; 2002.


10  Treat UTI


Quick info:
Treatments for UTI include:


• paracetamol or ibuprofen for symptomatic relief of pain and pyrexia


• empirical antibiotics, such as:


• trimethoprim


• nitrofurantoin


NB: Choice of antibiotic may be altered on the basis of bacterial culture and resistance profile when available.
Reference:
SIGN. Management of suspected bacterial urinary tract infection in adults. Guideline no. 88. Edinburgh: Scottish Intercollegiate
Guidelines Network; 2006.


11  Indication for early referral or prolapse present?


Quick info:
Urgent referral (within 2 weeks) is required in the following circumstances to exclude urinary tract malignancy:


• microscopic haematuria (over age 50 years)


• macroscopic haematuria


• recurrent or persistent urinary tract infection and haematuria (over age 40 years)


• pelvic mass


Referral is also indicated in the following situations:


• prolapse


• palpable bladder after voiding


• bladder or urethral pain


• faecal incontinence


• possible neurological problem


• possible urogenital fistulae


• previous continence surgery


• previous radiotherapy or surgery for pelvic cancer


Features of pelvic organ prolapse include:


• visible prolapse (with or without speculum examination, more obvious on straining)


• palpable prolapse


• pain during intercourse (dyspareunia)


• incontinence on intercourse


• lower back pain


• pelvic pressure


• dragging sensation


• faecal incontinence


• difficulty passing stool (sometimes requiring manual evacuation)


Causes of prolapse include:


• loss of muscle strength
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• oestrogen loss


• multiple vaginal births


• obesity


• pelvic surgery or trauma


• hysterectomy


Reference:
NICE. Urinary incontinence: the management of urinary incontinence in women. CG40. London: National Institute for Health and
Clinical Excellence; 2006.
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Key Dates


Published: 09-Jun-2011, by
Valid until: 31-Dec-2012


Evidence summary for Female urinary incontinence


The pathway is consistent with the following quality-appraised guidelines ([6], [7], [8], [145]). All intervention nodes have been
assessed for consistency with high quality guidelines and underlying evidence. Update: This pathway was updated in December
2006 based on NICE guidance ([145]) and SIGN guidance ([146]).
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1  Background to this pathway


Quick info:
Scope:


• this pathway covers the assessment and management of urinary incontinence in adult women


Definition:


• urinary incontinence is an involuntary leakage of urine


Causes include:


• weak or damaged muscles of the pelvic floor


• incompetent urethral sphincter


• hyper- or hypoactivity of the detrusor muscle


• urinary tract infection (UTI)


Prevalence:


• in the US:


• 11-13% in females age 30-60 years


• 19-24% in females over age 60 years


Risk factors include:


• increasing age


• previous pregnancy


• vaginal or forceps delivery


• hysterectomy


• other gynaecological surgery


• chronic constipation


• increased body mass index


• stroke


• dementia


• neurological problems, such as:


• spinal cord injuries


• multiple sclerosis (see image of NMR scan − multiple sclerosis )


• peripheral neuropathy (see image of peripheral neuropathy)


• childhood enuresis


Types of incontinence include:


• stress


• urge


• mixed


• overflow


• functional


Symptoms of an overactive bladder (usually detrusor hyperactivity causing frequency, urgency and nocturia) may occur in the
absence of incontinence.
Stress incontinence:


• most common form especially in:


• females under age 60 years


• postmenopausal females


• urinary loss caused by an increase in abdominal pressure when:


• coughing


• laughing


• sneezing


• exercising



#

#
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Urge incontinence is:


• common in postmenopausal females


• caused by hyperactivity of the detrusor muscle


• symptoms include:


• urgency


• frequency


• nocturia


Mixed incontinence:


• symptoms of both stress and urge incontinence


Overflow incontinence is:


• rare


• due to over-extension of the bladder and hypo-activity of the detrusor muscle


• symptoms include:


• urgency


• frequent urination


• symptoms of stress incontinence


Functional incontinence is caused by acute or chronic impairment of physical or cognitive function, ie. inadequate perception of urge
to void, or physical inability to respond to urge.
Reference:
NICE. Urinary incontinence: the management of urinary incontinence in women. CG40. London: National Institute for Health and
Clinical Excellence; 2006.


2  Information resources for patients


Quick info:
NICE
The bladder and bowel foundation


4  Female urinary incontinence - triage for initial management


Quick info:


• consider first-line management depending on type of urinary incontinence present after clinical assessment


• first-line management is conservative and includes:


• lifestyle advice regarding daily fluid intake


• weight loss advice if body mass index (BMI) is more than 30


• physical therapies, such as:


• pelvic floor exercises


• bladder training


In specific situations, pharmacological treatments may be considered:


• desmopressin for nocturia


• propiverine may be used for the treatment of over active bladder (OAB).


The following are not recommended:


• flavoxate, imipramine, propantheline


• systemic hormone replacement therapy (HRT)


• complementary therapies


References:
Scottish Intercollegiate Guidelines Network (SIGN). Management of urinary incontinence in primary care. Edinburgh: SIGN; 2004.



http://www.nice.org.uk/nicemedia/live/10996/30284/30284.pdf

http://www.bladderandbowelfoundation.org/





Female urinary incontinence - initial management
Obstetrics and Gynaecology > Gynaecology > Female urinary incontinence


Published: 09-Jun-2011    Valid until: 31-Dec-2012     Printed on: 16-Nov-2011     © Map of Medicine Ltd
 
This care map was published by . A printed version of this document is not controlled so may not be up-to-date with the latest clinical
information.


Page 4 of 12


National Institute for Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in women. Clinical
guideline no.40. London: NICE; 2006.


6  Stress incontinence


Quick info:


• stress incontinence:


• involuntary loss of urine when:


• exercising


• coughing


• sneezing


• laughing


• during other physical activities that increase intra-abdominal pressure


• some patients have concomitant chronic retention with overflow precipitated by these activities


• lifestyle interventions for stress incontinence include:


• advice to limit intake of:


• caffeine


• spicy foods


• carbonated drinks


• alcohol


• modify daily fluid intake to 1500-2400mL


• weight loss advice if body mass index (BMI) more than 30


• pelvic floor muscle training is the mainstay of initial management


• duloxetine (a selective serotonin re-uptake inhibitor [SSRI]) is not recommended as a first-line treatment, but may be
considered as an alternative to surgical management when conservative measures have failed


References:
Scottish Intercollegiate Guidelines Network (SIGN). Management of urinary incontinence in primary care. Edinburgh: SIGN; 2004.
University of Texas at Austin SoNFNPP. Recommendation for the management of stress and urge urinary incontinence in women.
Austin, TX: University of Texas; 2002.
National Institute for Health and Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in
women. Clinical guideline no. 40. London: NICE; 2006.


7  Urge incontinence or overactive bladder


Quick info:
Urge incontinence is:


• involuntary loss of urine associated with a strong desire to void


• common in postmenopausal patients


• caused by hyperactivity of the detrusor muscle


• can be associated with neurological disorders


• symptoms include:


• urgency


• frequency (voiding more than seven times during day)


• nocturia


Overactive bladder:


• syndrome where urgency occurs with or without urge incontinence and usually associated with frequency and nocturia


Lifestyle interventions for urge or mixed incontinence include:


• advice to limit intake of:


• caffeine
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• spicy foods


• carbonated drinks


• alcohol


• modify daily fluid intake to 1500-2400mL


• weight loss advice if body mass index (BMI) is more than 30


Bladder training is the mainstay of initial management.
Pharmacological therapies include:


• antimuscarinics, eg. immediate release non-proprietary oxybutynin


• topical vaginal oestrogens for postmenopausal patients with vaginal atrophy


• pharmacological therapies should be used in combination with physical therapies (bladder training)


Toileting programmes:


• prompted, scheduled voids may help to reduce leaking episodes in females with cognitive impairment


Consider referral for appropriate specialist treatment if first line management is unsuccessful.
References:
Scottish Intercollegiate Guidelines Network (SIGN). Management of urinary incontinence in primary care. Edinburgh: SIGN; 2004.
University of Texas at Austin SoNFNPP. Recommendation for the management of stress and urge urinary incontinence in women.
Austin, TX: University of Texas; 2002.
National Institute for Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in women. Clinical
guideline no. 40. London: NICE; 2006.


8  Mixed incontinence


Quick info:
Manage according to the dominant symptoms (stress or urge incontinence).
Stress incontinence is:


• very common especially in:


• females under age 60 years


• postmenopausal females


• urinary loss caused by an increase in abdominal pressure when:


• coughing


• laughing


• sneezing


• exercising


Urge incontinence is:


• common in postmenopausal females


• caused by hyperactivity of the detrusor muscle


• symptoms include:


• urgency


• frequency


• nocturia


References:
Scottish Intercollegiate Guidelines Network (SIGN). Management of urinary incontinence in primary care. Edinburgh: SIGN; 2004.
University of Texas at Austin SoNFNPP. Recommendation for the management of stress and urge urinary incontinence in women.
Austin, TX: University of Texas; 2002.


9  Voiding dysfunction


Quick info:
Voiding difficulties:
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• uncommon in females


• symptoms include:


• poor or intermittent stream


• dribbling after urination


• straining to void


• causes include:


• neurological


• pharmacological, e.g:


• tricyclics


• anticholinergics


• inflammatory


• obstructive


• bladder over distension


• obstruction


17  Level 1 assessment: Patient education and lifestyle advice


Quick info:
Lifestyle advice, including:


• modify daily fluid intake to 1500-2400mL


• limiting intake of:


• caffeine


• carbonated drinks


• alcohol


• weight loss advice if body mass index (BMI) is more than 30


Physical therapies, such as:


• bladder retraining regular voiding (6-8 times during the day)


• increasing the time between voids to 3-4 hours during the day


• urge suppression between timed voids


• pelvic floor muscle training


• involves contracting muscles that close the urethra


• at least 8 contractions, 3 times daily is often effective


• at least 3 months is required for an adequate trial


• if effective, continue a regular pelvic floor exercise programme


Advice about suitable containment products, such as:


• absorbent disposable pads


• catheter with valve or drainage bag


Reference:
National Institute for Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in women. Clinical
guideline no. 40. London: NICE; 2006.


18  Level 2 assessment and intervention


Quick info:
Causes of voiding difficulties may include:


• vesical diverticulae


• urethral stricture
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• neuropathic bladder


• pelvic mass


• previous surgery


• connective tissue disorder


• obstructive prolapse


19  Level 1 assessment: Patient education and lifestyle advice


Quick info:
Lifestyle advice, including:


• modify daily fluid intake to 1500-2400mL


• limiting intake of:


• caffeine


• carbonated drinks


• alcohol


• weight loss advice if body mass index (BMI) is more than 30


Physical therapies, such as:


• bladder retraining regular voiding (6-8 times during the day)


• increasing the time between voids to 3-4 hours during the day


• urge suppression between timed voids


• pelvic floor muscle training


• involves contracting muscles that close the urethra


• at least 8 contractions, 3 times daily is often effective


• at least 3 months is required for an adequate trial


• if effective, continue a regular pelvic floor exercise programme


Advice about suitable containment products, such as:


• absorbent disposable pads


• catheter with valve or drainage bag


Reference:
National Institute for Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in women. Clinical
guideline no. 40. London: NICE; 2006.


20  Level 1 assessment: Patient education and lifestyle advice


Quick info:
Lifestyle advice, including:


• modify daily fluid intake to 1500-2400mL


• limiting intake of:


• caffeine


• carbonated drinks


• alcohol


• weight loss advice if body mass index (BMI) is more than 30


Physical therapies, such as:


• bladder retraining regular voiding (6-8 times during the day)


• increasing the time between voids to 3-4 hours during the day


• urge suppression between timed voids


• pelvic floor muscle training


• involves contracting muscles that close the urethra
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• at least 8 contractions, 3 times daily is often effective


• at least 3 months is required for an adequate trial


• if effective, continue a regular pelvic floor exercise programme


Advice about suitable containment products, such as:


• absorbent disposable pads


• catheter with valve or drainage bag


Reference:
National Institute for Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in women. Clinical
guideline no. 40. London: NICE; 2006.


21  Pelvic floor muscle training


Quick info:
Pelvic floor muscle training:


• involves contracting muscles that close the urethra


• assess pelvic floor contraction digitally


• at least eight contractions, three times daily is often effective


• at least 3 months is required for an adequate trial


• if effective, continue a regular pelvic floor exercise programme


Routine use of biofeedback or electrical stimulation is not recommended:


• however it may be considered when the patient is unable to actively contract her pelvic floor muscles


• biofeedback techniques involving a trained therapist help the patient to identify their pelvic floor muscles


• pressure sensitive monitors in the vagina provide audio or visual feedback about muscle contraction


References:
Scottish Intercollegiate Guidelines Network (SIGN). Management of urinary incontinence in primary care. Edinburgh: SIGN; 2004.
National Institute for Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in women. Clinical
guideline no.40. London: NICE; 2006.


