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NURSING HOME ASSESSMENT BUNDLE
(for residents receiving nursing care only)

ASSESSMENT OF URINARY AND/OR BOWEL DYSFUNCTION
	Surname:
	First name:
	DOB:

	Name of Home:
	GP:
	NHS Number:

	Assessor name/role:
	Date of completion:
	(must be completed by registered clinician only)                           


	CONSENT: Please tick boxes 1 - 5 to indicate that the resident has given informed consent.
If the resident is unable to give informed consent tick box 6 

	1
	Verbal assessment
	

	2
	Physical examination if necessary
	

	3
	Referral to another professional if necessary
	

	4
	Relevant information to be accessed, eg copies of letters
	

	5
	Relevant information to be shared with health professionals & Trust suppliers
	

	6
	The resident is unable to consent so assessment carried out in their best interest
	


	RED FLAGS If any of the following are noted an urgent referral must be sent to the GP:

	· More than 3 UTIs in 1 year
· IPSS score 20 or more

· High post void residual of 400mls or more

· Visible blood in urine with no infection

· Change in bowel habits with blood, pain and unexplained weight loss
· Any other acute bladder or bowel concerns



	PAST MEDICAL HISTORY AND MEDICATION         

	Document past medical and 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?
	

	Does the resident void over night? If so, how often?
	

	Do they express sensation of a full bladder?
	Yes  /  No  /  Unable to assess

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

	Is there anything that makes them leak (e.g, cough, sneeze, standing)?
	

	Have they had any urine infections in the last year? (if so how many?)
	

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

	Do they have difficulty passing urine?                                          
	Yes  /  No  /  Unable to assess

	BOWEL DYSFUNCTION

	Is the resident incontinent of faeces?
	Yes  /  No

	How often on average does resident open their bowels?
	

	How often are the incontinent of faeces?
	

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

	What type of stools do they pass? (see stool chart)
	

	Do they have difficulty opening their bowels?
	Yes  /  No  /  Unable to assess

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

	Are they on any laxatives/medication for bowels? If so what?
	

	Does the resident eat 3 x meals a day?
	Yes  /  No

	Do they follow correct toileting position?
	Yes  /  No

	CONSERVATIVE MANAGEMENT

	What lifestyle advice and conservative treatments have been offered or trialled? (e.g reduce caffeine/ carbonated drinks, increase/decrease of fluids, timed/double voiding, managing constipation, bladder retraining).

	


	PSYCHOSOCIAL ASSESSMENT

	How does the resident feel about any bladder or bowel issues? (circle) 

	Happy
	Unhappy

	Terrible
	Unable to express

	What is the resident’s current state? (circle)

	Alert & orientated
	Unable to communicate

	Cognitive impairment
	State varies

	Is the resident able to communicate the need to urinate? 
	Yes  /  No /  Sometimes

	Is the resident able to communicate the need to open their bowels?
	Yes  /  No  /  Sometimes

	MOBILITY

	Does the resident have any mobility and/or physical disability problems? detail assistance needed.

	Please provide details:



	Is the resident bed or chair bound? 
	

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

	Do they use a commode or toilet? Other?
	Commode / Toilet / Neither

	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? And if not why? (1st line option)
	

	What is the resident’s waist measurement?
	                      Cm



	Other information?:


	SKIN EVALUATION

	Are there any perineal, perianal and sacral skin integrity concerns? i.e. is the skin noted to be sore or broken on visual inspection.

	

	Does the resident have any wounds or pressure damage that would impact our assessment? 
If so, please provide any relevant information:

	

	If any skin integrity concerns are noted please follow your local policies and procedures for interventions and reporting.

	OTHER INFORMATION: Please add any additional information or observations not already addressed.

	


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 (not for catheterised residents)
	

	Catheter diary (catheterised residents only)
	

	Bowel diary
	

	I-PSS (for male residents only)
	

	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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