[image: image1.png]medway communtty heafthcare




CARE HOME ASSESSMENT BUNDLE 

(for residents not receiving nursing care)
ASSESSMENT OF URINARY AND/OR BOWEL DYSFUNCTION
	Surname:
	First name:
	DOB:

	Name of Home:
	GP:
	NHS Number:

	Name of person completing:
	Date of completion:
	


	RED FLAGS If any of the following are ‘Yes’ then an urgent referral must be sent to GP:

	Pain or burning when passing urine?
	Yes   /    No

	Signs of a fever?
	Yes   /    No

	Blood in urine or stools?
	Yes   /    No

	Change in bowel habit? Or any unexplained weight loss?
	Yes   /    No

	Inability to pass urine? Or pushing/straining to pass urine?
	Yes   /    No

	Loss of feeling/numbness?
	Yes   /    No

	Any other acute bladder or bowel concerns
	Yes   /    No

	MEDICAL HISTORY AND MEDICATION         

	Document any past medical or surgical history:         


	

	Any known allergies?:


	List current medication below 

	Alternatively, you can attach a copy of your current MAR/drug chart to the bundle


	URINARY DYSFUNCTION

	Is the resident catheterised?
	Yes* 
	No


	If yes, document reason why:
*Continue to bowel dysfunction section if catheterised.


	Is the resident incontinent of urine?
	Yes  /  No

	How long has this resident had bladder issues?
	

	Is the resident able to communicate the need to urinate? Do they express sensation of a full bladder?
	

	Do they have urgency but can’t get to the toilet in time?   
	Yes  /  No

	Is there anything that makes the leaks worse?

(cough, sneeze, standing)
	

	Do they feel empty after passing urine?                                       
	Yes  /  No /  Unable to assess

	BOWEL DYSFUNCTION

	Is the resident incontinent of faeces?
	Yes  /  No

	Do they have the sensation to open their bowels?
	Yes  /  No  /  Unable to assess

	Is the resident able to communicate the need to open their bowels?
	

	Do they feel empty after opening their bowels?                           
	Yes  /  No  /  Unable to assess


	MOBILITY

	Does the resident have any mobility and/or physical disability problems? What assistance do you provide?

	Please provide details:



	Is the resident bed or chair bound? 
	Bed   / Chair  /  N/A

	If so, are they transferred for toileting? How often? 
	

	Do they use a commode or toilet? Other?
	Commode  /  Toilet  /  Other:


	Do they use a urinal device or urine bottle?
	Yes   /    No 

	CONTAINMENT PRODUCTS

	Is the resident currently using any other form of containment products? 
	

	For male residents have sheaths been trialled before? And if not why? (we can support with trialling this)
	

	What is the resident’s waist measurement?
	                      cm



	Does the resident have any wounds or pressure damage that would impact our assessment or any prescription for products?
	


Once all sections are completed, send to MCH Bladder and Bowel Team, along with the required bundle documents below (see checklist) to: MEDCH.ContinenceCare@nhs.net
	BUNDLE CHECKLIST

	
	Completed and attached:

	Assessment form
	

	Bladder diary (non-catheterised residents)
	

	Catheter diary (catheterised residents)
	

	Bowel diary
	

	Waist size included in bladder section
	


Please ensure you have completed the checklist as any incomplete bundles with missing documents will be rejected.
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