22  Manage according to the dominant symptoms (stress or urge)


Quick info:
Reference:
National Institute for Health and Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in
women. Clinical guideline no.40. London: NICE; 2006.


23  Bladder training


Quick info:
Bladder training:


• at least 6 weeks is required for an adequate trial


• regular voiding (6-8 times during the day)


• increasing the time between voids to 3-4 hours during the day


• urge suppression between timed voids


Reference:
National Institute for Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in women. Clinical
guideline no. 40. London: NICE; 2006.


24  Consider toileting programme (where cognitive impairment)
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Quick info:
Toileting programmes:


• prompted, scheduled voids may help to reduce leaking episodes in women with cognitive impairment


Reference:
National Institute for Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in women. Clinical
guideline no.40. London: NICE; 2006.


25  Review symptoms


Quick info:
Stress, urge and mixed incontinence:


• review intervals may vary depending on symptoms and severity of condition


• follow up 1 month after starting first-line management


• consider referral and alternative treatments if poor response


• continue current interventions if there is improvement


Reference:
University of Texas at Austin SoNFNPP. Recommendation for the management of stress and urge urinary incontinence in women.
Austin, TX: University of Texas; 2002.


38  Consider referral to secondary care


Quick info:
In patients with uncorrectable urinary retention causing incontinence, recurrent urinary tract infections or renal impairment, consider:


• self intermittent catheterisation (where patient or carer is able)


• long-term indwelling catheter (suprapubic or urethral), eg. where pressure sores or skin irritation, distress from bedding and
clothing changes


References:
Scottish Intercollegiate Guidelines Network (SIGN). Management of urinary incontinence in primary care. Edinburgh: SIGN; 2004.
University of Texas at Austin SoNFNPP. Recommendation for the management of stress and urge urinary incontinence in women.
Austin, TX: University of Texas; 2002.


43  Consider antimuscarinics


Quick info:
Consider adding an antimuscarinics drug if frequency persists after an adequate trial of bladder training (6 weeks):


• antimuscarinics, eg. immediate release non-proprietary oxybutynin (first-line, cheapest option)


• common adverse effects of antimuscarinics include:


• dry mouth


• constipation


• drowsiness


• blurred vision


• nausea and vomiting


• abdominal discomfort


• alternative antimuscarinics include:


• oxybutynin MR


• tolterodine


• solifenacin
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• trospium


• use in combination with physical therapies (bladder training)


• review early after initiating or changing any drugs


Reference:
National Institute for Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in women. Clinical
guideline no.40. London: NICE; 2006.


44  Consider topical vaginal oestrogens


Quick info:


• consider topical vaginal oestrogens for postmenopausal patients with vaginal atrophy


Reference:
National Institute for Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in women. Clinical
guideline no.40. London: NICE; 2006.


45  Review symptoms


Quick info:
Stress, urge and mixed incontinence:


• review intervals may vary depending on symptoms and severity of condition


• follow up 1 month after starting first-line management


• consider referral and alternative treatments if poor response


• continue current interventions if there is improvement


Reference:
University of Texas at Austin SoNFNPP. Recommendation for the management of stress and urge urinary incontinence in women.
Austin, TX: University of Texas; 2002.
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Key Dates


Published: 09-Jun-2011, by
Valid until: 31-Dec-2012


Evidence summary for Female urinary incontinence - initial management


The pathway is consistent with the following quality-appraised guidelines ([6], [7], [8], [145]). All intervention nodes have been
assessed for consistency with high quality guidelines and underlying evidence. Update: This pathway was updated in December
2006 based on NICE guidance ([145]) and SIGN guidance ([146]).
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1  Background information


Quick info:
Scope:


• assessment and management of urinary incontinence (UI) in adult women


• initial assessment and management in primary care and specialist management in secondary care


• includes UI in pregnancy and the postpartum period


Out of scope:


• UI in:


• children under age 16 years − see 'Enuresis' care map


• men


• UI caused by neurological disease


• constipation − see ‘Constipation’ or ‘Constipation in the elderly’ or ‘Constipation in children’ care map


Definition:


• UI is involuntary leakage of urine


• affects women of any age


• severity varies and although rarely life-threatening, may significantly affect quality of life (QoL)


Types of incontinence include:


• stress urinary incontinence


• urge urinary incontinence


• overactive bladder (OAB)


• mixed UI


• chronic retention of urine with or without incontinence


General causes of incontinence include:


• urinary tract infection (UTI)


• overactivity or underactivity of the detrusor muscle


• outflow obstruction


• incompetent urethral sphincter


• urethral diverticulum


• fistula


• congenital lesion


• cognitive impairment


• a combination of predisposing factors, including:


• weak or damaged pelvic floor muscles


• pelvic organ prolapse


• urogenital atrophy


• damage to the pudendal nerve


• adverse effects of medications


• increased intra-abdominal pressure, eg pregnancy, morbid obesity


Prevalence and incidence:


• reported statistics vary widely probably because of reluctance by women to discuss the condition due to embarrassment, and
varying definitions between studies [1-3]


• stress or urge urinary incontinence accounts for 90% of UI [2]


• prevalence [1]:


• 5-69% may experience an episode of UI per year


• 8-42% may have OAB


• 5-10% may have a pelvic organ prolapse


• incidence [1]:
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• 2-11% experience UI, with highest incidence during pregnancy


• 4-6% may have OAB


• of prolapse surgery is between 0.16-0.2%


• remission rates [1]:


• 0-13%, with highest remission after pregnancy


Risk factors for UI include:


• increasing age


• pregnancy


• vaginal, caesarean, or forceps delivery


• babies of heavier birth weight


• other gynaecological surgery


• family member with UI


• chronic constipation


• increasing body mass index (BMI)


• stroke


• dementia


• childhood enuresis


• diabetes mellitus (DM)


• menopause (contributory rather than causative factor)


Risk factors for OAB include:


• increased age


• depression


• constipation


• neurological conditions


Complications and effects of UI:


• social impact − impaired QoL, possibly including:


• social isolation and bullying


• impact on employment, educational and leisure opportunities


• psychological problems


• sexual problems


• loss of sleep


• financial problems, eg cost of absorbent pads, protective bedding, laundry


• secondary medical impacts:


• constipation


• falls and fractures in elderly people rushing for the toilet


• skin breakdown and pressure sores


Prognosis:


• dependent on type and severity of incontinence, underlying cause and contributory factors


• UI associated with pregnancy:


• women who develop stress UI in pregnancy have an increased risk of experiencing symptoms after 5 years if there is no
improvement within 3 months postpartum


• women with stress UI whose symptoms resolve within 3 months postpartum are still at increased risk of symptoms at 5 years


• untreated stress urinary incontinence is likely to be a persistent lifelong condition 


NB: This information appears on each page of this care map.
References:
[1] Schröder A, Abrams P, Andersson K-E et al. Guidelines on urinary incontinence. The Netherlands: European Association of
Urology; 2010.


[2] Clinical Knowledge Summaries (CKS). Incontinence − urinary, in women. Version 1.0. Newcastle upon Tyne: CKS; 2009.
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[3] Department of Health (DH). Good practice in continence services. London: DH; 2000.
[4] Abrams P, Andersson KE, Birder L et al. Fourth International Consultation on Incontinence Recommendations of the International
Scientific Committee: Evaluation and treatment of urinary incontinence, pelvic organ prolapse, and fecal incontinence. Neurourol
Urodyn 2010; 29: 213-40.
[6] Contributors invited by the British Society of Urogynaecology and the British Association of Urological Surgeons; 2010.
[7] National Institute for Health and Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in
women. Clinical guideline no. 40. London: NICE; 2006.
[8] Onwude JL. Stress incontinence. Clin Evid 2009; 808-40.
[9] Scottish Intercollegiate Guidelines Network (SIGN). Management of urinary incontinence in primary care. Guideline no. 79.
Edinburgh: SIGN; 2004.


2  Information resources for patients and carers


Quick info:
Patients and carers in England can access this care map through NHS Choices at http://healthguides.mapofmedicine.com/choices/
map/female_urinary_incontinence1.html
The following resources have been produced by organisations certified by The Information Standard:


• 'Stress incontinence' (URL) from Bupa at http://www.bupa.co.uk/


• 'Urge incontinence' (URL) from Bupa at http://www.bupa.co.uk/


• 'Urinary retention and Incontinence' (URL) from Datapharm at http://www.medguides.medicines.org.uk


• 'Incontinence' (URL) from Diabetes UK at http://www.diabetes.org.uk


• 'Bladder dysfunction' (URL) from Multiple Sclerosis Society at http://www.nationalmssociety.org


• 'Understanding NICE guidance Urinary incontinence: the management of urinary incontinence in women' (PDF) from National
Institute of Health and Clinical Excellence (NICE) at http://www.nice.org.uk


• 'Pelvic floor exercises' (PDF) from Patient UK at http://www.patient.co.uk


• 'Stress incontinence' (PDF) from Patient UK at http://www.patient.co.uk


• 'Urge incontinence' (PDF) from Patient UK at http://www.patient.co.uk


• 'Urinary incontinence' (PDF) from Patient UK at http://www.patient.co.uk


• 'Urodynamic tests' (PDF) from Patient UK at http://www.patient.co.uk


The following resources have been written or recommended by national policy bodies or guideline producers whose content has
informed this care map:


• 'Incontinence, urinary' (URL) from Clinical Knowledge Summaries (CKS) at http://www.cks.nhs.uk


Information for carers and people with disabilities is available at:


• 'Caring for someone' (URL) from Directgov at http://www.direct.gov.uk


• 'Disabled people' (URL) from Directgov at http://www.direct.gov.uk


Patient stories describing their care journeys are available at ‘Healthtalkonline' (URL) from DIPEx at http://www.healthtalkonline.org
Explanations of clinical laboratory tests used in diagnosis and treatment are available at ‘Understanding Your Tests’ (URL) from Lab
Tests Online-UK at http://www.labtestsonline.org.uk
The Map of Medicine is committed to providing high quality health and social care information for patients and carers. For details on
how these resources are identified, please see Map of Medicine Patient and Carer Information.
NB: This information appears on each page of this care map.


3  Updates to this care map


Quick info:
Date of publication: 29-Apr-2011
Interim update: 
Care map accredited by the Royal College of Obstetricians and Gynaecologists.
Date of publication: 31-Jan-2011
This care map was updated in line with the following guidelines:



http://healthguides.mapofmedicine.com/choices/map/female_urinary_incontinence1.html

http://healthguides.mapofmedicine.com/choices/map/female_urinary_incontinence1.html

http://www.theinformationstandard.org/

http://hcd2.bupa.co.uk/fact_sheets/html/stress_incontinence.html

http://www.bupa.co.uk/health_information/

http://hcd2.bupa.co.uk/fact_sheets/html/urge_incontinence.html

http://www.bupa.co.uk/health_information/

http://www.medicines.org.uk/guides/urinary%20retention%20and%20incontinence

http://www.medguides.medicines.org.uk

http://www.diabetes.org.uk/Guide-to-diabetes/Care-homes/Specific-care-for-elderly-people/Incontinence-/

http://www.diabetes.org.uk

http://www.nationalmssociety.org/about-multiple-sclerosis/what-we-know-about-ms/symptoms/bladder-dysfunction/index.aspx

http://www.nationalmssociety.org

http://www.nice.org.uk/nicemedia/live/10996/30284/30284.pdf

http://www.nice.org.uk

http://www.patient.co.uk//showpdffs/pilsL779

http://www.patient.co.uk

http://www.patient.co.uk//showpdffs/pilsL95

http://www.patient.co.uk

http://www.patient.co.uk//showpdffs/pilsL94

http://www.patient.co.uk

http://www.patient.co.uk//showpdffs/pilsL96

http://www.patient.co.uk

http://www.patient.co.uk//showpdffs/pilsL990

http://www.patient.co.uk

http://www.cks.nhs.uk/patient_information_leaflet/incontinence_urinary

http://www.cks.nhs.uk

http://www.direct.gov.uk/en/CaringForSomeone/index.htm

http://www.direct.gov.uk

http://www.direct.gov.uk/en/DisabledPeople/index.htm

http://www.direct.gov.uk

http://www.healthtalkonline.org/

http://www.healthtalkonline.org

http://www.labtestsonline.org.uk/understanding/index.html

http://www.labtestsonline.org.uk
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• [1] Schröder A, Abrams P, Andersson K-E et al. Guidelines on urinary incontinence. The Netherlands: European Association of
Urology (EAU); 2010.


• [4] Abrams P, Andersson KE, Birder L et al. Fourth International Consultation on Incontinence Recommendations of the
International Scientific Committee: Evaluation and treatment of urinary incontinence, pelvic organ prolapse, and fecal
incontinence. Neurourol Urodyn 2010; 29: 213-40.


• [29] National Institute for Health and Clinical Excellence (NICE). Single-incision sub-urethral short tape insertion for stress
urinary incontinence in women. Interventional procedure guidance 262. London: NICE; 2008.


• [31] National Institute for Health and Clinical Excellence (NICE). Percutaneous posterior tibial nerve stimulation for overactive
bladder syndrome. Interventional procedure guidance 362. London: NICE; 2010.


• [32] National Institute for Health and Clinical Excellence (NICE). Laparoscopic augmentation cystoplasty (including clam
cystoplasty). Interventional procedure guidance 326. London: NICE; 2009.


Further information was provided by the following references: [16,21,23,28,30,32].
For further information, please see the care map's Provenance.
NB: This information appears on each page of this care map.


4  Urinary incontinence - specialist management


Quick info:
Specialist care in female urinary incontinence should involve both gynaecologists and urologists, and management should be
multidisciplinary [5].
Specialist management may be needed in cases of complicated incontinence, including:


• incontinence that does not respond to initial management techniques [1]


• recurrent incontinence following previous surgery [6]


• incontinence associated with [1]:


• pain


• haematuria


• recurrent urinary tract infections (UTIs)


• significant voiding symptoms


• pelvic irradiation


• radical pelvic surgery


• suspected fistula


• significant pelvic organ prolapse


References:
[1] Schröder A, Abrams P, Andersson K-E et al. Guidelines on urinary incontinence. The Netherlands: European Association of
Urology; 2010.
[5] Contributors invited by Map of Medicine (MoM); 2011.
[6] Contributors invited by the British Society of Urogynaecology and the British Association of Urological Surgeons; 2010.


5  History


Quick info:
The main aim of the history taking is to:


• determine the type and severity of urinary incontinence


• identify any exacerbating causes


• determine the effect on quality of life (QoL)


• establish the patient's aims and expectations and discuss and modify if necessary


• exclude serious differential diagnoses, eg occult neurological disease or pelvic malignancy


History should be taken in a structured format that is common to different care settings to facilitate patient care and referrals −
consider using a validated questionnaire such as:


• King's Health questionnaire 



http://guidance.nice.org.uk/index.jsp?action=download&amp;o=30291
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• Bristol Lower Urinary Tract Symptom questionnaire


• International Consultation on Incontinence Modular Questionnaire (ICIQ)


Enquire about:


• onset and duration of symptoms


• any previous investigations and treatment


• details of urinary incontinence, such as:


• frequency


• symptoms of urgency


• estimated volume of leakage


• timing of incontinence


• precipitants:


• coughing


• sneezing


• exercise


• sound of running water


• caffeine


• alcohol


• giggling


• sexual intercourse


• voiding frequency (day and night)


• the use of pads and changing of clothes


• lifestyle, including:


• amount and type of fluid intake


• exercise


• smoking


• symptoms of voiding dysfunction such as:


• hesitancy


• straining to void


• poor or intermittent urinary stream


• sensation of incomplete emptying and postmicturition dribbling


• symptoms of urinary tract infection (UTI) including:


• dysuria


• frequency


• urgency


• pyrexia


• nocturia


• haematuria


• suprapubic tenderness or discomfort


• cloudy or malodorous urine


• symptoms suggestive of neurological disease


• history of UTI


• faecal incontinence or urgency


• constipation


• features of pelvic organ prolapse, including:


• visible prolapse (with or without speculum examination, more obvious on straining)


• palpable prolapse


• pelvic pressure
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• dragging sensation


• difficulty passing stool (sometimes requiring manual evacuation)


• menopause and oestrogen status


• sexual dysfunction


• obstetric history:


• previous pregnancies


• mode of delivery of previous pregnancies, eg normal vaginal delivery, instrumental, caesarean section


• length of labour


• weight of baby


• perinatal complications (especially perineal tears)


• pre-pregnancy or antenatal urinary incontinence


• menstrual history


• previous surgeries, such as:


• abdominal or pelvic surgery, including hysterectomy


• previous pelvic floor or vaginal repair


• previous surgery for urinary incontinence


• spinal surgery


• medical conditions, such as:


• rheumatological and connective tissue disorders


• congestive cardiac failure


• neurological disorders


• diabetes mellitus


• asthma


• medications and drugs that can cause urinary incontinence


Assess:


• QoL and impact of urinary incontinence on life:


• consider using a validated, incontinence specific quality of life and severity questionnaire


• ask about effects on social life, including sexual function


• for cognitive impairment


• mobility and environment (accessibility of toilet facilities)


This information is drawn from the following references:
[1] Schröder A, Abrams P, Andersson K-E et al. Guidelines on urinary incontinence. The Netherlands: European Association of
Urology; 2010.


[2] Clinical Knowledge Summaries (CKS). Incontinence − urinary, in women. Version 1.0. Newcastle upon Tyne: CKS; 2009.


[4] Abrams P, Andersson KE, Birder L et al. Fourth International Consultation on Incontinence Recommendations of the International
Scientific Committee: Evaluation and treatment of urinary incontinence, pelvic organ prolapse, and fecal incontinence. Neurourol
Urodyn 2010; 29: 213-40.
[5] Contributors invited by Map of Medicine (MoM); 2011.
[9] Scottish Intercollegiate Guidelines Network (SIGN). Management of urinary incontinence in primary care. Guideline no. 79.
Edinburgh: SIGN; 2004.


[10] Clinical Knowledge Summaries (CKS). Urinary tract infection (lower) − women. Version 1.2. Newcastle upon Tyne: CKS; 2010.


[11] Map of Medicine Clinical Editorial Team and Fellows. London: MoM; 2009.
[12] Scottish Intercollegiate Guidelines Network (SIGN). Management of suspected bacterial urinary tract infection in adults.
Guideline no. 88. Edinburgh: SIGN; 2006.


6  Physical examination and assessment


Quick info:
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Conduct a physical examination, including abdominal, pelvic and perineal exams, ensuring that the patient's privacy and dignity are
maintained at all times:


• measure body mass index (BMI)


• abdominal examination:


• assess abdomen for:


• tenderness


• palpable bladder


• abdominal or pelvic masses − consider urgent gynaecological referral if present


• organomegaly


• renal angle masses or pain


• signs of constipation


• relevant surgical scars


• if bladder is palpable:


• consider chronic retention with or without incontinence (overflow incontinence)


• ask the patient to pass urine and see if the bladder is still palpable


• perineum examination:


• observe for signs of:


• prolapse


• irritation


• assess for pelvic floor contraction


• for tissue quality and sensation


• vaginal examination for:


• urogenital atrophy


• irritation, inflammation or discharge


• pelvic organ prolapse, including on straining


• enlargement of the uterus


• vaginal, cervical or pelvic masses


• stress test (cough and strain) – assess for urine loss


• rectal examination:


• evaluate for posterior wall prolapse


• assess for rectal prolapse and faecal incontinence or constipation, if indicated by history


• assess anal sphincter contraction


• neurological examination:


• anocutaneous reflexes (to assess sacral nerve root function)


• perineal sensation


• plantar reflexes (to check for damage to the corticospinal tract)


• cognitive function, mobility and dexterity


Diagnostic testing for urinary incontinence includes:


• urine dipstick to exclude underlying pathologies, especially infections and evidence of diabetes


• urine microbiology and/or cytology, if indicated by history of urinary tract infection (UTI) or haematuria


• renal function testing if renal impairment is suspected


• imaging of lower urinary tract by ultrasound or plain X-ray if initial examination suggests a co-existing pelvic pathology


If incomplete voiding is suspected or there are symptoms of recurrent UTI, measure residual urine volume − ultrasound bladder
scanning is the preferred technique.
Urodynamic testing, tests of urethral competence, imaging and cystoscopy are not recommended prior to conservative treatment.
This information was drawn from the following references:
[1] Schröder A, Abrams P, Andersson K-E et al. Guidelines on urinary incontinence. The Netherlands: European Association of
Urology; 2010.
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[2] Clinical Knowledge Summaries (CKS). Incontinence − urinary, in women. Version 1.0. Newcastle upon Tyne: CKS; 2009.


[3] Department of Health (DH). Good practice in continence services. London: DH; 2000.
[4] Abrams P, Andersson KE, Birder L et al. Fourth International Consultation on Incontinence Recommendations of the International
Scientific Committee: Evaluation and treatment of urinary incontinence, pelvic organ prolapse, and fecal incontinence. Neurourol
Urodyn 2010; 29: 213-40.
[5] Contributors invited by Map of Medicine (MoM); 2011.
[7] National Institute for Health and Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in
women. Clinical guideline no. 40. London: NICE; 2006.
[9] Scottish Intercollegiate Guidelines Network (SIGN). Management of urinary incontinence in primary care. Guideline no. 79.
Edinburgh: SIGN; 2004.
[13] Davila GW, Jean-Michel M, Castillo PA et al. Urinary incontinence in women. BMJ Best Practice; 2009 [accessed 26th
November 2009].


7  Categorise type of incontinence


Quick info:
Categorise incontinence as [1,2,4,7,9]:


• stress urinary incontinence


• urge urinary incontinence or overactive bladder (OAB)


• mixed urinary incontinence


• complicated incontinence:


• includes patients with a history of surgery for incontinence [5]


• if prolapse present, consider specific management options


References:
[1] Schröder A, Abrams P, Andersson K-E et al. Guidelines on urinary incontinence. The Netherlands: European Association of
Urology; 2010.


[2] Clinical Knowledge Summaries (CKS). Incontinence − urinary, in women. Version 1.0. Newcastle upon Tyne: CKS; 2009.


[4] Abrams P, Andersson KE, Birder L et al. Fourth International Consultation on Incontinence Recommendations of the International
Scientific Committee: Evaluation and treatment of urinary incontinence, pelvic organ prolapse, and fecal incontinence. Neurourol
Urodyn 2010; 29: 213-40.
[5] Contributors invited by Map of Medicine (MoM); 2011.
[7] National Institute for Health and Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in
women. Clinical guideline no. 40. London: NICE; 2006.
[9] Scottish Intercollegiate Guidelines Network (SIGN). Management of urinary incontinence in primary care. Guideline no. 79.
Edinburgh: SIGN; 2004.


8  Conservative management


Quick info:
Consider conservative management depending on type of urinary incontinence present after clinical assessment and in light of
previous therapy.
First-line management is conservative and includes [1,2,4,7,9]:


• lifestyle advice regarding daily fluid intake, reducing intake of caffeine, carbonated drinks and alcohol


• weight loss advice if body mass index (BMI) is more than 30kg/m2


• physical therapies, such as:


• pelvic floor exercises (3 month trial)


• bladder training (6 week trial)


In specific situations, pharmacological treatments may be considered:


• antimuscarinics, eg immediate release non-proprietary oxybutynin (first-line, cheapest option) [1,2,4,7,9]:


• if immediate release oxybutynin is not well tolerated, alternate antimuscarinic agents include:


• darifenacin [1,2,4,7,9]







Female urinary incontinence (FUI) - specialist
management
Obstetrics and Gynaecology > Gynaecology > Female urinary incontinence


Published: 26-Apr-2011    Valid until: 31-Dec-2012     Printed on: 16-Nov-2011     © Map of Medicine Ltd
 
This care map was published by Wirral. A printed version of this document is not controlled so may not be up-to-date with the latest clinical
information.


Page 10 of 18


• tolterodine [1,2,4,7,9]


• solifenacin [1,2,4,7,9]


• trospium [1,2,4,7,9]


• fesoterodine [1,2]


• other oxybutynin preparations, eg extended release [1,2,7,9]


• desmopressin for nocturia [1,2,7]


• propiverine for urinary frequency (overactive bladder) but not for urinary incontinence [1,2,7]


• duloxetine for stress urinary incontinence [1,2,4,7,9]


The following are not recommended [1,2,7]:


• flavoxate, imipramine, propantheline


• systemic hormone replacement therapy


• complementary therapies, eg acupuncture, hypnotherapy, herbal medicines


References:
[1] Schröder A, Abrams P, Andersson K-E et al. Guidelines on urinary incontinence. The Netherlands: European Association of
Urology; 2010.


[2] Clinical Knowledge Summaries (CKS). Incontinence − urinary, in women. Version 1.0. Newcastle upon Tyne: CKS; 2009.


[4] Abrams P, Andersson KE, Birder L et al. Fourth International Consultation on Incontinence Recommendations of the International
Scientific Committee: Evaluation and treatment of urinary incontinence, pelvic organ prolapse, and fecal incontinence. Neurourol
Urodyn 2010; 29: 213-40.
[7] National Institute for Health and Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in
women. Clinical guideline no. 40. London: NICE; 2006.
[9] Scottish Intercollegiate Guidelines Network (SIGN). Management of urinary incontinence in primary care. Guideline no. 79.
Edinburgh: SIGN; 2004.


9  Manage prolapse if indicated


Quick info:
The presence of pelvic organ prolapse may be relevant to the management of urinary incontinence because [6]:


• prolapse of the bladder (cystocele) may be associated with overactive bladder (OAB) symptoms and cure of the cystocele cures
OAB symptoms in many cases


• prolapse of the bladder can cause urinary voiding problems


• prolapse of the rectum can cause difficulty with rectal emptying which in turn can obstruct bladder emptying


Conservative management is appropriate for mild or moderate prolapse [22] and other considerations for the use of conservative
management include:


• general health precludes surgery [22]


• patient is pregnant, wishes to become pregnant or has recently given birth [22]


• patient prefers a non-surgical approach to treatment [6]


Conservative management techniques include:


• observation only if medically safe and preferred by the patient [4]


• ring or other vaginal pessaries [4] − follow-up regularly


• physical therapies, such as pelvic floor muscle training (PFMT) [4,23], possibly with electrical stimulation and biofeedback [23]


• lifestyle interventions, such as [23]:


• weight loss


• reducing exacerbating activities, eg lifting, coughing


• treating constipation


• there is very limited evidence to support the efficacy of any conservative management techniques, although a small study noted
that PFMT delivered by physiotherapists may reduce severity [23]


Surgical management of pelvic organ prolapse:


• is indicated for prolapse that has not responded to conservative measures [11]
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• may be performed at the same time as surgery to correct urinary incontinence [1]


• a variety of surgical techniques are available and the choice depends on [22]:


• the nature, site and severity of the prolapse


• any additional symptoms affecting urinary, bowel or sexual function


• general health of patient


• surgeon preference and skills


Surgical techniques include:


• vaginal repair [6]


• abdominal [22] or laparoscopic [6] sacrocolpopexy results in a lower risk of recurrent vault prolapse and dyspareunia than
vaginal sacrospinous colpopexy but is also associated with [22]:


• longer operating time


• longer time to return to daily activities


• increased cost due to abdominal approach


• limited evidence suggests [22]:


• mesh or graft inlays during anterior vaginal wall repair may reduce risk of recurrent cystocele


• posterior vaginal wall repair for the management of rectoceles in terms of recurrence of prolapse may be better than
transanal repair


• incidence of postoperative urinary incontinence may be reduced by the addition of a continence procedure to the prolapse
repair surgery


References:
[1] Schröder A, Abrams P, Andersson K-E et al. Guidelines on urinary incontinence. The Netherlands: European Association of
Urology; 2010.
[4] Abrams P, Andersson KE, Birder L et al. Fourth International Consultation on Incontinence Recommendations of the International
Scientific Committee: Evaluation and treatment of urinary incontinence, pelvic organ prolapse, and fecal incontinence. Neurourol
Urodyn 2010; 29: 213-40.
[6] Contributors invited by the British Society of Urogynaecology and the British Association of Urological Surgeons; 2010.
[11] Map of Medicine Clinical Editorial Team and Fellows. London: MoM; 2009.
[22] Maher C, Feiner B, Baessler K et al. Surgical management of pelvic organ prolapse in women. Cochrane Database Syst Rev
2010; CD004014.
[23] Hagen S, Stark D, Maher C et al. Conservative management of pelvic organ prolapse in women. Cochrane Database Syst Rev
2006; CD003882.


10  Review symptoms


Quick info:
If symptoms persist after further conservative therapy or management of prolapse, consider:


• urodynamic testing to diagnose the predominant type of incontinence [1,2,7]


• imaging of the urinary tract and pelvic floor [1,4], although the National Institute for Health and Clinical Excellence (NICE) do not
recommend this as a routine procedure [7]


• surgical interventional [1,2,7]


References:
[1] Schröder A, Abrams P, Andersson K-E et al. Guidelines on urinary incontinence. The Netherlands: European Association of
Urology; 2010.


[2] Clinical Knowledge Summaries (CKS). Incontinence − urinary, in women. Version 1.0. Newcastle upon Tyne: CKS; 2009.


[4] Abrams P, Andersson KE, Birder L et al. Fourth International Consultation on Incontinence Recommendations of the International
Scientific Committee: Evaluation and treatment of urinary incontinence, pelvic organ prolapse, and fecal incontinence. Neurourol
Urodyn 2010; 29: 213-40.
[7] National Institute for Health and Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in
women. Clinical guideline no. 40. London: NICE; 2006.


11  Poor response - consider urodynamic investigation
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Quick info:
Investigations are recommended prior to surgery (but not prior to initiation of conservative treatment) [1,4] if there:


• is a suspicion of detrusor overactivity or voiding dysfunction [7,24]


• has been previous surgery for stress urinary incontinence or anterior compartment prolapse [4,7]


Urodynamic investigations aim to [4]:


• reproduce the patient's symptoms to correlate them with urodynamic findings


• assess bladder sensation


• detect detrusor overactivity


• assess urethral competence during filling


• determine detrusor function during voiding


• assess outlet function during voiding


• measure residual urine volume after voiding


Incontinence investigations can include:


• multichannel filling and voiding cystometry [7] − in the rare case that there is a clear diagnosis of pure stress urinary
incontinence, multichannel cystometry is optional


• ambulatory urodynamics [4,7]


• videourodynamics [4,7]


• urethral function testing by either urethral pressure profile or leak point pressure [1,4]


• residual urine volume by ultrasound scan [1,2,7,9]


• imaging of the urinary tract and pelvic floor [1]:


• note that the National Institute of Health and Clinical Excellence (NICE) does not recommend imaging as a routine
procedure, and ultrasound should not be used, except for assessment of residual urine volume [7]


Tests of urethral competence including Q-tip, Bonney, Marshall and Fluid-bridge tests are not recommended [7].
Additional tests may be indicated in specific situations but are not recommended in the routine evaluation of incontinence:


• intravenous urogram (IVU) micturating cystogram to detect fistulae and/or diverticula [11]


• electrophysiology:


• changes in electrical conductance detect the movement of urine in the urethra [11]


• includes testing of sacral reflexes [11]


• electromyography (EMG) [4]:    


• measures the bioelectrical potentials generated by smooth and striated muscles [11]


• assesses denervation in periurethral muscles or anal sphincter [11]


References:
[1] Schröder A, Abrams P, Andersson K-E et al. Guidelines on urinary incontinence. The Netherlands: European Association of
Urology; 2010.


[2] Clinical Knowledge Summaries (CKS). Incontinence − urinary, in women. Version 1.0. Newcastle upon Tyne: CKS; 2009.


[4] Abrams P, Andersson KE, Birder L et al. Fourth International Consultation on Incontinence Recommendations of the International
Scientific Committee: Evaluation and treatment of urinary incontinence, pelvic organ prolapse, and fecal incontinence. Neurourol
Urodyn 2010; 29: 213-40.
[7] National Institute for Health and Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in
women. Clinical guideline no. 40. London: NICE; 2006.
[9] Scottish Intercollegiate Guidelines Network (SIGN). Management of urinary incontinence in primary care. Guideline no. 79.
Edinburgh: SIGN; 2004.
[11] Map of Medicine Clinical Editorial Team and Fellows. London: MoM; 2009.
[24] Royal College of Obstetricians and Gynaecologists (RCOG). Surgical treatment of urodynamic stress incontinence. London:
RCOG; 2003.


13  Consider further management


Quick info:
Discuss the risks and benefits of surgery and of further conservative management [7]:
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• take into account and discuss the woman's wishes regarding having children [7]


• surgical success rates may be influenced by [1]:


• age


• physical activity


• pre-existing medical or psychiatric illness


• obesity


• parity


• previous incontinence surgery


• severity and duration of symptoms


• there is lack of evidence regarding surgical complication rates, but incidence is thought to be low [1]


Surgery should only be undertaken:


• when conservative treatment from a specialist therapist has been offered and rejected or failed [1,7,24]


• after urodynamic investigations have been undertaken [1,7,24]


• by adequately trained surgeons or multidisciplinary teams who perform continence surgery regularly, as outcomes are closely
correlated with the expertise of the performing team [1,7,24]:


• surgeons should have an annual workload of at least 20 cases of each primary procedure − if fewer than 5 cases, support
must be obtained from their clinical governance committee or referral pathways should be put in place [24]


Complete the National Patient Safety Agency (NPSA) World Health Organization (WHO) Surgical Safety Checklist for every patient
undergoing a surgical procedure in England and Wales. This has been adapted from the WHO Surgical Safety Checklist.


For high impact interventions to reduce healthcare associated infections − see 'Surgical site infection care bundle'.


For formal discharge planning at the point of admission use your local discharge form based on the HIU Discharge
Summary developed by the Health Informatics Unit of the Royal College of Physicians (RCP), London, UK [25,26].
References:
[1] Schröder A, Abrams P, Andersson K-E et al. Guidelines on urinary incontinence. The Netherlands: European Association of
Urology; 2010.
[7] National Institute for Health and Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in
women. Clinical guideline no. 40. London: NICE; 2006.
[24] Royal College of Obstetricians and Gynaecologists (RCOG). Surgical treatment of urodynamic stress incontinence. London:
RCOG; 2003.
[25] The Royal College of Physicians (RCP), the Academy of Medical Royal Colleges (AMRC). A clinician’s guide to record
standards – Part 1: Why standardise the structure and content of medical records? London: Digital and Health Information Policy
Directorate; 2008.
[26] The Royal College of Physicians (RCP), the Academy of Medical Royal Colleges (AMRC). A clinician’s guide to record
standards – Part 2: Standards for the structure and content of medical records and communications when patients are admitted to
hospital. London: Digital and Health Information Policy Directorate; 2008.


14  Consider surgical management for stress urinary incontinence


Quick info:
Surgical options for stress urinary incontinence include:


• synthetic slings mid-urethral tape procedures (retropubic 'bottom-up' or 'top down' approach or via the transobturator foramen)
[1,4,7,8]:


• synthetic slings using materials other than macroporous (type 1) polypropylene meshes are not recommended [7]


• advise regarding lack of long-term data [7], data is limited to 11 years [6]


• result in a continence rate of approximately 80% and lead to improvement in 90% of patients [24]


• risk of mesh erosion probably approximately 4% [5]


• tension-free vaginal tape has comparable efficacy to open retropubic colposuspension but is associated with an increased
risk of bladder and vaginal perforations [8]


• biological slings [27]:


• may be from the patient's own tissue, from a human donor, or from animal tissue


• result in a continence rate of 70-80%



http://www.rcplondon.ac.uk/clinical-standards/hiu/medical-records/Documents/Discharge-Summary-template.doc

http://www.rcplondon.ac.uk/clinical-standards/hiu/medical-records/Documents/Discharge-Summary-template.doc

http://www.rcplondon.ac.uk/clinical-standards/hiu/Pages/Health-Informatics-Unit.aspx
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• longevity is unclear [5]


• open colposuspension [1,4,7,24,28]:


• effective surgical procedure with a continence rate of 85-90% after one year and better longevity compared to other
techniques [24,28]


• routine laparoscopic colposuspension has been shown to be beneficial [8] but should only be undertaken by a specialist team
[1,4,7,24]


• single-incision sub-urethral short tape insertion [29]:


• should only be performed as part of a research study


• systematic long-term follow-up is essential


• may be as effective as other surgical techniques [30]


• intramural bulking agents, eg glutaraldehyde cross-linked collagen, silicon [1,4,7,24]:


• have decreased efficacy over time, repeat injections may be required, and are less effective than suspension and sling
procedures [7,24]; but


• low morbidity and may be useful if other procedures have failed, eg in cases of intrinsic sphincter deficiency [24]


• artificial sphincters may be useful [1,4] after previous failed continence surgery, although there is a high morbidity and often a
need for further surgery [7,24] – they should only be offered in specialised tertiary centres [5]


NB: Efficacy rates may not be as high as reported and depend on the evaluation criteria.
The following are not generally recommended for stress urinary incontinence:


• non-macroporous synthetic slings [7]


• anterior colporrhaphy/anterior vaginal repair [1,7,8,24]:


• paravaginal defect repairs and Marshall-Marchetti-Krantz procedures [1,7]:


• supporting evidence is unclear as to efficacy [24]


• needle suspensions [7] should not be performed due to poor longevity of success rates and an increased risk of failure
compared to retropubic suspension procedures [7,24]


• the use of autologous fat and polytetrafluoroethylene as intramural bulking agents [7]


Advise regarding surgical complications, which may include [6]:


• voiding dysfunction


• erosion of tapes or mesh


• pain


• urgency


Duloxetine can be prescribed as second-line treatment in women who do not want, or are not suitable candidates for surgery [7] −
advise regarding adverse effects.
References:
[1] Schröder A, Abrams P, Andersson K-E et al. Guidelines on urinary incontinence. The Netherlands: European Association of
Urology; 2010.
[4] Abrams P, Andersson KE, Birder L et al. Fourth International Consultation on Incontinence Recommendations of the International
Scientific Committee: Evaluation and treatment of urinary incontinence, pelvic organ prolapse, and fecal incontinence. Neurourol
Urodyn 2010; 29: 213-40.
[5] Contributors invited by Map of Medicine (MoM); 2011.
[6] Contributors invited by the British Society of Urogynaecology and the British Association of Urological Surgeons; 2010.
[7] National Institute for Health and Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in
women. Clinical guideline no. 40. London: NICE; 2006.
[8] Onwude JL. Stress incontinence. Clin Evid 2009; 808-40.
[24] Royal College of Obstetricians and Gynaecologists (RCOG). Surgical treatment of urodynamic stress incontinence. London:
RCOG; 2003.
[27] National Institute for Health and Clinical Excellence (NICE). Insertion of biological slings for stress urinary incontinence in
women. Interventional procedure guidance 154. London: NICE; 2006.
[28] Lapitan MC, Cody JD, Grant A. Open retropubic colposuspension for urinary incontinence in women. Cochrane Database Syst
Rev 2009; CD002912.
[29] National Institute for Health and Clinical Excellence (NICE). Single-incision sub-urethral short tape insertion for stress urinary
incontinence in women. Interventional procedure guidance 262. London: NICE; 2008.
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[30] Ogah J, Cody JD, Rogerson L. Minimally invasive synthetic suburethral sling operations for stress urinary incontinence in
women. Cochrane Database Syst Rev 2009; CD006375.


15  Consider surgical management for urge urinary incontinence


Quick info:
When non-surgical options have been ineffective, consider:


• sacral nerve stimulation for treatment of incontinence due to detrusor overactivity [1,4,7]:


• when there has been a good response to preliminary percutaneous nerve stimulation [6]


• two-thirds of patients achieve continence or significant improvement [7]


• percutaneous posterior tibial nerve stimulation (PTNS) [31]:


• can be used for overactive bladder syndrome


• is efficacious in the short and medium term, with no major safety concerns


• augmentation cystoplasty for treatment of idiopathic detrusor overactivity in women who do not respond to conservative
treatments [1,4,7]


• laparoscopic augmentation cystoplasty (including clam cystoplasty) is an option [32]


• patient selection and treatment should be carried out by a multidisciplinary team with specialist expertise in urinary
incontinence and complex laparoscopic reconstruction surgery


• clinicians should submit safety and efficacy data to the British Association of Urological Surgeons for monitoring


• requires ability to self-catheterise [7]


• discuss risks of surgery, including [7]:


• bowel disturbance


• metabolic acidosis


• mucus production and/or retention in the bladder


• urinary tract infections (UTIs)


• urinary retention


• small risk of malignancy


• botulinum toxin type A for treatment of idiopathic detrusor overactivity in women who do not respond to conservative treatment
[1,4,7]:


• experts recommend that this should not be attempted until there have been two failed attempts at controlling the urinary
incontinence with anticholinergics [6]


• requires ability to self-catheterise [7]


• advise regarding lack of long-term data [7]


• the use of botulinum toxin type A for this indication is outside of its marketing authorisation in the UK – counsel appropriately
and obtain informed consent [1,7]


• botulinum toxin type B is not recommended [7]


• a recent study found that botulinum toxin type A treatment was an effective treatment, but increased the risk of post void
residual, and symptomatic urinary retention [33]


• urinary diversion for treatment of women with overactive bladder (OAB) unresponsive to conservative therapy and if sacral
nerve stimulation or augmentation cystoplasty are contraindicated or unacceptable [7]


References:
[1] Schröder A, Abrams P, Andersson K-E et al. Guidelines on urinary incontinence. The Netherlands: European Association of
Urology; 2010.
[4] Abrams P, Andersson KE, Birder L et al. Fourth International Consultation on Incontinence Recommendations of the International
Scientific Committee: Evaluation and treatment of urinary incontinence, pelvic organ prolapse, and fecal incontinence. Neurourol
Urodyn 2010; 29: 213-40.
[6] Contributors invited by the British Society of Urogynaecology and the British Association of Urological Surgeons; 2010.
[7] National Institute for Health and Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in
women. Clinical guideline no. 40. London: NICE; 2006.
[31] National Institute for Health and Clinical Excellence (NICE). Percutaneous posterior tibial nerve stimulation for overactive
bladder syndrome. Interventional procedure guidance 362. London: NICE; 2010.
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[32] National Institute for Health and Clinical Excellence (NICE). Laparoscopic augmentation cystoplasty (including clam
cystoplasty). Interventional procedure guidance 326. London: NICE; 2009.
[33] Anger JT, Weinberg A, Suttorp MJ et al. Outcomes of intravesical botulinum toxin for idiopathic overactive bladder symptoms: a
systematic review of the literature. J Urol 2010; 183: 2258-64


16  Follow-up


Quick info:
Lifelong follow-up is recommended for patients who have undergone [7]:


• sacral nerve stimulation


• augmentation cystoplasty


• urinary diversion


If incontinence remains a problem, consider referral to tertiary specialist units [14].
References:
[7] National Institute for Health and Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in
women. Clinical guideline no. 40. London: NICE; 2006.
[14] Department of Health (DH). Specialised services national definitions set (2nd edition). Specialist services for women's health -
definition no. 4. London: DH; 2002.


17  Follow-up


Quick info:
Lifelong follow-up is recommended for patients who have been fitted with an artificial urinary sphincter [7].
If incontinence remains a problem, consider referral to tertiary specialist units [14].
References:
[7] National Institute for Health and Clinical Excellence (NICE). Urinary incontinence: the management of urinary incontinence in
women. Clinical guideline no. 40. London: NICE; 2006.
[14] Department of Health (DH). Specialised services national definitions set (2nd edition). Specialist services for women's health -
definition no. 4. London: DH; 2002.
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Key Dates


Published: 26-Apr-2011, by Wirral
Valid until: 31-Dec-2012


Evidence summary for Female urinary incontinence (FUI) - specialist management


This pathway has been developed according to the Map of Medicine 2010 editorial methodology (http://mapofmedicine.com/
whatisthemap/editorialmethodology). The content of this pathway is based on high-quality guidelines that have been rated using


the AGREE instrument [1,2,3,4,6,8,9,10,12,13,20]. Critically appraised secondary evidence − systematic reviews, meta-analyses


based on systematic reviews − has also been included to provide coverage in areas where the guidelines did not yield sufficient
information [7,14,15,16,17,18,19]. Practice-based knowledge has been added by contributors with front-line clinical experience
[5,11]. The evidence-based, practice-informed pathway has been peer-reviewed by central committees within stakeholder groups, or
independent reviewers.
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http://www.rcog.org.uk/files/rcog-corp/uploaded-files/GT35UrodynamicStressIncontinence2003.pdf

http://www.rcplondon.ac.uk/clinical-standards/hiu/medical-records/Documents/Clinicians-Guide-Part-1-Context.pdf

http://www.rcplondon.ac.uk/clinical-standards/hiu/medical-records/Documents/Clinicians-Guide-Part-1-Context.pdf

http://www.rcplondon.ac.uk/clinical-standards/hiu/medical-records/Documents/Clinicians-Guide-Part-2-Standards.pdf

http://www.rcplondon.ac.uk/clinical-standards/hiu/medical-records/Documents/Clinicians-Guide-Part-2-Standards.pdf

http://www.nice.org.uk/nicemedia/live/11184/31431/31431.pdf

http://www.cochranejournalclub.com/sling-operations-clinical/pdf/CD002912_standard.pdf

http://www.nice.org.uk/nicemedia/live/11858/40741/40741.pdf

http://www.cochranejournalclub.com/sling-operations-clinical/pdf/CD006375_standard.pdf

http://www.nice.org.uk/nicemedia/live/12412/51304/51304.pdf

http://www.nice.org.uk/nicemedia/pdf/IPG326FullGuidance.pdf

http://www.ncbi.nlm.nih.gov/pubmed/20400142
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1  Background to pathway


Quick info:
Urinary incontinence (UI) is the accidental leakage of urine. At different ages, males and females have different risks for developing
UI. In childhood, girls usually develop bladder control at an earlier age than boys, and bedwetting—or nocturnal enuresis—is less
common in girls than in boys. However, adult women are far more likely than adult men to experience UI because of anatomical
differences in the pelvic region and the changes induced by pregnancy and childbirth. Nevertheless, many men do suffer from
incontinence. Its prevalence increases with age, but UI is not an inevitable part of aging.
 The three forms of UI are
· stress incontinence, which is the involuntary loss of urine during actions—such as coughing, sneezing, and lifting—that put
abdominal pressure on the bladder
· urge incontinence, which is the involuntary loss of urine following an overwhelming urge to urinate that cannot be halted
· overflow incontinence, which is the constant dribbling of urine usually associated with urinating frequently and in small amounts
 
Reference:
National Institute of Health (NIH) Publication No. 07–5280June 2007


2  Information resources for patients


Quick info:
Prostate UK
The Prostate Cancer Charity
Patient.co.uk
Male health


6  Exculsion Criteria


Quick info:
Please note that direct referral to Consultant is required if patient has any of the following exclusion criteria for this service:
For male patients:
- Age < 50 years
- Haematuria (frank microscopic or dipstix)
- Elevated age- adjusted PSA
- UTI/ Prostatitis
- Raised creatinine
- Palpable bladder or abdominal/pelvic mass
- Neuropathic bladder of unknown cause
- Previous urological surgery excluding circumcision and benign scrotal lumps
- Rapid onset of symptoms (less than 4 months)
- Digital Rectal Examination (DRE) suspicious of prostate malignancy
 
 
For female patients:
 
- Haematuria (frank, microscopic or Dipstix)
- Suspected gynaecological malignancy
- Palpable bladder
- Abdominal or pelvic mass
- Recurrent UTI - more than 4 in 12 months of unknown cause
- Neuropathic bladder (of unknown cause)
- Recent Gynae/urological surgery
- Suspected fistula



http://www.prostateuk.org/bph/bph.htm

http://www.prostate-cancer.org.uk/information/the-prostate/prostate-problems/bph

http://www.patient.co.uk/doctor/Benign-Prostatic-Hyperplasia.htm

http://www.malehealth.co.uk/prostate/19211-other-questions-cancer-and-other-prostate-problems
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- Previous Pelvic irradiation
- Incontinence associated with pain


10  Refer patient to Central Access Point


Quick info:
Referral forms for Wirral Integrated Continence Service for Adults can be found at the following links:
 
Female referral form
Male referral form



#

#
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1  Background to pathway


Quick info:
Urinary incontinence (UI) is the accidental leakage of urine. At different ages, males and females have different risks for developing
UI. In childhood, girls usually develop bladder control at an earlier age than boys, and bedwetting—or nocturnal enuresis—is less
common in girls than in boys. However, adult women are far more likely than adult men to experience UI because of anatomical
differences in the pelvic region and the changes induced by pregnancy and childbirth. Nevertheless, many men do suffer from
incontinence. Its prevalence increases with age, but UI is not an inevitable part of aging.
 The three forms of UI are
· stress incontinence, which is the involuntary loss of urine during actions—such as coughing, sneezing, and lifting—that put
abdominal pressure on the bladder
· urge incontinence, which is the involuntary loss of urine following an overwhelming urge to urinate that cannot be halted
· overflow incontinence, which is the constant dribbling of urine usually associated with urinating frequently and in small amounts
 
Reference:
National Institute of Health (NIH) Publication No. 07–5280June 2007


2  Information resources for patients


Quick info:
Prostate UK
The Prostate Cancer Charity
Patient.co.uk
Male health


6  Assessment


Quick info:


• assessment may be at a level 1 clinic if the patient is for urinary catheter/ containment advice, otherwise all male patients will be
assessed in a level 2 clinic or at home


10  Level 1 assessment: Patient education and lifestyle advice


Quick info:
Lifestyle advice, including:


• modify daily fluid intake to 1500-2400mL


• limiting intake of:


• caffeine


• carbonated drinks


• alcohol


• weight loss advice if body mass index (BMI) is more than 30


Physical therapies, such as:


• bladder retraining regular voiding (6-8 times during the day)


• increasing the time between voids to 3-4 hours during the day


• urge suppression between timed voids


Advice about suitable containment products, such as:


• absorbent disposable pads


• catheter with valve or drainage bag



http://www.prostateuk.org/bph/bph.htm

http://www.prostate-cancer.org.uk/information/the-prostate/prostate-problems/bph

http://www.patient.co.uk/doctor/Benign-Prostatic-Hyperplasia.htm

http://www.malehealth.co.uk/prostate/19211-other-questions-cancer-and-other-prostate-problems
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14  Perform uroflowmetry, bladder ultrasound scan of bladder


Quick info:


• uroflowmetry, bladder ultrasound scan of bladder will still be performed in  assessment clinic


Lifestyle advice, including:


• modify daily fluid intake to 1500-2400mL


• limiting intake of:


• caffeine


• carbonated drinks


• alcohol


• weight loss advice if body mass index (BMI) is more than 30


Physical therapies, such as:


• bladder retraining regular voiding (6-8 times during the day)


• increasing the time between voids to 3-4 hours during the day


• urge suppression between timed voids


Advice about suitable containment products, such as:


• absorbent disposable pads


• catheter with valve or drainage bag
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1  Background to pathway


Quick info:
Urinary incontinence (UI) is the accidental leakage of urine. At different ages, males and females have different risks for developing
UI. In childhood, girls usually develop bladder control at an earlier age than boys, and bedwetting—or nocturnal enuresis—is less
common in girls than in boys. However, adult women are far more likely than adult men to experience UI because of anatomical
differences in the pelvic region and the changes induced by pregnancy and childbirth. Nevertheless, many men do suffer from
incontinence. Its prevalence increases with age, but UI is not an inevitable part of aging.
 The three forms of UI are
· stress incontinence, which is the involuntary loss of urine during actions—such as coughing, sneezing, and lifting—that put
abdominal pressure on the bladder
· urge incontinence, which is the involuntary loss of urine following an overwhelming urge to urinate that cannot be halted
· overflow incontinence, which is the constant dribbling of urine usually associated with urinating frequently and in small amounts
 
Reference:
National Institute of Health (NIH) Publication No. 07–5280June 2007


2  Information resources for patients


Quick info:
Prostate UK
The Prostate Cancer Charity
Patient.co.uk
Male health


12  Level 1 assessment: Patient education and lifestyle advice


Quick info:
Lifestyle advice, including:


• modify daily fluid intake to 1500-2400mL


• limiting intake of:


• caffeine


• carbonated drinks


• alcohol


• weight loss advice if body mass index (BMI) is more than 30


Physical therapies, such as:


• bladder retraining regular voiding (6-8 times during the day)


• increasing the time between voids to 3-4 hours during the day


• urge suppression between timed voids


Advice about suitable containment products, such as:


• absorbent disposable pads


• catheter with valve or drainage bag


13  Assessment


Quick info:
Patients attending found to have a first degree relative who has had prostate cancer will be counselled appropriately regarding the
advisability of reporting for annual PSA testing and/or digital rectal examination (DRE)
Digital rectal examination (DRE), Uroflowmetry, bladder ultrasound scan of bladder will be performed.



http://www.prostateuk.org/bph/bph.htm

http://www.prostate-cancer.org.uk/information/the-prostate/prostate-problems/bph

http://www.patient.co.uk/doctor/Benign-Prostatic-Hyperplasia.htm

http://www.malehealth.co.uk/prostate/19211-other-questions-cancer-and-other-prostate-problems
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17  Supportive care


Quick info:
While identifying and managing any underlying cause, supportive care is required to help manage symptoms and to improve quality
of life.
Supportive care includes advice to:


• limit intake of:


• caffeine


• spicy foods


• carbonated drinks


• alcohol


• limit daily fluid intake to 1500-2400mL


• use suitable containment product if required (eg. superabsorbent disposable pads; sheaths; catheters with drainage bags or
catheter valves, if appropriate)


Patient education includes information about first-line treatments such as:


• bladder retraining such as:


• timed voiding


• prompted voiding (especially where there is cognitive impairment)


• biofeedback


• electrical stimulation


• pharmacological treatments such as:


• antimuscarinics (eg. oxybutynin)


References:
Ostaszkiewicz J, Johnston L, Roe B. Habit retraining for the management of urinary incontinence in adults. Cochrane Database Syst
Rev 2004; CD002801.
Hunter KF, Moore KN, Cody DJ, Glazener CM. Conservative management for postprostatectomy urinary incontinence. Cochrane
Database Syst Rev 2004; CD001843.
Ostaszkiewicz J, Johnston L, Roe B. Timed voiding for the management of urinary incontinence in adults. Cochrane Database Syst
Rev 2004; CD002802.
Wallace SA, Roe B, Williams K, Palmer M. Bladder training for urinary incontinence in adults. Cochrane Database Syst Rev 2004;
CD001308.
Eustice S, Roe B, Paterson J. Prompted voiding for the management of urinary incontinence in adults. Cochrane Database Syst Rev
2000; CD002113.
Shirran E, Brazzelli M. Absorbent products for the containment of urinary and/or faecal incontinence in adults. Cochrane Database
Syst Rev 2000; CD001406.
Moore KN, Saltmarche B, Query A. Urinary incontinence. Non-surgical management by family physicians. Can Fam Physician 2003;
49: 602-10.
Scottish Intercollegiate Guidelines Network (SIGN). Management of urinary incontinence in primary care. Edinburgh: SIGN; 2004.


23  Identify and manage underlying condition if possible


Quick info:
References:
Scottish Intercollegiate Guidelines Network (SIGN). Management of urinary incontinence in primary care. Edinburgh: SIGN; 2004.


26  Anatomical cause


Quick info:
Anatomical causes of incontinence include:


• anatomical abnormalities
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• outflow obstruction (enlarged prostate is the most common)


• neuropathic bladder


• vesicoureteric reflux


Anatomical causes of urinary incontinence are suggested by:


• large prostate on rectal examination


• raised PSA


• abnormal renal function
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Evidence summary for Incontinence in males
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WIRRAL’S INTEGRATED CONTINENCE SERVICE FOR ADULTS 
 


 


ICIQ-SF 


 


Name ………………………………………… Date of Birth: …………………………… 
 
NHS: Number ……………………………… Today’s Date …………………………… 
 
Many people leak urine some of the time.  We are trying to find out how many people leak 
urine, and how much this bothers them.  We would be grateful if you could answer the 
following questions, thinking about how you have been, on average, over the PAST FOUR 
WEEKS. 
 
1. Please write in your date of birth………………………………………. 
 
2. How often do you leak urine? (please tick)        
 Never           □   
 Once a week or less often       □   
 2-3 times per week        □   
 Once a day          □   
 Several times a day        □   
 All the time          □  
 


 3. We would like to know how much urine you think leaks.  How much   urine do you 
usually leak (please tick)?        Score 


 
 None      □      0 
 A small amount    □      1 
 A moderate amount   □      2 
 A large amount    □      3 
 
4. Overall, how much does leaking urine interfere with your everyday life? Please ring 


a number between 0 (not at all) and 10 (a great deal): 
 
   0 1 2 3 4 5 6 7 8 9 10 
 
5. When does urine leak (please tick)? 
 
 Never – urine does not leak      □  0 
 Leaks before you can get to the toilet     □  1 
 Leaks when you cough or sneeze     □  2 
 Leaks when you’re asleep      □  3 
 Leaks when you are physically active/exercising   □  4 
 Leaks when you have finished urinating and are dressed □  5 
 Leaks for no obvious reason      □  6 
 Leaks all the time         □  7 


 
ICIQ Score: (3,4+5)  …………………. 
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WIRRAL’S INTEGRATED CONTINENCE SERVICE FOR ADULTS 
 


 


International Prostate Symptom Score (IPSS) 
This questionnaire is to be completed by the patient in PRIVACY.  Please complete the short questionnaire to help us 
to find out more about any urinary problems you might have.  Please choose the score to the questions that best 
describes your situation and write it in the last column. 


Patient Name: _________________________________________    Date:  _________________ 
 
NHS: Number:_________________________________________ 
 


 


Not at 
all 


Less 
than 1 
time in 


5 


Less 
than 


half the 
time 


About 
half the 


time 


More 
than 


half the 
time 


Almost 
always 


Your 
score 


Incomplete emptying 
Over the past month, how often have you had a 
sensation of not emptying your bladder completely 
after you finish urinating? 


0 1 2 3 4 5 


 


Frequency 
Over the past month, how often have you had to 
urinate again less than two hours after you 
finished urinating? 


0 1 2 3 4 5 


 


Intermittency 
Over the past month, how often have you found 
you stopped and started again several times when 
you urinated? 


0 1 2 3 4 5 


 


Urgency 
Over the last month, how difficult have you found 
it to postpone urination? 


0 1 2 3 4 5 
 


Weak stream 
Over the past month, how often have you had a 
weak urinary stream? 


0 1 2 3 4 5 
 


Straining 
Over the past month, how often have you had to 
push or strain to begin urination? 


0 1 2 3 4 5 
 


        


 
None 1 time 2 times 3 times 4 times 


5 times 
or 


more 


Your 
score 


Nocturia 
Over the past month, how many times did you 
most typically get up to urinate from the time you 
went to bed until the time you got up in the 
morning? 


0 1 2 3 4 5 


 


 


Total IPSS Score 
 


 


Quality of life due to urinary 
symptoms 


Delighted Pleased 
Mostly 


satisfied 


Mixed – about 
equally 


satisfied and 
dissatisfied 


Mostly 
dissatisfied 


Unhappy Terrible 


If you were to spend the rest of your 
life with your urinary condition the 
way it is now, how would you feel 
about that? 


0 1 2 3 4 5 6 


Total score: 0-7 Mildly symptomatic; 8-19 moderately symptomatic; 20-35 severely symptomatic. 
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WIRRAL’S INTEGRATED CONTINENCE SERVICE FOR ADULTS 
 


 


Patient Questionnaire  
 


Please Complete In Black Ink 


 


Do you have any of the following conditions? 


General For All 


Neurological General Urological 


Diabetes  Chest Problems  Kidney Problems  


Stroke  Stomach Problems  Bladder Stones  


Multiple Sclerosis  Heart problems  Prostate Problems  


Spinal/back injury  Other  Urethral Stricture  


Other 
Ladies Only 


Obstetric Gynaecological 


Physical Disability  No. of Pregnancies  Caesarean Section  


Learning Disability  Difficult Births  Hysterectomy  


Mental Health  Large Babies  Vaginal Repair  


Confusion    Other  
 


Medical Conditions 


 
 


 


 


 
 


Medications 


Those prescribed by your doctor and also those bought at the pharmacist 


 
 


How long have symptoms been present? 


Less than 1Month  Less than 1 Year  Number of Years  
 
 


 


 


Full Name:  
 
Title: Mr/Mrs/Master/Miss/Other 


 


Date of Birth: 
 
NHS Number:   


 


Address: 
 
 
 
Postcode: 
 
Tel No: 


 


G.P 
 
 
Surgery: 
 
 
Tel No: 
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Your Symptom Profile 
Please tick the statements most relevant for you 


S
T


R
E


S
S


 


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


I only ever leak a little  


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


I always know when I have leaked  


I leak without feeling the need to empty my bladder  


Only my pants get wet when I leak  


I leak urine during sexual intercourse  


U
R


G
E


 


I feel the sudden urge to pass urine and have to go quickly  


I feel a strong uncontrolled need to pass urine prior to leaking  


I leak moderate amounts before I reach the toilet  


I feel that I pass urine frequently  


I get up at night to pass urine at least twice  


I think I had bladder problems as a child  


O
V


E
R


F
L


O
W


 I find it hard to pass urine   


I have to push or strain to pass urine  


My urine flow stops and starts several times  


My urine stream is weaker than it used to be  


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


I feel as if my bladder is not completely empty after I have been to the toilet  


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


Personal Assessment 


What type 
of 


housing 
do you 
live in? 


 


 House 


 Flat 


 Bungalow 


 Residential 
Home 


 Nursing 
Home 


 
Do you 


 
 


Are You 
able to 


 Live alone 


 Live with 
someone 


 


 Go out 


 Cant go out 


 
Who cares 
for you? 


 
 


 


 Self 


 Family 


 Carers  


Can you 
get to the 


toilet? 


 
Manage 
Clothing 


 


 Without help 


 With help 
 


 Without help 


 With difficulty 


 
 


Toilet 
Facilities 


 


 Upstairs 


 Downstairs 


 Commode 


 Urinal 


 Bedpan 


 
Do you 
have 
visual or 
hearing 
problems 


 
 


 Visual 
 


 Hearing 


 
 
 


Laundry 
done by 


 Self 


 Family 


 Carer 


 Laundrette 


 Washing 
machine 


Are you 


 
 
 


Confined 
To 


 Fully mobile 


 Mobile with help 


 With 
zimmer/stick 


 


 Bed 


Do you wear 
containment products? 
 


Amount Per Day: 


 
 


Type: 


Full Name:  
 
Title: Mr/Mrs/Master/Miss/Other 


Date of Birth: 
 
NHS Number:   
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 Tumble 
Dryer 


 Chair/Wheelchai
r 
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S: skw1897  


Tel:  0151 643 5330 


Wirral’s Integrated  


Continence Service  


For Adults 


3 Port Causeway 
Bromborough 


Wirral 
CH62 4NH 


This chart needs to be filled in for 
three consecutive days, both 
throughout the day and the night if 
you get up to go to the toilet.  
Whenever you have a drink or pass 
urine, write down the drink type, the 
time and the amount. 


 


To best enable us to help you, 
please try to be as accurate and 
honest as possible when 
completing the charts. 


 


  Drinks 


As a guide a mug is usually 200mls 
and a teacup 100mls.  Bottles, 
cans and cartons are usually 
marked with the amount they 
contain. 


 


 Toilet Visits 


If possible, please use a measuring 
jug to record the amount or urine 


Information On How To 
Complete The Frequency / 


Volume Char t 


Helping to Improve the 


Quality of Life for People 


with Bladder  


and Bowel Problems 


you pass.  If you are wet when you 
reach the toilet, tick the column headed 
“wet”. 


 


If you are unable to measure, please put 
a tick or an appropriate amount (e.g. 
small, medium, large) in the column 
marked “amount passed”. 


 


 


 


 


 


 Example 


 
 


 


 


TIME 
DRINK 


TYPE 


AMOUNT 


DRANK 


AMOUNT 


PASSED 


WET/PAD 


CHANGES 


6 AM Tea 300 ml     


7 AM         


8 AM     150 ml   


Frequency / Volume 


Chart 







 


S: skw1897  


Please complete for 3 consecutive days.  Record your normal drinks and your normal toilet visits. 


If you cannot measure use S=Small M=Medium L=Large 


 


 
 


 
 


  DAY 1 DATE:   


TIME 
DRINK 
TYPE 


AMOUNT 
DRANK 


AMOUNT 
PASSED 


WET/PAD 
CHANGED 


6 AM         


7 AM         


8 AM         


9 AM         


10 AM         


11 AM         


12 MD         


1 PM         


2 PM         


3 PM         


4 PM         


5 PM         


6 PM         


7 PM         


8 PM         


9 PM         


10 PM         


11 PM         


12 AM         


1 AM         


2 AM         


3 AM         


4 AM         


5 AM         


 


DAY 2  DATE:     


DRINK 
TYPE 


AMOUNT 
DRANK 


AMOUNT 
PASSED 


WET/PAD 
CHANGED 


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


 


DAY 3 DATE:   


DRINK 
TYPE 


AMOUNT 
DRANK 


AMOUNT 
PASSED 


WE/TPAD 
CHANGED 


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


Frequency / Volume Diary 
 


Name:  …………………………….    NHS Number:  ……………………………...    Date of Birth:  ……………………………….. 
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Referral Form For Children with Uncomplicated 


 Bladder or Bowel Dysfunction  
 


IF BASELINE ASSESSMENT COMPLETED 
 PLEASE FAX FORM TO (Please insert number) 
Please note incomplete forms will be returned to referrer 


Title 
 Patient Name  
 


Miss / Master 


GP Name  


NHS No:   


Address 
 


 


Postcode 


 


GP Address  


DOB:  GP Tel: 


Tel:  Patient Ethnicity:  


 


Containment Products: Pad: 1 


 


Specialist appliances: 1 


Symptoms  - please tick as appropriate   


Day time wetting      Yes 1  No 1 Night time wetting  Yes 1   No 1 Constipation/Soiling       Yes  1   No 1 


 


 


 


Medical History:  


 


Learning Disability    1 
 


 


Physical Disability   1 Congential Disability    1 Neurological Disability  1   


Present Medical Conditions – Please Complete OR Attach / Fax A Print Out 


Current Medication – Please Complete OR Attach / Fax A Recent Print Out 


Has the patient received treatment for the same 
condition before? 


Yes 1  No1 If yes please comment: 


Is this patient under the care of a Paediatrician  Yes 1  No1 If yes please state whom: 


Clinical Findings 


Urinalysis results normal      Yes   1    No 1                MSU result (if dipstix abnormal) 


Consent Has Been Given By Patient/Guardian to this referral Yes  1  No  1 


Is this patient able to attend Clinic? If No, Please Specify Yes  1  No  1 


Disabled access required?   Yes  1  No  1 


What is the patient’s preferred first language? Yes  1  No  1 


Does the patient require any communication, translation or interpretation support?  i.e. Any hearing or 
visual impairments requiring specialist help (sign language, Braille, loop induction system) 


Yes  1  No  1 


 


Signed……………………...….…………………    Print Name:…………..……………………………  Date………….…………... 


 


Referrers Tel Number:…………………………  Role & Base:  ………………..…………………………………………..……..… 


 


Baseline Assessment completed     Yes  1  No  1 


 


 


Products Currently Effective        Yes  1  No  1 


 


State Type: ……………………….…..……………………. 


If yes please attach 


Review at home 1 or clinic 1 


 


COMMUNITY BLADDER/BOWEL INTEGRATED SERVICE - OFFICE USE ONLY 


Triaged By Signed: …………………….……   Print Name: ……………..…………..  Date: …...……… Triage Outcome: ………. 
 
 


 


 






PDF Document


PLEASE BRING TO CLINIC APPOINTMENT 


 


FREQUENCY/VOLUME CHART 


 


NAME ………………………………..   DOB …………………… 


 


DATE 


 
DRINKS URINE PASSED 


MEDICATION/ 


COMMENTS 


 
WHAT 


TYPE 


AMOUNT 


DRUNK 


REACHED 


TOILET 


WITHOUT 


WETTING 


AMOUNT 


PASSED  
 


6 a.m.      


7 a.m.      


8 a.m.      


9 a.m.      


10 a.m.      


11 a.m.      


12 noon      


1 p.m.      


2 p.m.      


3 p.m.      


4 p.m.      


5 p.m.      


6 p.m.      


7 p.m.      


8 p.m.      


9 p.m.      


10 p.m.      


11 p.m.      


12 midnight      


1 a.m.      


2 a.m.      


3 a.m.      


4 a.m.      


5 a.m.      
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and toilet skills
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service for intervention
if required
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Consider discharge to
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appropriate level 1
care pathway
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Consider discharge
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Establish follow-up
procedure
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appropriate level 2
care pathway
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1  Background


Quick info:
Scope:
This pathway covers the management and specialist treatment of children and young people with bladder and bowel problems.
 
Incontinence is the involuntary passage of urine after the age at which bladder control should have been mastered.
Prevalence:
• occurs in:
• 15% of those age 5 years
• 5% of those age 10 years
• 2% of those age 15 years
• 1% of children continue to wet the bed into adulthood
Details:
• Male to female ratio is 2:1 age 13 years and younger, and is more common in girls after age 13.
• The spontaneous cure rate is 15% per year, independent of age.
• The distress and disability of bedwetting increases as the child gets older, and can affect self esteem, behaviour, scholastic
achievement and later sexual activity.
• Reported rates of punishment are 20-30% with an increased risk of physical abuse
• Less than 1% of primary incontinence has an organic cause, this is more common in secondary incontinence.
• Bedwetting is normal in children under 5.
• Incontinence is usually caused by delay in the development of:
• Sufficient bladder capacity to hold urine
• Normal reduction of urine production during night time
• Ability to wake from the sensation of a full bladder
 


Constipation is defined as pain, difficulty or delay in defecation.
In 1-5 year olds it is often accompanied with faecal retentive behaviour and may progress to overflow incontinence (soiling). Family
stress and poor treatment adherence maybe a background factor. Occasional passage of a large stool further suggests a secondary
megacolon.
Prevalence:
• Constipation is common in childhood. It is prevalent in around 5–30% of children, depending on the criteria used for diagnosis.
 • Symptoms become chronic in more than one third of patients and constipation is a common reason for referral to secondary care.
• The exact cause of constipation is not fully understood but factors that may contribute include: pain, fever, dehydration, dietary
and fluid intake, psychological issues, toilet training, medicines and familial history of constipation. Constipation is referred to as
‘idiopathic’ if it cannot be explained by anatomical or physiological abnormalities.
• Early identification of constipation and effective treatment can improve outcomes for children and young people.
References:
Paediatric Society of New Zealand. Best practice evidence based guideline: nocturnal enuresis "bedwetting". Wellington, NZ: New
Zealand Guidelines Group; 2005.
Clinical Knowledge Summaries (CKS). Enuresis - nocturnal. Newcastle upon Tyne: CKS; 2005.
Fritz G, Rockney R, Bernet W et al. Practice parameter for the assessment and treatment of children and adolescents with enuresis.
J Am Acad Child Adolesc Psychiatry. 2004; 43: 1540-1550.
National Institute for Health and Clinical Excellence (NICE) Constipation in children and young people: diagnosis and management
of idiopathic childhood constipation in primary and secondary care. London: NICE; 2010.


2  Information resources for patients


Quick info:
Advice for Parents:


• Do encourage the child to drink throughout the day. It is important that they recognise the feeling of a full bladder.


• Do avoid fizzy drinks at bedtime and drinks which contain caffeine, such as tea, coffee and chocolate. These can cause more
urine to be produced.
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• Do ensure that the child has plenty of fruit, vegetables, cereal and fluids. This will help to avoid constipation which can
contribute to bedwetting.


• Do ensure that the child goes to the toilet before going to bed and again before they go to sleep if they have been reading or
watching TV in bed.


• Do leave a light on at night to ensure that the child has easy access to the toilet.


• Do make sure that the mattress and bed are adequately protected.


• Do allow the child to help with changing the bed and night clothes. It does help if they are actively involved in overcoming the
problem.


• Do make sure that the child has a bath or shower each morning. This removes the smell of stale urine and avoids the child
being teased and tormented at school.


• Do stay calm, be prepared and try not to worry.


• Do remember, bedwetting is neither the child’s fault, nor the parents. Patience, love and encouragement will go a long way to
resolving the problem for everyone in the family.


• Do encourage our child to come out of nappies and “pull ups”, but do make sure that the mattress and bedding are protected.


 
Information resources for sources of further information and advice:
http://www.childhoodconstipation.com
http://www.digestivedisorders.org.uk
http://www.nhsdirect.nhs.uk
http://www.promcon.co.uk
http://www.eric.org.uk
http://www.yourchildshealth.nhs.uk
 
or email:
info@corecharity.org.uk
info@eric.org.uk


4  Child with suspected bladder or bowel continence problems


Quick info:
• History and examination by GP.
• Consider further investigations, including urinalysis
• Consider differential diagnosis
• GP to refer child/young person to Health Visitor or School Nurse as appropriate for further assessment


• Refer children aged 4 and onwards with daytime symptoms for assessment and management


• Refer children aged 5 and onwards with night time wetting symptoms for assessment and management 


5  Children under 5 refer to Health Visitor


Quick info:
GP to refer children under the age of 5 to a Health Visitor for assessment and management of bladder and bowel continence
problems by telephone or fax.


6  Children over 5 refer to School Nurse


Quick info:
GP to refer children over the age of 5 to a School Nurse (or alternative as appropriate) for assessment and management of bladder
and bowel continence problems by telephone or fax.
During school holiday periods GP to refer child directly to the Paediatric Continence Service as appropriate by fax or telephone
 
Local Notes



http://www.childhoodconstipation.com

http://www.digestivedisorders.org.uk

http://www.nhsdirect.nhs.uk

http://www.promcon.co.uk

http://www.eric.org.uk

http://www.yourchildshealth.nhs.uk





Enuresis - suspected
Paediatrics > Child development > Enuresis


Published: 02-Aug-2011    Valid until: 31-Aug-2013     Printed on: 16-Nov-2011     © Map of Medicine Ltd
 
This care map was published by . A printed version of this document is not controlled so may not be up-to-date with the latest clinical
information.


Page 4 of 7


WICSA (Wirral Integrated Continence Service)
The White House Port Causeway,
Bromborough
CH62 4NH
Tel: 0151 643 5330
Fax: 0151 643 5440


7  Baseline continence and toilet skills assessments


Quick info:
Level 1: Patient Education and Lifestyle Advice


A baseline continence assessment  and a toilet skills assessment  should be carried out by a Health Visitor or School Nurse in the
first instance to establish the appropriate follow up procedure.
Documents can be accessed by clicking on the apopropriate link below:
Baseline continence assessment
Expected bladder capacity for children
Toilet skills assessment


8  Establish follow-up procedure


Quick info:
Following completion of baseline continence and toilet skills assessments, follow-up procedure should be established.


9  Consider discharge to GP


Quick info:
Health Visitor/School Nurse to consider discharging patient to GP if:


• Toilet training readiness is not appropriate due to age of child or the child is not ready


• Adequate clinical improvement has been made following assessment


• Parent /carer or child is unwilling/unable to follow level 1 personalised treatment/care plan


10  Commence child on appropriate level 1 care pathway


Quick info:
Health Visitor/School Nurse to commence child on the most appropriate Level 1 care pathway following the completion of a baseline
continence (please find a copy here) and toilet skills assessment (please find a copy here)  .
· Level 1 care pathways


• Toilet training programme


• Daytime Wetting Pathway


• Night-time Wetting Pathway


• Children and Young People Constipation and Soiling Care Pathway


• · A frequency/volume chart to be completed by the child or parent/carer, to be reviewed for Daytime and Night-time Wetting
Pathways.


· Child to be considered for continence products only if toilet training is not appropriate due to the child’s age.
· If progress has been made following review continue ongoing support and advice.
Documents can be accessed by clicking on the appropriate link below:


• Daytime Wetting Pathway 


• Daytime Wetting Flow Chart


• Night-time Wetting Pathway 


• Nocturnal Enuresis Flow Chart



#

#

#

#

#

#

#
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• Children and Young People Constipation and Soiling Care Pathway 


• Frequency/volume chart 


11  Consider discharge to GP


Quick info:
If significant progress has been made continue ongoing support and advice or considering discharging patient to GP if:


• Toilet training readiness is not appropriate due to age of child or the child is not ready


• Adequate clinical improvement has been made following assessment


• Parent /carer or child is unwilling/unable to follow level 1 personalised treatment/care plan


Discharge letter to be addressed to GP


• To include appropriate recommendations for review.


• A copy of the discharge letter can be found here.


12  Referral to Community Intergrated Bladder and Bowel Dysfunction service for intervention if
required


Quick info:
For specialist advice, assessment, treatment and products
Level 2: Assessment and Intervention
If symptoms have not improved following review, consider referral to the Paediatric Continence Service.
A copy of the referral form can be found here.
A copy of the baseline continence assessment should be faxed with the referral form to the Paediatric Continence Service.
A copy of the referral form is to be sent to the patients GP
Referrals to the Paediatric continence service will only be accepted if a level 1 assessment has been undertaken by a health Visitor/
School Nurse 
Direct referrals from a GP will only be accepted if:


• Disimpaction is not successful (see idiopathic constipation primary care management pathway)


• Idiopathic constipation persists following drug treatment and review (see idiopathic constipation primary care management
pathway)


Local Notes
WICSA (Wirral Integrated Continence Service)
The White House Port Causeway,
Bromborough
CH62 4NH
Tel: 0151 643 5330
Fax: 0151 643 5440


13  Commence child on appropriate level 2 care pathway


Quick info:
Referrals will be triaged on a daily basis by the Paediatric Continence Service. Patients will be triaged for:


• Products


• Level 2 specialist assessment and treatment including the management of idiopathic constipation


• Referral to GP


• Referral to Consultant Paediatrician within secondary care 


Products to be discussed with patient and parent/carer as appropriate. Authorisation of products if containment is required and child
is not ready for toilet training.
Patients will be offered a clinical assessment at a local community clinic or patients’ own home where appropriate.
Child to commence on appropriate Level 2 care pathway:



#

#

#

#
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• Diurnal Enuresis Care Pathway


• Night-time Wetting Pathway


• Overactive bladder pathway


• Children and Young People Constipation and Soiling Care Pathway


 
Documents can be accessed by clicking on the appropriate link below:


• Diurnal Enuresis Care Pathway


• Night-time Wetting Pathway 


• Anticholinergic Medication


• Desmopressin Care Pathway Level 2


• Desmopressin Information Sheet


• Enuresis Alarm Care Pathway


• Enuresis Alarm Information Sheet


• Alarm Progress Chart


• Overactive bladder pathway 


• Children and Young People Constipation and Soiling Care Pathway 


14  Consider discharge to GP if symptoms Improved significantly


Quick info:
Consider discharging patient to GP if:


• Symptoms have significantly improved following specialist advice, assessment treatment and/or review.


• Patient/carer or child is unwilling/unable to follow level 2 personalised treatment/care plan.


Discharge letter to be addressed to GP to include appropriate recommendations for review.
A copy of the discharge letter can be found here


15  Consider referral to Consultant Paediatrician and notify GP


Quick info:
Paediatric Continence Service (PCS) to consider referral to Consultant Paediatrician as appropriate if:


• Symptoms have not improved following Level 2 advice, assessment, treatment and/or review


• Idiopathic constipation persists


PCS to produce a comprehensive letter including history, treatment and reason for referral. To be sent to relevant clinic clerk and a
copy sent to the patients GP. 



#

#

#

#

#

#

#

#

#

#

#
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Key Dates


Published: 02-Aug-2011, by
Valid until: 31-Aug-2013


Evidence summary for Enuresis - suspected


References


This is a list of all the references that have passed critical appraisal for use in the care map Enuresis
ID Reference
1 Clinical Knowledge Summaries (CKS). Bedwetting (enuresis). Version 1.0. Newcastle upon Tyne: CKS;


2010.
http://www.cks.nhs.uk/bedwetting_enuresis


2 Tekgul S, Reidmiller H, Gerharz E et al. Guidelines on paediatric urology. Monosymptomatic enuresis.
Arnhem, NL: European Society for Paediatric Urology; 2009.
http://www.ngc.gov/content.aspx?id=14432


3 Map of Medicine (MoM) Clinical Editorial team and independent reviewers. London: MoM; 2010.
4 National Institute for Health and Clinical Excellence (NICE). Nocturnal enuresis: The management of


bedwetting in children and young people. Clinical guideline 111. London: NICE; 2010.
http://www.nice.org.uk/nicemedia/live/13246/51367/51367.pdf


5 Map of Medicine (MoM) Clinical Editorial team and independent reviewers. London: MoM; 2011.
6 British National Formulary for Children (BNFC). 2010-2011. London: BMJ Group, RPS Publishing, RCPCH


Publications; 2011.
http://www.bnfc.org



http://www.cks.nhs.uk/bedwetting_enuresis

http://www.ngc.gov/content.aspx?id=14432

http://www.nice.org.uk/nicemedia/live/13246/51367/51367.pdf

http://www.bnfc.org
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1  Background


Quick info:
This pathway concerns the management and specialist treatment of enuresis and constipation/soiling for children and young people.


2  Information resources for patients


Quick info:
Advice for Parents:


• Do encourage the child to drink throughout the day. It is important that they recognise the feeling of a full bladder.


• Do avoid fizzy drinks at bedtime and drinks which contain caffeine, such as tea, coffee and chocolate. These can cause more
urine to be produced.


• Do ensure that the child has plenty of fruit, vegetables, cereal and fluids. This will help to avoid constipation which can
contribute to bedwetting.


• Do ensure that the child goes to the toilet before going to bed and again before they go to sleep if they have been reading or
watching TV in bed.


• Do leave a light on at night to ensure that the child has easy access to the toilet.


• Do make sure that the mattress and bed are adequately protected.


• Do allow the child to help with changing the bed and night clothes. It does help if they are actively involved in overcoming the
problem.


• Do make sure that the child has a bath or shower each morning. This removes the smell of stale urine and avoids the child
being teased and tormented at school.


• Do stay calm, be prepared and try not to worry.


• Do remember, bedwetting is neither the child’s fault, nor the parents. Patience, love and encouragement will go a long way to
resolving the problem for everyone in the family.


• Do encourage our child to come out of nappies and “pull ups”, but do make sure that the mattress and bedding are protected.


 
Information resources for sources of further information and advice:
http://www.childhoodconstipation.com
http://www.digestivedisorders.org.uk
http://www.nhsdirect.nhs.uk
http://www.promcon.co.uk
http://www.eric.org.uk
http://www.yourchildshealth.nhs.uk
 
or email:
info@corecharity.org.uk
info@eric.org.uk


5  Diurnal Enuresis Level 2 Pathway


Quick info:
A copy of the dirurnal enuresis pathway can be found here


6  Night-time Wetting Level 2 Pathway


Quick info:
A copy of the night-time wetting pathway level 2 can be found here


7  Constipation and Soiling Level 2 Pathway



http://www.childhoodconstipation.com

http://www.digestivedisorders.org.uk

http://www.nhsdirect.nhs.uk

http://www.promcon.co.uk

http://www.eric.org.uk

http://www.yourchildshealth.nhs.uk
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Quick info:
A copy of the constipation/soiling level 2 pathway can be found here
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Key Dates


Published: 02-Aug-2011, by Wirral
Valid until: 31-Aug-2013


References


This is a list of all the references that have passed critical appraisal for use in the care map Enuresis
ID Reference
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2010.
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Arnhem, NL: European Society for Paediatric Urology; 2009.
http://www.ngc.gov/content.aspx?id=14432


3 Map of Medicine (MoM) Clinical Editorial team and independent reviewers. London: MoM; 2010.
4 National Institute for Health and Clinical Excellence (NICE). Nocturnal enuresis: The management of


bedwetting in children and young people. Clinical guideline 111. London: NICE; 2010.
http://www.nice.org.uk/nicemedia/live/13246/51367/51367.pdf


5 Map of Medicine (MoM) Clinical Editorial team and independent reviewers. London: MoM; 2011.
6 British National Formulary for Children (BNFC). 2010-2011. London: BMJ Group, RPS Publishing, RCPCH


Publications; 2011.
http://www.bnfc.org



http://www.cks.nhs.uk/bedwetting_enuresis

http://www.ngc.gov/content.aspx?id=14432

http://www.nice.org.uk/nicemedia/live/13246/51367/51367.pdf

http://www.bnfc.org
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Information Sharing Toolkit 
Tier 3 – Operational Guidelines 


 


 
This is the 3rd Tier of the Information Sharing Toolkit.  The participating organisations 
have agreed to share information with each other in order to enhance clinical services 
and this document sets out what information can be shared and with whom.  A higher 
level agreement may already be in place that ensures the legal aspects have been 
considered and documented.  The purpose of this is to make sure that good information 
governance practices are adhered to.    
 
TITLE OF PROJECT 
 
 
 


1.  What is the purpose of information sharing? 
 
 
 


2.  Who is the information about? 
 
 
 


3.  What information is requested? 
 
 
 


4. Who will receive the data and be responsible for its security? 


 
 
 


5. Who will the information be shared with? 
 
 
 


6.  How will the information be transferred / shared, for example, manually 
or electronically? 
 
 
 


 7. How will the data be stored securely? 
 
 
 
8.  How long will the information be stored? 
 







 
 


9. What is the frequency of transfer? 
 
 
 
10.  Who can access the information?  
 
 
 


11.  Will consent be sought and what process will be used to record 
consent? If no consent is sought provide grounds for this decision. 
 
 
 


12.  Is there a patient / client leaflet that explains the uses of information 
that is given out at first contact? 
 
 
 


13.  How will the information be destroyed 
 
 
 


14. Review date  
 
 
 


 
 


 
Contact details:  
 
Name:   
 
Organisation:   
 
I agree that the above comments are factually accurate at the time of signing.  I 
understand that the agreement must be renewed annually to enable data flows. 
 
Signed: ________________________________________________ 
 
Date:  _________________________________________________ 
 







 


 
For the attention of the Caldicott Guardian for organisation holding the 
information requested  (Please tick):  
 
a)   I agree to provide the information requested in full and   
      justify this below: 
 
 
 
 
 
 
b)   I agree to provide some of the information requested –  
       see below for information to be provided:  
 
 
 
 
 
 
c)  I do not agree to provide any of the information requested for 
     the reasons stated below: 
 
 
 
 
 
 
 
Name of Caldicott Guardian: __________________________________ 
 
Trust / PCT: ________________________________________________ 
 
Signed: ____________________________________________________ 
 
Date: ______________________________________________________ 
 
  


 


 
If this is linked to a Tier 2 Community Arrangement, complete arrangement 
name below: 
 
 


 







 


 
Name of organisation and department that will provide the information 
requested.   
 
Organisation Name:     
 
Contact Person:           
 
 
 
(A copy of this agreement will be sent to the contact person named above 
by the Information Governance Facilitator) 
  


 






